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V, 


Doctores  y hospitales  siempre  pueden  recomendar 
con  confianza  la  LECHE  EVAPORADA 
CARNATION  por  su  probada  reputación, 
calidad  y frescura.  La  LECHE 
EVAPORADA  CARNATION  ha  sido  usada 
por  generaciones  en  Puerto  Rico 
porque  significa  bebés  fuertes  y 
saludables. 


EVAPORATED 

milk. 

D INCREASE^ 


* Fernandito  Castro  Pavía 
ganador  del  Concurso 
del  Bebé  Saludable 
Carnation  de  1965. 


When  uncontrolled 
diarrhea  brings  a 
call  for  help,  your 
fy  for  Cremomycin 
can  provide 
relief... 


When  the  diarrhea  sufferer  has  run  thu 
gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials— usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

indications:  Diarrhea.  Contraindications:  Kaolin. 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  re- 
quires supplementary  administration  of  thiamine 


d vitamin  K.  Neomycin:  Patient  should  be  ob- 
served for  new  infections  due  to  bacteria  or 
fungi.  Side  Effects:  Sulfonamide:  Sensitivity  re- 
actions may  occur  (e.g.,  skin  rashes,  anemia, 
polyneuritis,  fever;  agranulocytosis  with  a fatal 
outcome  has  been  reported).  Reduction  of  thia- 
mine output  in  the  feces  and  of  vitamin  K syn- 
thesis has  been  observed.  Neomycin:  Nausea, 
loose  stools  possible. 

promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL 

Composition:  Each  30  cc.  contains  neomycin 
sulfate  300  mg.  (equivalent  to  210  mg.  of  neomy- 
cin base),  succinylsulfathiazole  3.0  Gm.,  colloidal 
kaolin  3.0  Gm.,  pectin  0.27  Gm. 

3$  MERCK  SHARP  & D0HME  Division  of  Merck  & Co.,  Inc  . West  Point.  Pa 

where  today’s  theory  is  tomorrow’s  therapy 
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Before  prescribing  or  administering,  read  product  circular  with  package  or  available  on  request. 


monilia-prone”? 


Terrastatin® 

Capsules 

oxytetracycline  250  mg.,  nystatin  250,000  units 
For  Oral  Suspension 

oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc. 

Contraindicated:  In  individuals  hyper- 
sensitive to  oxytetracycline  or  nystatin. 
Warning:  Reduce  usual  oral  dosage 
and  consider  antibiotic  serum  level  de- 
terminations in  patients  with  impaired 
renal  function. 

Use  of  oxytetracycline  during  the 
last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may  cause 
discoloration  of  developing  teeth. 

During  treatment  with  tetracyclines, 
Individuals  susceptible  to  photody- 
namic reactions  should  avoid  direct 
sunlight;  if  such  reactions  occur,  dis- 
continue therapy. 

Note:  With  oxytetracycline,  phototoxic- 
ity is  unknown  and  photoallergy  very 
rare. 

Precautions:  Use  of  broad-spectrum 
antibiotics  occasionally  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. Where  such  infections  occur,  dis- 
continue oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial 
pressure  in  infants  is  a possibility. 
Symptoms  disappear  upon  discontinu- 
ation of  therapy. 

Adverse  Reactions:  Nausea,  diarrhea, 
glossitis,  stomatitis,  proctitis,  vaginitis 
and  dermatitis,  as  well  as  reactions  of 
an  allergic  nature,  may  occur  but  are 
rare. 

Supply:  Terrastatin  Capsules:  oxytetra- 
cycline, 250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension: 
oxytetracycline,  125  mg.  and  nystatin, 
125,000  units  per  5 cc.  (when  recon- 
stituted). 

More  detailed  professional  information 
available  on  request. 
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PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


broaden  the  broad  spectrum  with  antifungal  activity... 

Terrastatin 

CAPSULES /oxytetracycline  250  mg.,  nystatin  250,000  units 

Terrastatin  reinforces  the  benefits  of  Terramycin®  (oxytetracycline)— with  its  broad  range  of  effectiveness, 
low  order  of  toxicity,  excellent  toleration  and  high  concentration  in  body  tissues  and  fluids— with  the  anti- 
fungal protection  so  often  needed  in  the  elderly. ..as  well  as  in  the  very  young,  during  pregnancy,  in  the  dia- 
betic, the  debilitated,  those  on  steroid  therapy,  and  any  patient  requiring  prolonged  or  high  antibiotic  dos- 
age. (Also  available  Terrastatin  for  Oral  Suspension:  oxytetracycline  125  mg.,  nystatin  125,000  umts/5  cc.) 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Los  pacientes  obstétricos  o post-quirúrgicos 
que  requieren  un  método  seguro  para  elevar 
su  hemoglobina,  recibirán  tanto  hierro  (250 
mg.)  de  una  inyección  de  5 c.c.  de  Imferon 
como  el  que  contiene  una  pinta  (500  c.c.)  de 
sangre  fresca.  El  Imferon  (inyección  de 
hierro  dextrán)  es  menos  costoso  y evita  los 
bien  conocidos  peligros  que  entraña  la  trans- 
fusión de  sangre  total.  En  los  pacientes  que 
no  pueden  tomar  hierro  o en  aquellos  en 
quienes  no  se  puede  confiar  que  lo  hagan,  el 
Imferon  (inyección  de  hierro  dextrán)  sumi- 
nistra rápidamente  el  hierro  necesario  para  los 
depósitos  de  reserva. 


UNA  PINTA 
DE  SANGRE 
NO  PROPORCIONA 
MAS  HIERRO 


QUE  UNA 
AMPULA  DE  5 cc. 
DE 


IMFERON 


(inyección  de  hierro  dextrán) 
LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201,  U.S.A. 

PRODUCTOS 
PARA  PACIENTES 
QUE  UD.  VE 
A DIARIO 


LAKESIDE 


RESUMEN:  ACCION  E INDICACIONES:  Una  sola 
dosis  de  Imferon  (inyección  de  hierro  dex- 
trán) produce  una  alza  apreciable  de  la 
hemoglobina  y una  serie  completa  de  inyec- 
ciones restituye  efectivamente  los  depósitos 
de  hierro.  El  Imferon  está  indicado  úni- 
camente en  casos  diagnosticados  de  anemia 
ferropriva,  en  los  que  resulta  inefectiva  o 
poco  práctica  la  administración  de  hierro 
oral.  Tales  deficiencias  de  hierro  pueden 
incluir:  pacientes  en  el  último  trimestre  de 
gestación;  pacientes  con  trastornos  gastro- 
intestinales o en  vías  de  recuperación  de 
intervenciones  quirúrgicas  del  tracto  gastro- 
intestinal; hemorragias  crónicas  con  pér-  I 
didas  de  hierro  continuas  y masivas  que  no 
responden  rápidamente  al  hierro  oral;  pa- 
cientes refractarios  a transfusiones  como 
fuente  de  hierro;  niños  con  anemia  hipo- 
crómica;  pacientes  en  quienes  no  se  puede 
confiar  que  tomen  hierro  oral. 

COMPOSICION:  El  Imferon  (inyección  de 
hierro  dextrán)  es  una  solución  bien  tole- 
rada de  complejo  de  hierro-dextrán  que 
proporciona  el  equivalente  a 50  mg.  de 
hierro  elemental  por  cada  cc.  La  solución 
contiene  0.9%  de  cloruro  de  sodio  y su  pH 
varía  entre  5.2  y 6.  El  frasco-ámpula  de 
10  cc.  contiene  0:5%  de  fenol  como  preser-  I 
vativo. 

ADMINISTRACION  Y POSOLOGIA:  La  dosis,  ba- 
sada en  el  peso  corporal  y gramos  de 
hemoglobina  en  100  cc.  de  sangre,  varía 
desde  0.5  cc.  para  lactantes  hasta  5 cc.  para 
adultos,  aplicada  diariamente,  en  días  alter- 
nos, o semanalmente.  El  requerimiento 
total  en  cada  individuo  es  fácilmente  deter- 
minado mediante  la  tabla  de  dosificación 
contenida  en  el  prospecto.  La  inyección 
intramuscular  profunda  en  el  cuadrante 
superior  externo  de  la  región  glútea,  em- 
pleando la  técnica  trayectoria  en  Z (con 
desplazamiento  lateral  de  la  piel,  previo  a 
la  inyección),  asegura  buena  absorción  y 
evita  la  coloración  de  la  piel.  Se  recomienda 
una  aguja  de  por  lo  menos  dos  pulgadas  de 
largo  para  el  adulto  normal. 

EFECTOS  SECUNDARIOS:  La  incidencia  de  efec- 
tos secundarios  sistémicos  y locales  es  poco 
común.  Puede  ocurrir  coloración  de  la  piel. 
Una  dosis  excesiva,  superior  a la  requerida, 
puede  producir  hemosiderosis.  A pesar  de 
que  las  reacciones  alérgicas  o anafilácticas 
son  rarísimas,  se  han  presentado  ocasional- 
mente reacciones  serias;  tres  reacciones 
fatales  han  sido  atribuidas  al  Imferon 
(inyección  de  hierro  dextrán).  Raras  veces 
se  ha  reportado  urticaria,  artralgia,  lin- 
foadenopatía,  náusea,  jaqueca  y fiebre.  Se 
recomienda  aplicar  inicialmente  una  .dosis 
de  prueba  de  0.5  cc. 

PRECAUCIONES:  Si  hay  reacción  de  sensibili- 
dad a la  dosis  de  prueba  no  deberá  adminis- 
trarse el  fármaco.  El  Imferon  (inyección 
de  hierro  dextrán)  deberá  administrarse 
únicamente  por  vía  intramuscular  profunda. 
La  inyección  deberá  solamente  aplicarse  en 
el  cuadrante  superior  externo  de  la  región 
glútea,  y no  en  el  brazo  u otras  áreas.  El 
riesgo  de  carcinogénesis  en  seres  humanos 
es  insignificante  cuando  se  emplea  el 
Imferon  (inyección  de  hierro  dextrán)  en 
la  forma  recomendada. 

CONTRAINDICACIONES:  El  IMFERON  (inyección 
de  hierro  dextrán)  está  contraindicado  en 
pacientes  con  sensibilidad  comprobada  al 
complejo  de  hierro  dextrán.  Por  estar  desti- 
nado exclusivamente  a la  terapia  de  las 
anemias  ferroprivas,  no  deberá  utilizarse  en 
el  tratamiento  de  otras  anemias. 
PRESENTACION:  Ampulas  de  2 cc.  cajas  de  10; 
ámpulas  de  5 cc.  cajas  de  4;  frasco- ámpulas 
de  10  cc.  de  dosis  múltiple. 


For  the  “problem”  cough... 


newtzissar-2 


twice  the  cough 

New  Tussar-2  is  a potent,  adult  cough 
remedy ..  .with  two  antitussives  to  provide 
fast,  prolonged  cough-stopping  action.  One 
antitussive  is  codeine  phosphate.  The  other 
...non-narcotic  carbetapentane,  with 
150%  more  antitussive  activity  than  co- 
deine and  none  of  codeine’s  side  effects. 
Now ...  no  longer  any  need  to  fortify  your 
present  cough  remedy  with  additional  nar- 
cotics. Tussar-2  has  all  the  antitussive 
strength  you’ll  need.  New  Tussar-2  acts  in 
5 to  10  minutes . . . relief  lasts  up  to  4 hours. 


stopping  power 


INDICATIONS:  For  relief  of  severe  coughs  due  to  respiratory 
conditions  such  as  common  cold,  bronchitis,  and  influenza. 
DOSAGE:  One  teaspoonful  3 to  4 times  a day  as  needed  for 
cough,  but  no  more  than  8 teaspoonfuls  in  any  24  hour  period. 

EACH  30  ml  (ONE  FLUID  OUNCE)  CONTAINS 

Codeine  Phosphate  U.S.P.  (May  be  habit  forming)  60  mg. 


Carbetapentane  Citrate  N.F.  45  mg. 

Chlorpheniramine  Maleate  12  mg. 

Phenylpropanolamine  Hydrochloride  60  mg. 

Glyceryl  Guaiacolate  . . 300  mg. 

Sodium  Citrate  U.S.P.  780  mg. 

Citric  Acid  U.S.P.  120  mg. 

Chloroform  U.S.P.  90  mg. 

Methylparaben  U.S.P.  0.1% 


CAÜTION:  Use  with  care  for  persons  with  high  fever,  persist- 
ent cough,  high  blood  pressure,  heart  disease,  diabetes  or 
thyroid  disease.  If  drowsiness  occurs,  patient  should  not 
drive  a car  and  should  take  medication  only  at  home.  Not  to 
be  administered  to  infants  or  children  unless  directed  by  a 
physician. 


ARMOUR  PHARMACEUTICAL  COMPANY,  Chicago,  Illinois  60690,  U.S.A. 


why  not  begin  tomorrow's  relief  today? 


for  the  first  time  . 

an  immediate-action  steroid— r- 


a prolonged-effect  forr 
combined  in  one  injectable 


Celestone' 


Each  cc.  of  sterile  aqueous  suspension  contains 
betamethasone  acetate  3.0  mg.,  betametha- 
sone alcohol  as  betamethasone  disodium 
phosphate  3.0  mg.,  dibasic  sodium  phosphate 
7. 1 mg.,  monobasic  sodium  phosphate  3.4  mg., 
disodium  ethylenediaminetetraacetateO.l  mg., 
and  benzalkonium  chloride  0.2  mg. 
brand  of  betamethasone  acetate  and  betamethasone  disodium  phosphate 


Sollispan 


Now  available  in  1 cc.  single-dose  vial  for  complete  assurance  of  sterility. 

Control  of  inflammation  comes  fast— in  just  a few  hours— with  Celestone  Soluspan.  Unlike 
other  long-acting  injectables,  Celestone  Soluspan  combines  a rapid-acting  form  with  a 
long-acting  form  of  the  same  corticoid  for  maximum  span  of  relief  from  one  injection. 
No  other  corticoid  requires  so  little  active  material  per  unit  volume  in  tissue  for  full  effect 
(only  3 mg.  percc.  of  repository  corticoid  microparticles).  The  result:  No  “secondary  flare” 
and  virtually  no  post-injection  pain  in  intra-articular  use ...  minimal  crystal  deposition. 

Supplied  6 mg./cc.  in  a 5 cc  multiple  dose  vial.  Clinical  Considerations:  Side  Effects  — Celestone  Soluspan  is  potentially  capable  of  causing 
any  of  the  reported  side  effects  of  other  corticoids.  Cushingoid  changes  may  occur.  Side  effects  do  not  ordinarily  include  anorexia,  pro- 
tracted weight  loss,  vertigo,  muscle  weakness  or  severe  headache  associated  with  other  corticoids.  Gastrointestinal  distress  and 
secondary  flare  after  intra  articular  injection  have  not  been  reported  with  Celestone  Soluspan.  Salt  and  water  retention  or  excessive 
loss  of  potassium  is  not  likely  to  be  a problem  with  the  usual  therapeutic  dose  of  Celestone  Soluspan.  As  with  all  corticoids.  side  effects 
are  less  likely  with  short-term  courses  of  small  doses  Contraindicated  absolutely  in  acute  ocular  herpes  simplex,  active  or  latent  tuber- 
culosis  (except  in  selected  cases  concomitantly  with  antituberculoso  agents),  and  locally  infected  areas.  Contraindicated  relatively 
(on  the  basis  of  net  therapeutic  benefit)  in  osteoporosis,  marked  emotional  instability,  peptic  ulcer,  diverticulitis,  recent  intestinal 
anastomosis,  and  in  pregnancy,  especially  in  the  first  trimester  Regional  injection  is  not  contraindicated  by*  infection  elsewhere. 

K°nS  — .4  C^*1  ^ren-  because  of  frequency  of  viral  infections  and  possibility  of  growth  suppression,  prolonged  corticoid  therapy 

should  be  used  with  extreme  caution.  Consider  discontinuing  therapy  in  patients  with  exanthematous  disease  or  exposed  to  it.  Use  in  the 
control  ed  diabetic  patient  should  be  closely  observed  Prolonged  corticoid  therapy  may  depress  adrenal  cortex;  withdrawal  should  be 
gradual.  Observe  newborn  infants  of  corticoid-treated  mothers  for  temporary  hypoadrenalism.  Supportive  corticoid  therapy  is  advisable 
in  surgery,  shock,  injury,  other  severe  stress  Corticoids  may  mask  signs  of  infection.  Such  intercurrent  infections  should  be  confirmed 
and  vigorous  anti  infective  therapy  administered  Avoid  subcutaneous  injection.  For  more  complete  details,  consult  Schering  literature 
available  from  your  Schering  Representative  or  Medical  Services  Department.  Schering  Corporation,  Union,  New  Jersey  07083.  5.759 


NUEVO 

CONTRACEPTIVO 

ORAL 


De  fórmula  fisiológicamente  equilibrada,  el 
NORLESTRIN  no  solamente  es  muy  eficaz 
como  contraceptivo  sino  que  su  administración 
se  acompaña  de  una  incidencia  sumamente  baja 
de  efectos  colaterales,  aun  en  los  primeros  ciclos. 

DOSIS:  Una  tableta  por  día  durante  20  días  de  cada  ciclo  menstrual,  comenzando  el  quinto 
día  del  ciclo.  Mientras  no  se  cuente  con  más  experiencia,  la  administración  no  debe  con- 
tinuarse por  más  de  24  meses.  Si  ,*  llegan  a observar  ligeras  hemorragias  intraterapéuticas, 
auméntese  la  dosis  a 2 tabletas  por  día  hasta  que  la  hemorragia  desaparezca;  reanúdese 
entonces  la  dosis  de  1 tableta  por  día.  Si  no  llega  a haber  menstruación,  inicíese  el  ciclo 
siguiente  de  20  tabletas  a los  siete  u ocho  días  de  haber  tomado  la  última  tableta  del  ciclo 
anterior. 

CONTRAINDICACIONES:  Presencia  o antecedentes  de  cáncer  de  mama  o cáncer  genital; 
enfermedades-  hepáticas;  antecedentes  de  tromboembolia  salvo  que  a criterio  del  médico 
las  ventajas  de  la  medicación  superen  las  desventajas. 

PRECAUCIONES:  Durante  la  administración  prolongada  deben  examinarse  las  pacientes 
regularmente.  Debe  procederse  con  precaución  en  caso  de  trastornos  metabólicos  (inclusive 
la  diabetes),  endocrinos  o hepáticos,  así  como  en  los  trastornos  cardíacos  o renales,  la 
epilepsia,  la  jaqueca  y el  asma,  condiciones  en  las  cuales  debe  evitarse  la  retención  de 
líquidos.  Los  fibromas  uterinos  pueden  aumentar  de  tamaño  durante  la  administración  de 
progestógenos  para  regresar  cuando  ésta  se  interrumpe.  En  algunos  pocos  casos  se  ha 
observado  masculinización  del  feto  de  sexo  femenino  después  de  la  administración  de 
agentes  progestogénicos  durante  el  embarazo.  En  caso  que  la  hemorragia  intraterapéutica 
persista  o recurra,  debe  investigarse  la  presencia  de  causas  no  funcionales.  No  se  recomienda 
durante  la  lactancia  hasta  pasadas  6 a 8 semanas  del  parto. 

EFECTOS  COLATERALES:  La  terapéutica  progestogénica  se  caracteriza  por  disminución 
del  flujo  menstrual.  Los  efectos  colaterales  principales,  cuya  frecuencia  disminuye  mar- 
cadamente después  del  primer  ciclo,  son  las  náuseas,  la  hemorragia 
intraterapéutica  y el  aumento  de  peso. 
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Side  effects  typical  of  tetracyclines  include 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea, 


vaginitis,  dermatitis,  overgrowth  of  nonsuscepti- 
ble  organisms,  tooth  discoloration  (if  given  dur- 
ing tooth  formation)  and  increased  intracranial 
pressure  (in  young  infants).  Also,  very  rarely, 
anaphylactoid  reaction.  Reduce  dosage  in  im- 
paired renal  function.  Because  of  reactions  to 
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exposure  and  at  low  dosage),  patient  should  be 
warned  to  avoid  direct  exposure.  Stop  drug  im- 
mediately at  the  first  sign  of  adverse  reaction. 
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hour  before,  or  two  hours  after  meals. 
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THYROID  1-131  UPTAKE 
IN  THE  NEONATAL  PERIOD 


Pedro  J.  Santiago,  M.  D. 
Sergio  Irizarry,  M.  D. 


The  accumulated  evidence  as  presented 
in  the  literature  behooves  the  clinician  to 
establish  a diagnosis  of  congenital  hypothy- 
roidism as  soon  after  birth  as  possible.  If 
treatment  for  this  condition  is  started  later 
than  the  first  few  months  of  life  irreparable 
damage  has  occurred.  Some  patients  may 
show  permanent  brain  damage  even  when 
the  diagnosis  is  made  and  hormonal  treat- 
ment is  started  shortly  after  birth  ( 1 ) . 

Clinical  evidence  of  hypothyroidism  in 
infants  is  usually  meager,  so  that  methods  of 
confirming  such  a diagnosis  are  essential. 
Many  laboratory  tests  have  been  devised  to 
aid  the  physician.  However,  the  various  tests 
of  thyroid  function  routinely  used  in  adults 
usually  present  technical  difficulties  when 
applied  to  small  infants.  Moreover,  careful 
consideration  of  the  exact  age  of  the  patient 
is  required  for  the  interpretation  of  the  re- 
sults obtained  in  newborn  infants.  It  is  agreed 
that  thyroid  function  during  the  first  few 
days  and  weeks  of  life  is  characterized  by 
hyperactivity  as  demonstrated  by  an  increased 

From  the  Clinical  Applications  Division  of 
the  Puerto  Rico  Nuclear  Center  and  the  Depart- 
ment of  Pediatrics  of  the  University  of  Puerto 
Rico,  School  of  Medicine,  Rio  Piedras. 


serum  protein-bound  iodine  (PBI),  butanol- 
extractable  iodine  (BEI),  erythrocytes  tri- 
iodothyronine I131  uptake,  and  thyroid  24 
hour  I131  uptake  (2). 

Interpretation  and  comparison  of  results 
has  been  difficult  because  of  conflicting  re- 
ports in  the  literature,  especially  concern- 
ing radioiodine  uptake  in  newborn  babies. 
Table  I shows  results  of  thyroid  uptake  in 
newborns  reported  by  several  authors  in  the 
last  12  years.  Mean  uptakes  vary  from  17.0 
to  72.0%. 

Values  of  thyroid  I131  uptake  performed 
in  different  laboratories  in  different  geogra- 
phic areas  cannot  be  compared  and  expected 
to  coincide.  Each  large  medical  facility  serv- 
ing a distinct  population  and  geographic  area 
must  establish  its  own  tables  of  normal  values 
for  thyroid  uptake  of  I131. 

We  decided  to  investigate  thyroid  I131 
uptake  in  the  neonatal  period  due  to  the  wide 
variation  existing  in  the  medical  literature 
regarding  the  normal  values  for  thyroid  up- 
take in  this  age  group,  and  particularly  be- 
cause of  the  lack  of  information  on  the  nor- 
mal pattern  in  the  neonate  here  in  our  en- 
vironment for  interpretation  of  results  obtain- 
ed in  cases  of  suspected  thyroid  disease. 


1 


Volumen  59 
^ 'Número  l 


Pedro  J.  Santiago , M.  D.,  et  al 


TABLE  I:  RESULTS  OF  THYROID  I-tai  UPTAKE  IN  NEWBORNS 


Author 

Number  of 

Cases 

Age 

Route  of 

Administration 

Dose  in 
’*-JiC- 

Mean 

Uptake 

Van  Middlesworth  (6) 

7 

2-3  days 

I.M. 

1.0- 1.5 

69.7% 

1954 

Martmer  (7) 

70 

1-63  days 

Orally 

5.0 

32.4% 

1956 

Ogborn  (8) 

28 

3-7i/2  days 

Orally 

5.0 

20.3% 

1960 

Fisher  (2) 

6 prematures 

less 

than  3 days 

IV. 

0.2-0.5 

72.0% 

1962 

26 

less 

than  2 days 

IV. 

0.2-0.5 

62.0% 

Morrisson  (9) 

21  prematures 

17 

less 

5-55  days 

than  1 y2  days 

IV. 

I.M. 

0.2-0.5 

less  than 

17.0% 

70.0%* 

1963 

8 

less 

than  ly2 

Orally 

1 uc. 

less  than 

1 uc. 

45.0%* 

* Uptake  25  hours  after  receiving  1-131  test  dose 


Material  and  Methods 

Fifty  infants  including  17  females  and  33  males, 
with  ages  ranging  between  1 hour  and  48  days,  and 
weighing  between  4 lbs.  4 oz.  and  9 lbs.  9 oz., 
were  included  in  this  study.  Most  of  them  were 
healthy  newborn  babies  delivered  in  the  Uni- 
versity Hospital  in  Río  Piedras,  Puerto  Rico,  and 
kept  in  its  nursery.  A small  group  consisted 
of  infants  who  had  been  admitted  to  the  Pedi- 
atric Infant  Ward  of  the  same  hospital  for  vari- 
ous conditions  unrelated  to  thyroid  disease,  and 
who  were  recovering  well.  They  were  selected  at 
random,  during  the  period  of  May  to-November, 
1966. 

The  patients  received  a test  dose  of  1.6  to  2.2 
microcuries  of  Dai  sterile  solution  (Iodotope 
Therapeutic  Injection)  intramuscularly  into  the 
anterolateral  aspect  of  one  of  the  thighs.  Three 
patients  early  in  the  series  received  3.2,  3.2  and 
'3.7  microcuries,  respectively.  Twenty-four  hours 
later  the  infants  were  sedated  with  Chloral  Hy- 
drate, and  while  lying  down  in  supine  position 
with  the  neck  hyperextended,  the  radioactivity  in 
the  thyroid  area  was  measured  with  a standard 


thyroid  uptake  unit  with  its  counter  2o  cm  away 
from  the  skin  overlying  the  thyroid  (gross  neck 
activity) . Background  activity  was  measured  ex- 
actly the  same  way  but  keeping  the  thyroid  area 
shielded  by  a 13  mm  thick  lead  fityer.  Net  thy- 
roid activity  was  obtained  by  substracting  the 
background  activity  from  the  gross  neck  activity. 

The  counter  was  calibrated  against  a lucite 
phantom  neck  containing  an  D3i  source  of  known 
activity  at  the  time  of  counting.  Percentage  of 
thyroid  uptake  in  24  hours  was  obtained  by  di- 
viding the  net  thyroid  activity  by  the  total  dose 
administered  (the  latter  corrected  by  the  physical 
decay  factor)  and  multiplying  by  100. 

The  thyroid  uptake  apparatus  consists  of  a 
scintillation  counter  with  a 2.0  inch  diameter 
Nal  crystal  with  a 3.5  inch  conical  lead  collima- 
tor with  a 2 mm  lead  filter;  and  a Tracerlab 

Results 

Twenty-four  hour  radioiodine  thyroid  up- 
take in  50  clinically  euthyroid  infants  ranged 
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TABLE  II: 

UPTAKE  OF 

1-131  in  INFANTS  OF 

AND  WEIGHTS 

VARIOUS 

AGES 

Case 

Number 

Weight  (pounds 
and  ounces) 

Age 

Sex 

Uptake 
(%  of  dose) 

1 

47 

8-6 

1 hr. 

M 

59.8 

2 

119 

6-2 

2 hrs. 

M 

48.1 

3 

46 

7-7 

3 hrs. 

F 

44.0 

4 

121 

6-6 

3 hrs. 

F 

57.1 

5 

123 

6-10 

5 hrs. 

M 

56.6 

6 

122 

6-9 

7 hrs. 

F 

61.9 

7 

45 

7-12 

7 hrs. 

F 

57.3 

8 

124 

7-5 

8 hrs. 

F 

50.0 

9 

59 

7-12 

11  hrs. 

F 

43.5 

10 

50 

6-15 

19  hrs. 

F 

65.3 

11 

125 

7-10 

22  hrs. 

M 

60.6 

12 

61 

8-6 

23  hrs. 

M 

84.1 

13 

82 

7-4 

26  hrs. 

M 

52.4 

14 

117 

7-9 

27  hrs. 

M 

62.2 

15 

83 

5-8 

31  hrs. 

F 

80.7 

16 

78 

6 

46  hrs. 

M 

42.6 

17 

116 

9-5 

51  hrs. 

M 

31.1 

18 

92 

6-9 

51  hrs. 

M 

32.1 

19 

49 

7-11 

53  hrs. 

M 

51.4 

20 

118 

7-13 

54  hrs. 

F 

31.6 

21 

54 

6-13 

58  hrs. 

F 

43.3 

22 

77 

7-13 

63  hrs. 

M 

33.9 

23 

73 

7-8 

64  hrs. 

M 

27.4 

24 

72 

7-12 

66  hrs. 

F 

70.0 

25 

97 

6-6 

72  hrs. 

M 

64.1 

26 

19 

9-8 

72  hrs. 

M 

69.0 

27 

90 

6-14 

79  hrs. 

F 

39.3 

28 

91 

6-7 

79  hrs. 

M 

37.8 

29 

93 

7-14 

84  hrs. 

M 

28.5 

30 

115 

7-15 

89  hrs. 

M 

24.1 

31 

60 

5-9 

93  hrs. 

F 

30.4 

32 

63 

7-9 

101  hrs. 

M 

26.8 

33 

55 

6-14 

112  hrs. 

M 

16.4 

34 

98 

7-6 

114  hrs. 

F 

30.2 

35 

120 

6-6 

123  hrs. 

M 

37.9 

36 

84 

8-10 

127  hrs. 

M 

27.5 

37 

76 

6-13 

145  hrs. 

M 

19.3 

38 

79 

5-15 

147  hrs. 

M 

24.0 

39 

75 

6-2 

150  hrs. 

F 

20.8 

40 

99 

8-5 

162  hrs. 

M 

27.7 

41 

38 

5-8 

168  hrs. 

M 

13.2 

42 

62 

6-13 

172  hrs. 

F 

11.8 

43 

126 

6-8 

9 days 

F 

24.2 

44 

95 

6-13 

11  days 

M 

16.1 

45 

109 

4-14 

13  days 

M 

16.0 

46 

96 

6-5 

13  days 

M 

15.9 

47 

108 

5-1 

23  days 

M 

14.2 

48 

127 

9-9 

28  days 

M 

32.7 

49 

128 

6-3 

34  days 

M 

13.4 

50 

129 

7-8 

48  days 

M 

28.7 
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from  84.1%  in  a 23  hours  old  baby  to  11.8%, 
in  a 172  hrs.  old  infant.  See  Table  #2. 

Plotting  of  individual  uptake  values 
against  age  of  the  patients  on  a graph  (Graph 
1)  suggests  that  they  fall  into  several  distinct 
groups  according  to  progression  in  age.  Ins- 
pection of  graph  1 shows  that  13  out  of  15 
uptakes  in  the  first  40  hours  of  life  are  over 
45%,  while  only  4 out  of  13  uptakes  in  the 
period  from  40  to  80  hours  of  age  are  over 
45%,  which  is  considered  the  upper  limit  of 
normal  in  adults  (3).  Furthermore,  not  a 
single  uptake  out  of  22  falls  over  38%  after 
the  age  of  80  hours. 

The  average  uptake  in  the  fifteen  babies 

below  40  hours  of  age  was  58.9%;  and  in 

13  aging  40  to  79  hours  it  was  44.1%.  In 

22  babies  aging  84  hours  to  48  days  of  life 

the  mean  uptake  was  22.7%.  (See  Table 
#3 ) . Graph  1 also  shows  that  during  the 
first  80  hours  of  age,  when  the  mean  uptake 
is  so  high,  there  is  marked  scattering  of  the 
individual  values,  ranging  from  27.4  to 
84.1%.  After  age  80  hours  scattering  of  in- 


dividual values  is  well  within  what  one  would 
expect  in  the  distribution  for  a “normal” 
population,  and  they  also  fall  within  the  ac- 
cepted range  of  values  for  our  adult  euthyroid 
population,  8-45%  (3),  (see  Graph  #2). 

Examination  of  table  #2  suggests  that 
birth  weight  and  sex  have  no  apparent  in- 
fluence on  thyroid  uptake. 

Discussion 

Denowski  et  al  (4)  in  1951  reported  a 
study  on  plasma  protein-bound  iodine 
(PBI),  and  butanol-extractable  iodine  (BEI) 
concentration  on  110  normal  newborn  in- 
fants. Their  study  showed  that  at  birth  the 
PBI  level  was  essentially  the  same  as  the 
mother’s,  but  it  then  increased  rapidly 
to  a peak  in  1 to  4 days  with  a mean  of  12.9 
meg  per  100  ml.  It  then  decreased  slowly 
throughout  the  remainder  of  the  first  year 
getting  into  the  normal  range  for  adults. 
They  found  that  BEI  in  infants  2 to  6 days 
old  was  7.0  to  11.7  meg/ 100  ml. 


TABLE  III:  RESULTS  OF  THYROID  I-i3i  UPTAKE  IN  NEW  BORNS 


Group 

No. 

Number  of 

Cases 

Age 

Route  of 

Administration 

Dose  in 

uc 

Range 

Mean 

Uptake 

Standard 

Deviation 

I 

15 

1-31  hrs. 

I.M. 

1.6  - 2.0* 

43.5-84.1% 

58.9% 

11.6% 

II 

13 

46-78  hrs. 

I.M. 

1.7  - 2.0 

27.4-70.0% 

44.1% 

14.5% 

III 

22 

84  hrs.  - 

I.M. 

1.7  - 2.2* 

11.8-37.9% 

22.7% 

7.2% 

48  days 


*Three  infants  received  3.2,  3.2  and  3.7  microcuries,  respectively 


Test  for  significance  of  difference  between  means  of  groups: 
I vs  II  : 0.02  <P  <0.05 

I vs  III  : P <0.001  Highly  significant 

II  vs  III  : P <0.001  Highly  significant 
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Silver  (5)  found  that  the  PBI  in  infants 
is  elevated  in  the  first  12  hours  after  birth 
to  8.5  ± 2.5  mcg%,  and  that  it  then  rose  to 
12.0  ± 2.5  mcg%  by  the  third  day,  and  that 
it  finally  decreased  slowly  reaching  adult 
normal  levels  by  the  third  or  fourth  week  of 
life. 

Fisher  et  al  (2)  in  1962  found  a PBI 
value  of  9.1  ± 1.4  meg/ 100  ml.  in  26  full 
term  babies  12  to  48  hours  old. 

In  1954  Van  Middlesworth  (6)  reported 
the  first  study  on  thyroid  I131  uptake  in  new- 
born babies.  The  24  hour  uptake  in  seven 
full  term  normal  male  babies,  2 to  3 days  of 
age,  ranged  from  46  to  97%  with  mean  of 
69.7%. 

Martmer  et  al  (7)  in  1956  studied  thyroid 
uptake  in  70  normal  babies  whose  ages  ranged 
from  one  to  63  days.  ‘ The  24  hour  uptake 
ranged  from  7 to  61%  with  mean  of  32.4% 
for  the  w'hole  group. 

Obgorn  et  al  (8)  in  1960  determined  24 
hour  thyroid  uptake  in  28  normal  babies 
3 to  7%  days  old.  Values  varied  from  6.3  to 
36.4%  with  mean  of  20.3%. 

In  1962  Fisher  et  al  (2)  studied  thyroid 
activity  during  the  neonatal  period  in  26  full 
term  and  27  premature  infants  in  an  attempt 
to  clarify  the  confusion  existing  in  thyroid 
uptake  in  neonates.  The  twenty-four  hour 
uptake  in  26  full  term  normal  babies  less 
than  two  days  old  ranged  from  35  to  88%, 
with  mean  of  62.0%.  In  six  prematures  with- 
in the  first  3 days  of  life  the  mean  uptake 
was  72.0%;  but  in  21  premature  infants  5 
to  55  days  old  the  mean  24  hour  uptake  was 
17.0%.  These  authors  found  elevated  I131 
uptake  values  neonatally  manifest  by  10  hours 
of  age  and  which  seemed  maximal  within 
the  first  48  hours  in  both  full  term  and  pre- 
mature babies.  Values  had  returned  to  normal 


by  5 days  of  age. 

Morrison  et  al  (9)  in  1963  published  data 
on  thyroid  uptake  in  25  normal  newborn 
babies  less  than  36  hours  old.  Seventeen 
babies  who  received  the  tracer  dose  intramus- 
cularly had  a mean  uptake  of  70.0%  and  the 
eigth  who  received  it  orally  had  a mean  up- 
take of  45.0%,  both  groups  25  hours  after 
receiving  the  dose. 

Studies  by  Fisher  et  al  (10)  reported  in 
1964  showed  that  prevention  of  neonatal 
cooling  minimized  the  usual  marked  increase 
in  plasma  PBI  and  thyroid  I131  uptake  during 
the  first  48  hours  of  life. 

The  investigations  quoted  above  suggest 
an  increased  thyroid  function  early  in  the 
neonatal  period.  However,  extreme  variations 
on  thyroid  uptake  values  are  presented  in 
the  literature.  Probably  several  factors  con- 
tribute to  the  variation.  Firstly,  most  of  the 
series  have  been  too  small  to  be  statistically 
adequate  to  draw  definitive  conclusions  as 
to  the  normal  range  of  uptake  in  newborns. 
Secondly,  many  variations  in  the  technique 
of  measurement  and  route  of  administration 
of  the  test  dose  of  I-13i  have  been  employed. 
Thirdly,  in  some  series  (7)  average  values 
were  calculated  for  groups  as  a whole  but 
no  figures  were  offered  for  patients  of  dif- 
ferent ages,  especially  during  the  first  few 
days  of  life.  And  fourthly,  geographical  var- 
iations might  be  expected  to  contribute  to 
variations  of  some  degree  in  the  uptake 
values  in  different  series.  Table  #1  sum- 
marizes data  from  the  various  studies  reported 
on  thyroid  uptake  in  newborns. 

Our  series,  although  small,  presents  data 
on  babies  with  ages  spaced  in  the  neonatal 
period,  in  an  effort  to  show  the  normal  phy- 
siologic response  of  thyroid  function  in  the 
neonate. 
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Our  results  show  that  the  increased  thy- 
roid I131  uptake  in  newborns  is  manifested 
by  one  hour  of  age,  remains  high  during  the 
first  30  hours,  and  then  it  decreases  in  the 
next  48  hours  to  reach  and  remain  within 
the  accepted  range  of  normal  for  older  child- 
ren and  adults,  (see  Graph  #1).  These  re- 
sults are  in  general  accord  with  Fisher’s  (2). 


gram  of  body  weight  in  a child  with  normal 
uptake  of  10  to  45%  would  range  from  ap- 
proximately 18  to  72  rad’s  (11).  Study  of 
the  cases  of  cancer  of  the  thyroid  associated 
to  radiotherapy  to  the  thorax  or  neck  in 
children  have  suggested  the  dangerous  dose 
to  be  over  200  rads  (12).  A routine  chest 
film  causes  an  average  direct  beam  skin 


GRAPH  • I 

THYROID  I'31  UPTAKE  AT  DIFFERENT  AGES 
IN  NEONATAL  PERIOD 


It  is  interesting  to  note  that  the  average 
uptake  in  26  babies  below  3 days  of  age  in 
our  series  was  53.1%,  which  is  very  much 
lower  than  the  average  uptake  in  groups  of 
babies  of  similar  age,  with  test  doses  given 
intramuscularly  or  intravenously,  in  Arkansas 
(2),  62.0  and  72.0%;  Iowa  (9),  70.0%;  and 
Tennessee  (6),  69.7%.  However,  the  mean 
uptake  in  our  adult  population  is  also  propor- 
tionally lower  here  in  Puerto  Rico  than  in 
many  places  in  the  U.S.  mainland,  Canada 
and  Argentina  (3).  This  raises  the  possibility 
that  whatever  factor  or  factors  causing  lower 
thyroid  I131  uptake  values  in  adults,  may 
affect  the  uptake  in  newborns  to  the  same 
magnitude. 

The  estimated  thyroid  radiation  resulting 
from  an  I131  dose  of  1 microcurie  per  kilo- 


radiation  of  0.01  roentgens,  a Barium  swallow 
study  with  fluouroscopy  and  average  dur- 
ation of  3 minutes  gives  about  9.0  roentgens, 
and  a cardiac  catheterization  procedure  last- 
ing 7 minutes  causes  around  21  roentgens 
without  the  use  of  image  intensifier  (13). 

As  we  can  see,  thyroid  radiation  resulting 
from  thyroid  uptake  using  1.5  to  2.0  micro- 
curies of  I131  in  newborns  is  approximately 
the  same  as  in  children  undergoing  several 
diagnostic  studies  for  heart  or  upper  gastro- 
intestinal diseases. 

Summary 

Twenty-four  hour  thyroid  I131  uptake 
was  determined  in  50  clinically  euthyroid 
newborn  babies  and  infants  one  hour  to  48 
days  old.  Uptake  ranged  from  11.9  in  a 172 
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GRAPH  * 2 

FREQUENCY  OF  DISTRIBUTION  OF  THYROID  UPTAKES 
A - INFANTS  AGING  04  HOURS  TO  48  DAYS 


B - BABIES  AGING  I TO  79  HOURS 


Q Age  46  to  79  hours 
■ Age  I to  31  hours 


PERCENT  UPTAKE 

hours  old  baby  to  84.1%  in  a 23  hours  old 
newborn.  Uptake  values  seem  to  fall  into 
several  distinct  groups  as  the  babies  progress 
in  age.  The  average  uptake  in  15  infants 
below  40  hours  of  age  was  58.9%;  in  13 
aging  40  to  79  hours  it  was  44.1%,  and  in 
22  babies  84  hours  to  48  days  of  age  the 
mean  uptake  was  22.7%.  During  the  first 
72  hours  of  life,  when  the  thyroid  uptake  is 
very  high,  there  is  marked  scattering  of  the 
individual  values,  ranging  from  27.4  to 
84.1%,  but  after  80  hours  of  life  individual 
values  remain  within  the  accepted  range  of 
normal  for  our  adult  population.  Birth  weight 
and  sex  do  not  have  any  apparent  influence 
on  thyroid  uptake. 

Our  study  shows  that  the  increased  thyroid 
I131  uptake  in  newborns  is  manifested  by  1 
hour  of  age,  remains  high  for  the  first  30 
hours,  and  then  it  decreases  in  the  next  two 
days  to  reach  and  remain  in  the  accepted 
range  of  normal  for  our  adult  population. 


Resumen 

Se  determinó  la  captación  de  I131  de 
24  horas  por  el  tiroides  en  50  recién  nacidos 
e infantes  clínicamente  eutiroideos,  con  eda- 
des de  una  hora  a 48  días.  La  captación  varió 
desde  11.8%  en  un  bebé  de  172  horas  a 
84.1%  en  un  recién  nacido  de  23  horas  de 
edad.  Los  valores  de  captación  parecen  caer 
en  varios  grupos  según  el  niño  progresa  en 
edad.  La  captación  promedio  de  15  infantes 
menores  de  40  horas  de  edad  fué  58.9%;  en 
13  bebés  de  40  a 79  horas  de  edad  fué  44.1% 
y en  22  bebés  de  84  horas  a 48  días  de  edad 
el  promedio  de  captación  fué  22.7%.  Durante 
las  primeras  72  horas  de  vida,  cuando  la 
captación  tiroidea  es  muy  alta,  los  valores 
individuales  fluctúan  mucho,  variando  de 
27.4%  a 84.1%,  pero  después  de  80  horas 
de  vida  los  valores  individuales  permanecen 
dentro  del  rango  aceptado  para  nuestra 
población  adulta  eutoroidea.  El  peso  y sexo 
no  parecen  tener  influencia  alguna  en  la 
captación  de  yodo  por  la  tiroides.  Nuestro 
estudio  demuestra  que  la  captación  aumen- 
tada de  I-j.31  por  el  tiroides  en  recién  nacidos 
está  ya  manifiesta  a la  edad  de  una  hora, 
permanece  alta  por  las  primeras  30  horas  y 
entonces  disminuye  durante  los  próximos  2 
días  hasta  alcanzar  y permanecer  en  el  rango 
aceptado  como  normal  para  nuestra  pobla- 
ción adulta. 
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The  adrenogenital  syndrome  results  from 
excessive  secretion  of  androgens  and  may  be 
due  to  congenital  adrenal  hyperplasia  or 
adrenocortical  tumor.  Congenital  adrenal  hy- 
perplasia is  an  inborn  error  of  metabolism 
which  involves  enzymatic  defects  in  the  syn- 
thesis of  some  adrenocortical  hormones.  It  is 
transmitted  as  an  autosomal  recessive  gene 
(1).  From  1957  through  1966  we  have  had 
the  opportunity  to  diagnose  and  treat  eight 
cases  of  this  disorder  which  is  the  subject  of 
this  report.  Previous  reports  on  this  subject 
in  the  local  literature  has  included  a publi- 
cation by  Paniagua  ( 2 ) . 

Materials  and  Methods 

The  children  were  referred  to  the  Pediatric 
Endocrinology  Clinic  of  the  University  Hospital 
and  have  been  followed  by  us  regularly.  Sex  chro- 
mátin  was  determined  from  buccal  smears  by  the 
Cytology  Division  of  our  hospital.  Bone  age  was 
estimated  from  the  average  composite  films  as 
recommended  by  Wilkins  (3)  and  during  the  past 
year  from  roentgenograms  of  the  hand  using  the 
Greulich  and  Pyle  atlas  (4)  . The  urinary  17-Ke- 
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Department  of  Medicine  of  the  University  of 
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tosteroids  were  determined  by  the  methods  of 
Callow  8c  Callow  (5)  as  modified  by  Jensen  (6) 
and  the  urinary  17-hydroxycorticosteroids  by  the 
method  of  Glenn  and  Nelson  (7)  . Serum  electro- 
lytes and  other  routine  laboratory  examinations 
were  done  by  accepted  methods.  The  following 
names  and  their  trivial  names  and  abbreviations 
are  used:  Congenital  adrenal  hyperplasia  =C.A 
H.,  bone  age  = B.A.,  height  age  = H7A., 

adrenocorticotropin  = ACTH,  1 1 :deoxycortisol  = 
Compound  S,  Tetrahydro  S = THS,  Desoxycor- 
ticosterone  Acetate  = DOCA,  17-Ketosteroids  = 
17-K-S,  17-hydroxycorticosteroids  = 17-OHCS. 

Case  Reports 

The  first  six  cases  are  presented  in  Table  I. 
The  last  two  cases  are  presented  separately  to 
illustrate  in  more  detail  the  clinical  management 
of  an  early  diagnosed  female  salt-loser  and  a girl 
with  the  simple  virilizing  form  of  the  disorder 
undiagnosed  until  10  3/12  years. 

Case  7 

This  girl  was  born  uneventfully  to  healthy 
parents  in  their  thirties  who  are  not  consan- 
guineous. Birth  weight  was  7 lb.  12  oz.  Ambiguos 
génilia  were  noted  at  birth.  Her  first,  second, 
fourth  and  sixth  siblings  died  at  ages  ranging 
from  7 to  47  days  with  vomiting,  diarrhea  and 
dehydration,  and  although  they  were  all  assigned 
the  male  sex  one  had  ambiguous  genitalia  with 
absent  palpable  gonads.  Two  brothers  are  in 
good  health.  She  was  first  admitted  to  our  hospi- 
tal at  5 days  of  age  with  jaundice,  weight  of  6 lb. 
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I"3  oz.,  dark  labia  majora  with  prominent  rugae,  a 
2 cm  long  hypospadic  clitoris  with  ventral  bind- 
ing and  a single  opening  at  its  base.  No  masses 
were  felt  in  the  inguinal  region  or  labia.  Blood 
pressure  was  normal.  Laboratory  studies  showed 
urinary  17-KS:  4.4  mg/24  hr.  and  urinary  17- 
OHCS:  0.1  mg/24  hr.  at  8 days  of  age.  Indirect 
bilirubin  reached  a peak  of  20.4  mg  % on  the 
fifth  day  of  life  without  evidence  of  blood  group 
incompatibility.  The  intravenous  pyelogram  was 
normal  and  she  showed  a positive  sex  chromatin 
pattern. 

She  failed  to  thrive  and  fed  poorly  and  at  age 
2 weeks  the  serum  Na  was  126.5  mEq/L  and  the 
serum  K.-8.8  mEq/L.  At  this  point  she  received 
20  mg  of  cortisone  acetate  and  2 mg  of  desoxy- 
corticosterone  acetate  (DOCA)  intramuscularly 
daily.  Three  grams  of  salt  was  added  to  the  for- 
mula. The  urinary  17-KS  were  suppressed  to  1.96 
mg/24  hr.  and  a remarkable  improvement  was 
noted.  At  two  months  therapy  was  substituted  by 
daily  oral  administration  of  cortisone  12.5  mg 
every  eigth  hours,  9-alpha  fluorohydrocortisone 
(Florinef)  -0.1  mg.  and  5 gm  of  salt  to  the  for- 
mula. She  was  discharged  at  age  3 months  in  good 
condition.  Subsequently  cortisone  was  substituted 
by  prednisone  — 7.5  mg/day  orally  divided  in 
2 doses  which  was  decreased  to  2.5  mg  twice  a 
day  because  of  development  of  Cushingnoid’s  fea- 
tures. The  latter  subsided  with  reduction  in  the 
dose.  After  age  1 year  she  required  no  extra 
dietary  salt.  Urinary  17-KS  have  been  main- 
tained in  the  range  of  0.33-1.3  mg/24  hr.  and  the 
serum  electrolytes  have  been  normal.  She  recovered 
from  measles,  pneumonia,  gastrenteritis  and  several 
upper  respiratory  infections  without  difficulties  by 
increasing  the  corticosteroid  dose.  Iron  deficiency 
anemia  (Hb-8.5  gm)  and  urinary  tract  infection 
between  2 - 2i/2  years  of  age  were  successfully 
treated  with  iron  and  antibiotics.  At  2i/2  years 
her  B.A.  was  2i/2  years  and  H.A.  — 2 years.  At 
this  time  recession  of  the  clitoris  and  vaginotomy 
was  uneventfully  performed.  Voiding  cystoure-i 
throgram  has  been  normal  pre  and  postoperative- 
ly.  She  has  been  well  since  on  prednisone  2.5  mg 
twice  a day  and  Florinef  0.05  mg  daily.  She  is 
very  feminine  and  loves  to  play  with  dolls. 

Case  8: 

This  girl’s  birth,  family  and  past  history  are 
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unremarkable.  At  li/2  years  of  age  a neighbor 
noted  that  the  girl  “lacked  a \ agina”  and  had 
a large  clitoris.  She  was  seen  by  a local  physician 
who  recommended  a period  of  observation.  At  4 
years  axillary,  pubic  hair,  hirsutism  of  the  legs, 
and  abdomen  was  noted.  She  was  seen  by  another 
physician  who  after  obtaining  results  of  “special" 
tests  on  24  hr.  urine  placed  her  on  one  "cortisone” 
tablet  twice  a day  for  a year  when  the  parents 
discontinued  the  therapy.  She  was  referred  to  us 
at  10-3/12  years.  Blood  pressure  was  normal, 
H.A.  was  11  years  and  B.A.-  15  years.  She  was 
tall  and  muscular  with  male  habitus,  dark  skin 
and  facial  acne.  Dark  fine  hair  was  present  over 
the  upper  lip  and  thick  black  i/2-l  inch  long  hair 
over  abdomen,  low  back,  thighs  and  legs.  Large 
amount  of  pubic,  perianal  and  axillary  hair  was 
present.  A small  cervix  was  felt  on  rectal  examina- 
tion. Clitoris  was  2 inches  long  with  ventral  bind- 
ing and  a funnel-shaped  urogenital  sinus  at  its 
base.  Labia  majora  were  well  developed  with 
crescent-shaped  fusion  posteriorly.  No  inguinal  or 
labial  masses  were  felt. 

The  urinary  17-KS  were  33  mg/24  hr.  and  sup- 
pressed to  3.9  mg/24  hr.  with  dexamethasone. 

Intravenous  pyelogram  was  normal.  Voiding  cys- 
tourethrogram  revealed  a vagina  and  urethra  open- 
ing to  a common  urogenital  sinus.  Sex  chromatin 
was  positive.  Psychiatric  examination  with  projec- 
tion tests  revealed  a girl  of  normal  intelligence 
with  female  psychosexual  identification  at  cons- 
cious level.  She  was  given  reassurance  of  her 
female  gender  and  interpretation  of  her  adrenal 
disorder.  The  need  for  plastic  repair  of  the  ex- 
ternal genitalia  and  for  lifelong  therapy  was  ex- 
plained to  the  patient  and  mother.  Clitoridectomy 
and  vaginotomy  were  done  uneventfully.  She  is 
maintained  on  Prednisone  5 mg  twice  a day  with 
good  suppression  of  17-KS  and  no  further  viriliza- 
tion. Rapid  development  of  breasts  ensued  and 
6 months  after  initiation  of  therapy  she  had  her 
menarche.  She  attained  a H.A.  of  lli/2  years. 

Results  of  Therapy 

Among  the  eight  cases  reported  two  have 
the  salt-losing  and  six  the  simple  virilizing 
variety  of  the  disorder.  Seven  patients  are 
female.  Age  at  the  time  of  diagnosis  ranged 


Bol.  Asoc.  Méd.  P.  Rico 
Enero , 1967 


Adrenal  Hyperplasia  ill 


« S 


<3  © 


cu  3 


5¡  < - 

•5  ~ -o 

nL* 

ÍTJ  w 
C -o  C 


=>  3 


í 2 .5 


T3  « 

Ü 3 

•-  bí 


C Ó ^ 

3 •£ 

s.  s.  s 


“S  - 


“■  s.-° 

Jl 

■2  ^ B 
S.  t 

a.  T3  q 
o c 0 


•2  c S¿, 

2 s a s. 

< o.  o 

„ * s-S  =■ 

. s s -a  a -2 

¡i.  U.  § £ 3 


< ñ -- 
& S •=  o 
£ -O  ■= 


s s 


c E © - © 


s '3  £ g 


- o a 


-o 

á"  ^ 

•<  | 

s <* 


* rt 
V 

« i. 


i Si 


° 2 ^ 
T!  -* 
= 5t) 

S s.  s 


If  3 f 


J1  < 


* o 
£ v 


V.  Z 


E = 

CSJ  Cfl 

E i 


iá 


¿-  E 


¡5  -S3 


tí  '5b  ■ 


.2  >-  S < X 
2 £ « « w 

c • 2 < 

O S c 173  • 

&c  w o <u  ¡g 

_ "o  w 


2 2 5 
s s : 


o "O  o 
Xa* 


u J5  > 


J 

< 

H 

HH 

aSS 
zos 
o a 

&iZO 

oS5® 

c~ 

CO  a*  w 
fe  3 «> 

S**-1 

3©s 

üHO 

¡jHd¡ 

os  £3 

02MM 

0¡-<O 

3JB 

o a,  . 

ü¡fi  cd 

,w  . 

¡fe* 

Sj° 

UZ 
..  w 

-iP3 

h9 

3^ 

a 

< 

H 


i ~ a 


w <u 

c .c 
•3  H 
2 


«2  .5 


*3  M OJ  -L 

■3  *3  °*  © 

C n c h 

D í«  3 fl  U 

M 3 ifl  o U 

„ a . s « 

3 .Ü 
O "O  "O 

3 C X C 

2 " .a  fl  " 

SÍÍoSi 
<H¿2  5! 


. en 

ÉTü 

lo 

D ^ 


3 C bC 

1 s-5  a 


O b©  hj 

u a £ 


3 « s 

s i 

V 5 4J 

bO  0¡- 

3 -g  c s «i 

o £ z a a 

|>2  * “■  f 

■S  = = | 5 

S S * © o 

t/í  h j ^ 


e 3 p = o *o 

§ i .!  I ir  i B 


o,  I 


Ifl 

bC  <u  , 

e £ T 


3 .3  — ÍJ  ^ 

,2P  u a 3 O 

£ '■  S 5 5 

a ■§  o «¡  s 

< fl,  ^ Q«  o 


•-  u fl  © 

■9  3 § S 
5 a ° S 
< a.  Z o. 


I S. 
■§  S 
£ « 


a 


?u'3  J 

I § 

Z.  u 1¿ 
3 'i  5 U •Ü' 

M J t/l  > O 

3 - fe  :s  ■§  s 

a 5 ’s  o © ^ 

< H .fl  i.  ¿o  z> 


3 -c 


J¿  be  j: 

i E ' 


C oJ  . s >* 

s -lili ” 
a T1I raf 

^ r£  O *-•  4> 
v fc-  X ja 

m Q|  13  o 3J  T3 


• E 
z 2 
E* 

2 -i 


^ - ü ~~  ‘1"  ~ 

“ g C4  ~ñ 


X & 


•3  *fl  „ 
| £ ^ 


>Í5S¿Í9S35 


•:  2 3 


51“  Sil  2 


I 


b© 

a 3 

cñ  ^ 


« c 

cu  '3 

a 3 


E " 

cñ  L- 


cu  .2 

S í= 


c¿ 

d 

J > 


Volumen  59 

12  número  i N.  Miranda  de  Zetterstrand,  M.  D.,  et  al 


from  5 days  to  10  3/12  years.  The  female 
salt-loser  with  ambiguous  genitalia  was  diag- 
nosed earlier  than  the  affected  male  whose 
genitalia  was  normal.  None  of  the  girls  with 
the  simple  virilizing  form  were  referred  be- 
fore 2 years  of  age.  All  affected  females  had 
ambiguous  genitalia  noted  at  birth  but  for- 
tunately they  were  all  assigned  the  female 
sex  and  raised  as  such.  Accordingly  their 
psychosexual  orientation  followed  female 
lines.  All  females  have  undergo  plastic  re- 
pair of  their  external  genitalia  uneventfully. 
Our  older  patient  (Y.D.D.)  has  been  mar- 
ried for  one  year,  seems  to  have  no  difficulties 
in  her  sexual  and  marital  relations  and  so  far 
has  not  conceived.  All  have  normal  intel- 
ligence with  two  exceptions.  Case  5 (N. 
B.V.)  has  a brother  with  “idiopathic”  true 
sexual  precocity,  a maternal  aunt  and  uncle 
who  are  mentally  retarded  also.  The  mental 
retardation  of  Case  4 (R.M.T.)  could  be 
explained  on  the  basis  of  brain  damage 
related  to  shock,  dehydration,  electrolyte  im- 
balance with  subdural  effusion  and  seizures 
in  early  infancy  prior  to  institution  of  ther- 
apy. As  expected  the  cases  that  were  diag- 
nosed relatively  early,  i.e.  before  significant 
advancement  of  the  bone  age  occurred,  and 
who  followed  treatment  regularly  show  a 
satisfactory  pattern  of  somatoskeletal  growth 
and  arrest  of  progressive  virilization.  No 
history  of  similarly  affected  siblings  or  close 
relatives  was  ellicited,  with  the  exception  of 
case  #-7  (L.R.H.)  whose  history  is  highly 
suggestive  that  her  four  siblings  expired  in 
early  infancy  with  the  adrenal  crisis  charac- 
teristic of  the  untreated  salt-losing  form  of 
the  disorder. 

Discussion 

The  principal  pathways  of  adrenocortical 


steroidogenesis  are  shown  in  Figure  I.  The 
common  denominator  in  all  forms  of  con- 
genital adrenal  hyperplasia  is  the  inability 
to  synthetize  optimal  amounts  of  cortisol. 
As  a compensatory  mechanism  there  is  an 
increase  in  adrenocorticotropin  (ACTH)  se- 
cretion (8,  9)  which  is  in  turn  responsible  for 
the  adrenocortical  hyperplasia  and  the  ex- 
cessive production  of  androgens.  It  is  pos- 
sible that  large  quantities  of  testosterone  are 
produced  to  account  for  the  virilization  (10, 

m. 

Four  varieties  of  CAH  have  been  des- 
cribed' and  the  enzymatic  defects  involved, 
clinical  and  laboratory  findings  are  depicted 
in  Table  II.  Excessive  excretion  of  urinary 
17-KS  is  common  to  all  forms  of  the  disorder 
but  elevated  pregnanetriol  excretion  is  char- 
acteristic of  the  simple  virilizing  and  salt- 
losing forms  of  the  disorder  where  a 21 -hy- 
droxylase deficiency  exists  (12,  13,  14).  In 
the  simple  virilizing  form  the  patient  com- 
pensates by  increasing  adrenal  activity  to 
produce  adequate  cortisol  levels  at  the  ex- 
pense of  excessive  androgen  production  and 
virilism.  Androgens  play  an  important  role 
in  the  sexual  differentiation  of  the  fetus 
(15,  16).  The  external  genitalia  of  the  fetus 
are  identical  in  both  sexes  until  the  sixth  to 
eighth  fetal  week  when  differentiation  of 
the  gonads  starts.  The  fetal  adrenal  is  func- 
tional by  the  third  fetal  month,  thus  the 
female  external  genitalia  which  does  not 
complete  its  development  until  the  fifth  fetal 
month,  will  be  exposed  to  an  excess  of  endo- 
genous androgens  from  her  disordered  adrenal 
which  will  result  in  its  virilization.  It  is  im- 
portant to  stress  that  they  have  normal  in- 
ternal genitalia  w'hich  does  not  appear  to  be 
affected  by  endogenous  or  exogenous  an- 
drogens. It  has  been  observed  that  a maternal 
androgen  secreting  tumor  or  administration 
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of  androgens  or  progestins  to  the  mother 
during  pregnancy  may  produce  hypertrophy 
of  the  clitoris,  prominent  rugae  and  increased 
pigmentation  of  the  labia  majora  in  the 
female  neonate  (17).  Accordingly  all  affected 
females  are  born  with  a hypertrophied  cli- 
toris with  ventral  binding  and  variable  de- 
grees of  labioscrotal  fusion  concealing  the 
vagina  which  may  be  confused  with  a cryp- 
torchid  male  with  hypospadias.  Buccal  smear 
for  sex  chromatin  is  helpful  in  its  differen- 
tiation. 

In  the  salt-losing  variety  a more  complete 
21 -hydroxylase  defect  occurs  (18,  19,  20,  12) 
and  the  mechanism  of  salt  loss  seems  to  be 
a deficient  aldosterone  production  (21,  22, 
23,  24,  25).  Characteristically  within  the  first 
two  months  of  life  these  infants  present  with 
vomiting,  diarrhea,  dehydration,  failure  to 
thrive,  hyponatremia,  hyperkalemia  and  if 
not  treated  they  die  in  adrenal  crisis  with 
pallor,  cyanosis  and  circulatory  collapse 
(26,  27).  Hypoglycemia  has  been  reported  in 
some  cases  (28).  These  symptoms  may  be 
mistaken  for  pyloric  stenosis,  gastroenteritis, 
intestinal  obstruction  or  adrenal  insufficiency. 

The  hypertensive  form  of  the  disorder 
has  been  shown  to  be  related  to  an  enzy- 
matic deficiency  of  1 1 -hydroxy  lation  (29, 
30).  Hypertension  may  be  intermittent  (31) 
or  absent  (32)  with  virilism  as  the  only  mani- 
festation. Large  amounts  of  Compound  S 
and  DOC  in  plasma  and  their  urinary  meta- 
bolites, THS  and  TH-DOC  are  present  as 
well.  These  compounds  have  a dihydroxy- 
acetone  side-chain  and  are  therefore  measur- 
ed as  17-OHCS.  It  has  been  suggested  that 
increased  desoxycorticosterone  production  ac- 
counts for  the  hypertension  (3).  At  any  rate 
the  condition  should  be  suspected  if  virilism 
with  or  without  hypertension,  with  elevation 
of  17-KS  and  17-OHCS  exists. 
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Untreated  females  in  all  forms  of  the  di- 
sorder will  grow  rapidly  with  advance  of 
epiphyseal  ossification  and  progressive  dev- 
elopment of  sexual  hair,  acne,  enlargement 
of  the  clitoris  with  erections,  deepening  of 
the  voice  and  prominent  musculature.  Even- 
ually  they  will  end  up  with  a masculine 
habitus,  facial  hair,  temporal  baldness  and 
failure  of  development  of  breasts  and  men- 
ses. The  affected  male  newborn  has  normal 
genitalia  with  the  exception  of  the  rare  cases 
with  the  3-betahydroxysteroid  dehydrogenase 
(3Bol)  enzyme  deficiency  (33,  13)  who  as 
a rule  present  with  a severe  usually  fatal  salt 
wasting  syndrome,  hypospadias  and  cryptor- 
chidism with  exceptions  (35,  35,  36).  Im- 
pairment of  production  of  fetal  testicular 
androgen  may  account  for  the  incomplete 

masculinization  of  their  external  genitalia 
(3,  11). 

The  diagnosis  should  be  suspected  when 
there  is  a history  of  affected  siblings,  am- 
biguous genitalia  or  post-natal  virilization  in 
both  sexes.  In  girls  presenting  with  ambiguous 
genitalia  it  is  extremely  important  to  diagnose 
the  disorder  and  thus  assign  the  correct  sex 
as  soon  after  birth  as  possible  to  avoid  the 
parents  and  eventually  the  patient  unneces- 
sary anxiety  and  suffering,  since  it  is  felt  that 
psychologic  sex  is  determined  early  in  life, 
probably  before  two  years  of  age  (37,  38). 
The  following  tests  are  essential  for  a diag- 
nosis: elevated  urinary  17-KS  with  suppres- 
sion to  normal  values  with  cortisone  (39)  or 
dexamethasone  and  a positive  nuclear  sex 
chromatin  in  females.  Other  helpful  tests  in 
the  diagnosis  are : elevated  pregnanetriol, 
hyponatremia  and  hyperkalemia  in  the  salt- 
losing variety,  urinary  17-OHCS,  testicular 
size,  urethroscopic  examination  with/or  in- 
jection of  radiopaque  material  through  the 
orifice.  In  the  event  that  virilism  does  not 


occur  until  late  childhood  or  adolescence  a 
virilizing  adrenocortical  tumor  in  both  sexes, 
or  in  males  an  interstitial  cell  tumor  of  the 
testis  or  true  precocious  puberty  must  be  di- 
ferentiated.  Very  high  values  of  urinary 
17-KS  are  likely  to  be  found  with  adreno- 
cortical tumor,  which  do  not  suppress  to 
normal  levels  upon  administration  of  corti- 
sone and  preferably  dexamethasone,  since 
adrenal  tumors  are  not  subject  to  pituitary 
regulation.  Cortisone’s  but  not  dexametha- 
sone’s  urinary  metabolites  contribute  signi- 
ficantly when  given  in  large  suppressive  doses 
to  the  17-KS  excretion,  thus  dexamethasone 
is  preferred  for  adrenal  suppression  (3).  In 
males  with  true  precocious  puberty  the  uri- 
nary 17-KS  are  within  normal  adult  limits, 
pregnanetriol  is  not  elevated  and  the  testes 
are  well  developed  whereas  in  CAH  they 
remain  infantile  in  size  with  few  exceptions 
(3,  40).  Testicular  biopsy  may  reveal  inter- 
stitial cells  in  these  cases  or  the  characteris- 
tic histopathology  of  a tumor.  Cortisone 
administration  corrects  this  hormonal  defi- 
ciency, and  by  so  doing  suppresses  ACTH 
secretion  and  thus  adrenal  androgen  levels 
are  diminished.  As  a result  progressive  virili- 
zation and  advance  of  somatoskeletal  growth 
are  arrested  and  hypertension  or  salt-loss  cor- 
rected when  present.  Analogues  of  hydro- 
cortisone suppress  the  adrenal  androgens  but 
do  not  provide  complete  physiologic  replace- 
ment and  some  of  then  may  stunt  growth. 
Table  III  shows  the  usual  recommended 
dose  of  corticosteroid  in  the  therapy  of  con- 
genital adrenal  hyperplasia  (11)  and  the 
suggested  equivalent  prednisone  dose.  In  ad- 
dition the  salt  loser  should  receive  DOCA 
2-5  mg  intramuscularly  daily  until  the  main- 
tenance dose  is  determined.  Then  2-4  DOCA 
pellets  ( 1 25  mg  per  pellet  releasing  approx- 
imately 0.5  mg  DOCA  daily)  may  be  im- 
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planted  in  the  subscapular  area  according  to 
daily  intramuscular  requirement,  thus  provid- 
ing mineralocorticoid  for  9-12  months.  By 
then  or  even  since  early  infancy  9-alpha- 
fluorohydrocortisone  in  oral  doses  of  0.05- 
0.2  mg  daily  may  be  safely  used,  unless  the 
child  develops  vomiting,  diarrhea,  or  the 
parents  cannot  be  relied  upon  giving  the 
medication  regularly,  when  DOCA  must  be 
supplied  as  mentioned. 

The  rate  of  growth,  bone  age  and  24  hr. 
urinary  17-KS  are  parameters  useful  in  the 
evaluation  of  therapy  in  these  patients.  Stunt- 
ing of  growth  usually  reflects  excessive  ad- 
ministration of  cortisone  or  one  of  its  anal- 
ogues. Prevention  of  sodium  retention  with 
edema  and  Cushingnoid  changes  must  be 
avoided.  A careful  appraisal  of  the  psychol- 
ogical status  of  the  patient  and  parents  must 
be  done  with  special  emphasis  on  orientation 
and  interpretation  of  the  disorder  and  sup- 
portive therapy  to  both.  The  reader  is  refer- 
red to  the  work  of  Money  and  the  Hamp- 
sons  (37,  38)  for  a more  comprehensive  ex- 
position of  the  psychologic  aspects  of  the 
disease.  In  our  laboratory  where  the  normal 
adult  range  of  urinary  17-KS  is  2.3  — 10.6 
mg/24  hr.  for  females  and  3.2-11.2  mg/24 
hr.  for  males,  we  prefer  to  maintain  the 


.urinary  17-KS  level  in  our  patients  as  in- 


dicated: 

Age 

17-KS  (mg/24  hr. 

<5  yr. 

<2 

5-10  yr. 

2-4 

>10  yr. 

4-11 

It  is  recommended  that  therapy  be  given 
for  life  in  all  cases  in  view  of  the  high 
mortality  rate  in  late  childhood  (26),  as 
well  as  the  potential  danger  of  adrenal  neo- 
plasm associated  with  excessive  ACTH  se- 
cretion, and  to  prevent  amenorrhea  and  pro- 
gressive virilization  of  females,  infertility  in 
both  sexes,  and  the  salt-loss  and  hypertension 
in  the  complicated  cases.  Under  no  circum- 
stances therapy  should  be  discontinued,  since 
it  is  given  in  physiologic  doses  which  do  not 
interfere  with  the  defense  mechanism  of 
the  body.  On  the  contrary,  during  periods 
of  illness,  surgery  or  stress  a twofold  increase 
in  dose  is  mandatory  (11,  41).  When  treat- 
ment is  started  early  in  life  these  children 
undergo  normal  sexual  maturation  at  the 
usual  time  but  true  precocious  puberty  occurs 
when  the  bone  age  has  advanced  to  the 


TABLE  III:  CORTICOSTEROID  THERAPY  IN  CONGENITAL 
ADRENAL  HYPERPLASIA 


Age 

First  ten  days  of  therapy:  Hydrocor- 
tisone oi  Cortisone  intramuscularly. 

Maintenance  Dost 

Hvdrocortisone  or  cortisone 
orally  in  3-4  doses 

Prednisone 

<3 

25  mg 

20-30  mg 

5 nig 

6-12  yr. 

50  mg 

25-30  mg 

¿>-7.5  mg 

>12  yr. 

75-100  mg 

50-100  mg 

10-20  mg 

Dost-  equivalent:  25  mg  cortisone  20  mg  hydrocortisone  5 mg  prednisone.  Hydrocortisone  or  corti- 
sone may  be  given  intramuscularly  in  the  same  maintenance  dose  mentioned  above  every  third  day. 
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puberal  age  range  by  the  time  therapy  is 
started. 

Clitoridectomy  or  recession  of  the  clitoris 
when  small  in  size  (42,  43)  and  vaginoplasty 
should  be  done  in  girls  before  two  years  of 
age  when  they  are  not  as  aware  of  their 
external  genitalia.  Affected  females  adequate- 
ly treated  are  capable  of  establishing  normal 
sexual  relations  and  of  conception.  They  are 
often  delivered  by  Cesarean  Section  and 
their  offspring  have  not  been  affected  in  re- 
ported cases  (44,  45,  46,  47). 

Summary 

The  clinical  cases  of  eight  children  with 
congenital  adrenal  hyperplasia  followed  at 
the  University  Hospital  from  1957-66  and 
the  results  of  their  therapy  are  presented. 
Adrenocortical  steroidogenesis  is  presented  in 
schematic  fashion.  Special  emphasis  is  made 
on  the  enzymatic  defects,  the  clinical  picture, 
diagnosis  and  management  of  children  with 
this  disorder. 

Resumen 

Se  presentan  ocho  casos  en  niños  de  am- 
bos sexos  con  hiperplasia  adrenal  congénita 
estudiados  en  el  Hospital  Universitario  de 
1957-66  y los  resultados  obtenidos  por  la 
terapia.  Se  hace  una  breve  exposición  de  la 
esteroidogénesis  de  la  corteza  suprarrenal  con 
especial  énfasis  en  los  defectos  enzimáticos 
envueltos,  el  cuadro  clínico,  diagnóstico  y 
tratamiento  de  estos  casos. 
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MANEJO  DE  LA  TUBERCULOSIS 
EN  LA  INFANCIA 


Pedro  M.  Mayol,  M.  D. 
Milton  Alvarez  Pagán,  M.  D. 


En  los  países  en  vías  de  desarrollo  con- 
viene poder  utilizar  métodos  de  tratamiento 
sencillos  y poco  costosos,  siempre  y cuando 
sus  resultados  sean  favorables.  En  nuestra 
clínica  de  Neumología  Pediátrica  del  Hospi- 
tal Universitario  de  Río  Piedras,  Puerto  Rico, 
hemos  ensayado  en  niños  con  todas  las  formas 
de  tuberculosis  el  tratamiento  ambulatorio, 
sin  descanso  en  cama,  utilizando  isoniacida 
solamente,  mediante  un  sistema  de  asistencia 
voluntaria  prescindiendo  de  visitas  a domici- 
lio, recordatorios  por  correo,  coacción  o in- 
timidación. 

Métodos  y Materiales 

Hemos  estudiado  el  expediente  clínico  de  165 
pacientes  indigentes  menores  de  15  años  vigila- 
dos por  períodos  desde  1 hasta  5 años  o más.  Estos 
pacientes  fueron  vistos  en  nuestra  clínica  durante 
el  período  comprendido  entre  los  años  1960  hasta 
1965.  De  ellos  98  son  varones  y 67  son  hembras 

Del  Departamento  de  Pediatría,  Escuela  de  Me- 
dicina, Universidad  de  Puerto  Rico,  Hospital  Uni- 
versitario, Rio  Piedras,  Puerto  Rico. 

Parte  de  este  trabajo  fue  presentado  en  Mesa 
Redonda  alrededor  de  “Conceptos  actuales  sobre 
el  manejo  de  la  tuberculosis  en  la  infancia"  cele- 
brada durante  los  Congresos  de  Pediatría  VIII  Pa- 
namericano, I Latinoamericano  y XI  Mexicano 
(Octubre  29  a Noviembre  3 de  1966). 


(Gráfica  I)  . La  edad  de  ingreso  a clínica  fluctuaba 
entre  4 meses  de  edad  y 14  años.  El  grupo  más 
numeroso  se  encontraba  entre  los  13  y 24  meses 
de  edad.  En  su  gran  mayoría  estos  pacientes  fueron 
remitidos  a nuestra  clínica  desde  los  Centros  de 
Salud  de  la  Región  Noreste  de  Salud  y Bienestar 
y desde  el  Hospital  de  la  Capital.  Un  reducido 
número  fueron  remitidos  desde  otros  puntos  de 
la  isla. 

Pruebas  de  tuberculina,  histoplasmina  y micro- 
bacterias  atípicas  (cepa  de  Battey)  fueron  admi- 
nistradas a todos  los  niños  remitidos  a nuestra 
Clínica  de  Neumología  Pediátrica.  Se  consideró  un 
cutireactor  positivo  a todo  paciente  con  una  reac- 
ción de  10  mm.  o más  de  induración  a una  dosis 
de  0.0001  mg.  (5  unidades  de  tuberculina)  del 
derivado  proteico  purificado  del  bacilo  de  la  tu- 
berculosis (PPD-S)  suplido  por  el  Servicio  de 
Salud  Pública  Federal  (1)  . Aquellos  pacientes  con 
reacción  cruzada  a la  cepa  de  Battey  de  mayor 
diámetro  que  la  de  la  reacción  al  PPD-  (S)  , siem- 
pre y cuando  esta  última  fuese  menor  de  10  mm. 
de  induración,  fueron  eliminados  del  estudio  (2)  . 
El  material  usado  para  las  pruebas  de  histoplas- 
mina y microbacterias  atípicas  se  obtuvo  a través 
del  Centro  de  Enfermedades  Trasmisibles  del  Ser- 
vicio de  Salud  Pública  Federal  en  Atlanta,  Georgia 
(CDC)  . Todas  las  pruebas  fueron  administradas 
por  una  enfermera  especialmente  adiestrada  y su 
interpretación  se  efectuó  entre  48  y 72  horas  des- 
pués de  administradas. 

Cultivos  para  micobacterias  fueron  hechos  en 
pacientes  con  lesiones  complicadas.  Entre  enfermos 
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Gráfico  I 

EDAD  Y SEXO 

DE  PACIENTES  VIGILADOS  EN  LA  CLINICA  DE  NEUMOLOGIA  PEDIATRICA 

Hospital  Universitario,  Puerto  Rico 
( 1960-1965  ) 


TOTAL  165 


con  lesiones  primarias  sin  complicaciones  no  se 
hicieron  cultivos  rutinariamente.  Se  utilizaron  las 
facilidades  del  Laboratorio  del  Servicio  de  Salud 
Pública  Federal  en  Río  Piedras  donde  se  emplea  el 
medio  de  Lowenstein  sólido  y se  incuban  las  colo- 
nias positivas  para  bacilos  ácido  resistentes  a 269C 
y/o  37“?C;  en  la  luz  y en  la  oscuridad;  para  dis- 
tinguir las  colonias  atípicas  de  las  de  microbac- 
terium  tuberculosis  (3)  . Todo  paciente  fue  estu- 
diado radiológicamente  en  una  o más  ocasiones, 
tratándose  de  minimizar  hasta  lo  más  posible  el 
número  de  exposiciones. 

La  selección  y duración  de  terapia  se  llevó  a 
cabo  de  acuerdo  con  las  normas  de  tratamiento 
vigentes  en  la  Clínica  de  Neumología  Pediátrica 
del  Hospital  Universitario  (Tabla  I)  (4)  . De  165 
pacientes  admitidos  a clínica,  9 ingresaron  al  hos- 
pital para  diagnóstico  y tratamiento  inicial  reci- 
biendo estreptomicina  por  períodos  de  1 a 3 meses. 
Al  darse  de  alta  éstos  continuaron  tratamiento  con 
isoniacida  solamente,  al  igual  que  los  otros  156 
que  ingresaron  directamente  a Clínica  de  Consulta 
Externa.  Algunos  pacientes  con  meningitis  tuber- 
culosa, lesiones  endobronquiales  o pleuresía  reci- 
bieron tratamiento  adicional  con  corticoesteroides. 

La  asistencia  a clínica  de  estos  pacientes  fue 
estrictamente  voluntaria  y no  hubo  oportunidad 
para  obtener  servicios  de  enfermeras  visitantes  o 
de  enviar  recordatorios  por  correo. 


Gráfico  E 

PACIENTES  CON  TUBERCULOSIS  INGRESADOS 
A CLINICA  DE  NEUMOLOGIA  PEDIATRICA  POR  AÑO 

Hospital  Universitario,  Puerto  Rico 
( 1960-1965  ) 


60  61  62  63  64  65 

Años 


Resultados  y Discusión 

Han  completado  tratamiento  un  total  de 
93  pacientes  (Tabla  II).  De  éstos,  13  fueron 
tratados  por  ser  niños  menores  de  49  meses 
quienes  tenían  tuberculina  positiva  o por 
contacto  domiciliario  con  enfermos  tuber- 
culosos; o por  viraje  tuberculínico  de  nega- 
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tivo  a positivo  dentro  de  un  período  menor 
de  18  meses.  Hemos  tratado  38  pacientes 
por  tuberculosis  primaria  activa  con  lesiones 
hiliares,  mediastinales  o parenquimatosas,  1 1 
por  tuberculosis  pulmonar  progresiva,  20 
por  tuberculosis  de  los  ganglios  linfáticos 
superficiales,  3 por  tuberculosis  abdominal, 
2 por  meningitis  tuberculosa,  2 por  tubercu- 
losis miliar,  4 por  pleuresía  tuberculosa  y uno 
por  tuberculosis  ósea.  De  estos  pacientes  25 
(27%)  abandonaron  la  vigilancia  después 
de  recibir  tratamiento  completo,  27  (29%) 
han  sido  dados  de  alta  y los  otros  continúan 
bajo  vigilancia.  En  la  mayoría  de  los  casos 
la  duración  de  terapia  (Gráfica  III)  ha 
pasado  de  los  12  meses  y en  algunos  se  ha 
extendido  hasta  48  meses.  La  duración  de 
terapia  combinada  nunca  pasó  de  6 meses. 
En  ningún  caso  hemos  encontrado  manifes- 
taciones clínicas  de  resistencia  a la  droga. 
Un  paciente  de  todos  los  vigilados  empeoró 
temporalmente  mientras  abandonó  el  trata- 


miento. La  respuesta  clínica  se  midió  prin- 
cipalmente por  exploraciones  físicas  cuidado- 
sas y mediciones  de  peso  y estatura.  No  hubo 
muertes  ni  complicaciones  de  importancia  y 
fue  posible  inactivar  la  enfermedad  en  todos 
los  tratados.  No  hemos  encontrado  los  pro- 
blemas psicológicos  que  acostumbrábamos 
ver  en  niños  hospitalizados  por  largo  tiempo 
y no  hemos  visto  casos  de  osteoporosis.  Sola- 
mente 13%  de  los  enfermos  abandonaron 
asistencia  a clínica  sin  terminar  tratamiento. 
En  este  grupo  se  encontraba  el  enfermo  que 
empeoró:  un  niño  con  meningitis  tuberculosa 
que  había  sido  tratado  por  dos  meses  antes 
de  abandonar  la  vigilancia.  Este  empeoró  y 
fue  remitido  al  sanatorio  para  hospitalización. 

Conclusiones 

Podemos  concluir  que  el  manejo  de  la 
tuberculosis  primaria  y sus  complicaciones 
ha  sido  altamente  beneficioso  a gran  número 
de  pacientes  entre  quienes  hemos  utilizado 


Gráfica  m 

DURACION  DE  TRATAMIENTO  CON  ISONIACIDA 

Hospital  Universitario,  Puerto  Rico 
( 1960-1965  ) 


Tratamiento  recibido  (meses) 
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la  terapia  con  isoniacida  solamente.  La  pro- 
porción de  pacientes  que  han  abandonado 
la  vigilancia  es  sorprendentemente  baja  en 
comparación  con  otros  grupos  en  que  se  ha 
informado  que  el  25%  de  los  pacientes  aban- 
donaron el  tratamiento  (5).  Esto  es  aún  más 


notable  si  consideramos  que  la  asistencia  a 
la  clínica  ha  sido  voluntaria  y que  hemos 
carecido  de  enfermeras  visitantes  o de  un 
sistema  para  atraer  a los  enfermos  a la  clínica 
fuera  del  de  relaciones  personales  altamente 
favorables  entre  médicos  y pacientes.  A la 


TABLA  I: 

POSOLOGIA  Y ESQUEMA  DE  TRATAMIENTO 

Posología 

Antimicrobianos 

Dosis  diaria  por 

Kg.  de  peso 

Método 

Isoniacida 

10  a 20  mg. 

Máxima  - 400  mg. 

Dividida  en  dos  dosis  por  vía  oral 
(Puede  darse  I.M.  ó I.V.) 

Estreptomicina 

30  a 50  mg. 

Máxima  - 1 mg. 

Una  vez  al  día  por  vía  intramuscular 
(Es  muy  poco  efectiva  2 veces  en  semana) 

PAS 

0.2  a 0.5  gm. 

Máxima  - 12  gm. 

Dividida  en  tres  ó cuatro  dosis  al  día 
por  vía  oral. 

Esquema  de  Tratamiento 

Indicaciones 

Antimicrobianos  Duración 

1. 


2. 

3. 


4. 


5. 


Tuberculosis  primaria  activa 


a.  con  lesiones  hiliares  ó 

Isoniacida  sola 

24  meses 

parenquimatosas 

b.  con  lesiones  endobronquiales 

Isoniacida  sola 

24  meses 

Pleuresía  tuberculosa 

Isoniacida  sola 

24  meses 

Tuberculosis  pulmonar  progresiva 

a.  lesiones  no  cavitarias 

Isoniacida  sola 

Mínimo  24  meses 

b.  lesiones  cavitarias 

Isoniacida  y PAS  ó 

Hasta  cierre 

- 

Isoniacida  y Estrepto- 
micina 

de  cavernas 

Isoniacida  sola 

Hasta  completar 
mínimo  de  24  ir 

Tuberculosis  extrapulmonar 

Isoniacida  y PAS  ó 

De  la 

Isoniacida  y Estrepto- 
micina 

3 meses 

Isoniacida  sola 

Hasta  completar 

36  meses 

Meningitis  tuberculosa  y 

Isoniacida  y 

De  la 

Tuberculosis  miliar 

Estreptomicina 

3 meses 

Isoniacida  sola 

Hasta  completar 

36  meses 
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vez,  hemos  tenido  que  prescindir  de  estudios 
radiológicos  y bacteriológicos  frecuentes  para 
observación  ulterior.  Es  obvio,  pues,  que 
aún  bajo  circunstancias  en  que  abunden  las 
limitaciones  pueden  lograrse  resultados  sa- 
tisfactorios en  el  tratamiento  con  isoniacida 
solamente  de  la  tuberculosis  primaria  y sus 
complicaciones. 

Explicamos  estos  resultados  favorables  a 
base  de  que  la  isoniacida  sola  debe  ser  un 
tratamiento  adecuado  para  con  todas  las  for- 
mas de  tuberculosis  en  niños  y a que  el  pro- 
blema de  resistencia  a la  droga,  tan  común 
en  el  adulto  con  enfermedad  cavitaria,  es 
casi  inexistente  en  niños  (6).  La  buena  co- 
operación y asistencia  a la  clínica  de  los 
enfermos  dependen  grandemente  de  las  re- 
laciones personales  entre  el  médico,  el  niño 

TABLA  II:  NIÑOS  QUE 
COMPLETARON  TRATAMIENTO 
POR  TUBERCULOSIS 


Número  pacientes 


Diagnóstico 

tratados 

Cutireactores  positivos  (PPD-S) 
menores  de  49  meses;  viraje 
tuberculínico  reciente,  contac- 

13 

to  domiciliario  con  enfermos  tu- 
berculosos. SIN  LESIONES  ACTIVAS 

Tuberculosis  Primaria  Activa 

38 

Tuberculosis  Pulmonar  Progresiva 

11 

Linfadenitis  Tuberculosa 

20 

Tuberculosis  Abdominal 

3 

Meningitis  Tuberculosa 

2 

Tuberculosis  Miliar 

1 

Pleuresía  Tuberculosa 

4 

Tuberculosis  Osea 

1 

TOTAL 

93 

y sus  padres.  En  nuestra  clínica  ésto  ha  sido 
posible  por  un  reglamento  que  siempre  he- 
mos practicado  y recientemente  hemos  es- 
crito y que  dice:  “Todos  los  pacientes  se 
tratarán  con  el  cariño,  respeto  y cortesía  que 
merece  todo  hijo  de  Dios,  recordando  que 


en  pediatría  ésto  incluye  a los  padres  o en- 
cargados”. 

Resumen 

En  la  Clínica  de  Neumología  Pediátrica 
del  Hospital  Universitario  de  Río  Piedras, 
Puerto  Rico,  hemos  ensayado  en  niños  con 
todas  las  formas  de  tuberculosis  el  tratamiento 
ambulatorio,  sin  descanso  en  cama,  utilizando 
isoniacida  solamente,  mediante  un  sistema 
de  asistencia  voluntaria  prescindiendo  de 
visitas  a domicilio,  recordatorios  por  correo, 
coacción  o intimidación.  La  mayoría  de  estos 
pacientes  tenían  tuberculosis  primaria  pul- 
monar, pero  algunos  tenían  lesiones  graves 
como  meningitis  tuberculosa  y tuberculosis 
miliar.  Nueve  pacientes  recibieron  terapia 
combinada  con  estreptomicina  durante  la  fase 
de  su  tratamiento. 

Fue  posible  inactivar  la  enfermedad  en 
83  pacientes  que  han  terminado  tratamiento. 
No  hubo  complicaciones  de  importancia  ni 
muertes,  a pesar  de  que  13%  de  los  enfermos' 
abandonaron  asistencia  a clínica  sin  terminar 
tratamiento. 

Podemos  concluir  que  los  resultados  de 
la  tuberculosis  primaria  y sus  complicaciones 
ha  sido  altamente  satisfactorio  utilizando  la 
terapia  con  isoniacida  solamente. 

Summary 

In  our  Pediatric  Chest  Clinic  at  the  Uni- 
versity District  Hospital  in  Río  Piedras, 
Puerto  Rico,  we  have  tried  ambulatory  treat- 
ment using  isoniazid  only  in  children  with  all 
forms  of  tuberculosis.  We  have  not  tried  to 
enforce  bed  rest  and  attendance  to  clinic  has 
been  on  a strictly  voluntary  basis,  without 
home  visits  by  nurse,  reminders  by  mail  or 
intimidation  of  any  nature.  The  great  major- 
ity of  these  patients  had  primary  pulmonary 


Bol.  Asoc.  Méd.  P.  Rico 
Enero,  1961 


T uberculosis  en  la  Infancia  25 


tuberculosis,  but  some  had  serious  compli- 
cations such  as  tuberculous  meningitis  and 
miliary  tuberculosis.  Nine  of  them  received 
combined  therapy  with  streptomycin  during 
the  initial  phase  of  their  treatment. 

The  disease  was  inactivated  in  83  patients 
who  have  finished  the  course  of  therapy. 
There  was  no  complications  of  importance 
and  no  deaths  in  spite  of  the  fact  that  13% 
of  the  patients  failed  to  complete  therapy. 

It  is  concluded  that  the  management  of 
primary  tuberculosis  and  its  complications 
has  been  highly  satisfactory  utilizing  isoniazid 
alone  in  patients  treated  ambulatorily. 
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Agradecemos  la  cooperación  del  Dr.  José 
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la  revisión  del  manuscrito  y aportación  de 
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LA  CIRCULACION 
Y RELACION  AORTO-PULMONAR  NORMAL 
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Desde  que  Von  Rokitansky  descubrió  los 
primeros  dos  casos  de  transposición  corregida 
de  los  grandes  vasos  (1),  el  interés  por  esta 
anomalía  congénita  aumentó  grandemente. 
En  los  últimos  diez  años,  los  artículos  descri- 
biendo esta  interesante  condición  han  sido 
numerosos.  Se  ha  enriquecido  la  literatura 
médica,  gracias  al  interés  de  muchos  inves- 
tigadores en  esta  malformación  y sus  varie- 
dades. 

Algunos  autores  le  han  dedicado  capítu- 
los al  diagnóstico  de  esta  entidad,  (2,  3,  4, 
5,  6)  otros  a su  origen  embriológico,  (2,  7, 
8)  muchos  a su  minucioso  diagnóstico  pato- 
lógico, (2,  4,  9)  y algunos  a su  corrección 
quirúrgica,  (2,  10,  11).  También  se  han  cla- 
sificado según  las  anomalías  congénitas  aso- 
ciadas, (2,  4) . 

Se  trata  de  una  malformación  poco  fre- 
cuente y no  llegan  a 150  casos  los  descritos 
en  la  literatura.  La  condición  es  compatible 
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con  una  larga  vida  cuando  no  existen  otras 
anomalías.  Sin  embargo,  lo  más  frecuente 
es  que  se  vea  acompañada  de  otros  defectos 
causantes  de  trastornos  hemodinámicos.  En- 
tre éstos,  el  defecto  interventricular  es  el 
más  común:  en  la  serie  de  Schiebler,  (2) 
en  24  de  33  casos  estaba  presente;  de 
los  diez  de  Honey  (6)  6 tenían  este  defecto  y 
a la  vez,  15  de  los  16  casos  de  El  Sayed,  (11) 
también  lo  tenían.  Siguen  en  orden  de  fre- 
cuencia, la  estenosis  pulmonar,  el  ducto  ar- 
terioso patente,  el  defecto  interauricular  y 
con  más  rareza,  el  canal  atrioventricular  co- 
mún, la  coartación  de  la  aorta,  la  atresia 
pulmonar,  insuficiencia  valvular  A-V  izquier- 
do, y la  válvula  A-V  izquierda  anómala  tipo 
de  Ebstein.  (Schiebler  (2)  reportó  esta  ano- 
malía en  7 de  sus  33  casos). 

El  caso  que  presentamos  en  esta  comuni- 
cación es  único.  El  profesor  Jesse  E.  Edwards 
de  la  Universidad  de  Minnesota,  conoce  el 
espécimen  y le  ha  llamado  “transposición 
corregida  coexistente  con  transposición”  ( 12) . 

Presentación  del  Caso 

M.M.M.R.,  número  de  expediente  1 7 3044,  fue  una 
infante  que  a los  dos  meses  de  edad  se  admitió 
al  Hospital  Universitario  de  la  Universidad  de 


26 


Bol.  Asoc.  Méd.  P.  Rico 
Enero,  1967 


Inversión  Ventricular  27 


Puerto  Rico,  en  estado  grave  el  24  de  agosto  de 
1960.  La  paciente  vino  de  otro  hospital  en  don- 
de había  estado  hospitalizada  por  8 días.  El  his- 
torial relata  angustia  respiratoria  y cianosis  de 
tres  semanas  de  duración.  Ya  se  le  había  descrito 
un  soplo  cardiaco  y leve  cianosis  desde  el  naci- 
miento. Antes  de  su  gravedad  visitó  el  hospital 
de  su  pueblo  en  varias  ocasiones,  debido  a epi- 
sodios intermitentes  de  disnea,  cianosis  marcada 
y crisis  de  hipoxia  central  con  convulsiones.  La 
madre  relata  que  estos  episodios  de  casi  media 
hora  de  duración  mejoraban  cuando  tomaba  a la 
paciente  en  sus  brazos. 

El  historial  familiar  no  es  significativo.  La 
niña  nació  después  de  un  embarazo  normal  y 
parto  espontáneo  con  presentación  de  nalgas  y 
pesando  8 libras  y 1 1 onzas.  Se  alimentó  de  pe- 
cho alternando  con  leche  de  vaca  fresca. 

Al  examen  físico  aparecía  agudamente  enfer- 
ma con  cianosis  marcada  y generalizada.  La  res- 
piración era  rápida  (100  por  minuto)  con  retrac- 
ciones inter  y subcostales.  Los  pulmones  estaban 
claros  a la  auscultación  y percusión.  Los  ha- 


Fig. 1:  Radiografía  AP  con  bario.  Demuestra 
cardiomegalia  marcada,  desviación  de  la  columna 
balitada  a la  derecha,  pedículo  ancho  y vascula- 
ridad  pulmonar  muy  aumentada. 


llazgos  cardiovasculares  fueron  los  siguientes:  las 
pulsaciones  periféricas  eran  débiles  en  todas  las 
extremidades.  El  corazón  era  grande,  y la  punta 
latía  en  el  quinto  espacio  intercostal  izquierdo  a 
una  pulgada  de  la  línea  medioclavicular.  El  pul- 
so era  rápido  (130  por  minuto)  y regular.  Los  so- 
nidos cardíacos  se  oían  bien.  No  habían  estre- 
mecimientos y se  le  oía  un  soplo  sistólico  grado 
II  en  el  cuarto  espacio  intercostal  a la  izquierda 
del  esternón.  Además,  tenía  un  tercer  sonido  api- 
cal. El  hígado  se  palpó  a tres  traveses  de  dedo 
debajo  del  reborde  costal  derecho  y el  órgano 
era  firme.  Había  un  área  de  eczema  impetigini- 
zado  en  el  cuello  y tórax  que  hizo  imposible 
tomar  derivaciones  precordiales  del  electrocardio- 
grama. La  hemoglobina  fue  de  16.4  gramos 
(112.4%)  en  el  día  de  admisión. 

El  análisis  de  cámaras  (Figs.  1,  2,  3,  4)  de- 
mostró un  diámetro  transverso  del  corazón  dos 
veces  (-)-  2)  del  tamaño  normal.  El  atrio  derecho 
y el  ventrículo  derecho  dos  o tres  veces  (4-  2,  3) 
más  grande  de  lo  normal,  mientras  que,  el  ven- 
trículo izquierdo  y el  atrio  izquierdo  una  vez 
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Fig.  2:  Radiografía  lateral  con  bario.  Demues- 
tra corazón  grande  y la  columna  de  bario  está  re- 
chazada posteriormente  por  el  atrio  izquierdo 
agrandado. 
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Fig.  3:  Radiografía  oblicua  anterior  derecha.  Fig.  4:  Radiografía  oblicua  anterior  izquierda. 


más  (+1)  grandes  de  su  tamaño  normal.  El  pe- 
dículo vascular  no  era  muy  fino.  La  vasculariza- 
ción pulmonar  estaba  aumentadísima. 

El  electrocardiograma  (Fig.  5)  . sin  derivacio- 
nes precordiales  debido  a la  lesión  exudativa  que 
presentaba  la  enferma,  demostró  desviación  del 
eje  a la  derecha,  y la  onda  P estaba  ancha  y con 
muescas.  El  intérvalo  P-R  era  de  0.12”,  la  QRS 
de  0.06”  y la  Q-T  de  0.24”. 

El  angiocardiograma  (Figs.  6,  7)  demostró  un 
llenado  rápido  de  un  atrio  derecho  grande  pro- 
gresando el  tinte  al  ventrículo  anterior  derecho 
con  configuración  anatómica  de  ventrículo  izquier- 
do (inversión  de  los  ventrículos)  . Luego  se  opa- 
cificó la  aorta,  que  aunque  fisiológicamente  es- 
taba transpuesta,  mantenía  una  relación  anató- 
mica normal.  No  se  vió  opacificación  de  la  ar- 
teria pulmonar.  Con  estos  hallazgos  se  hizo  el 
diagnóstico  de  ' inversión  de  los  ventrículos  con 
transposición  fisiológica,  una  relación  anatómica 
de  los  grandes  vasos  normal  y el  septo  interatrial 
intacto.  Se  recomendó  el  procedimiento  de  Hanlon 
(creación  de  un  defecto  interauricular)  pero  se 
pospuso  la  cirugía  debido  a la  infección  de  la  pa- 
ciente. Esta  falleció  el  S de  septiembre  de  1960 
sin  ser  operada. 


La  patología  demostró  los  siguientes  hallazgos 
referidos  al  sistema  cardiovascular  (Figs.  8,  9,  10).. 
El  corazón  pesó  50  gramos  y los  grandes  vasos 
emergían  en  su  relación  usual  de  la  base  del  co- 
razón (arteria  pulmonar  anterior,  aorta  posterior)  . 
El  ducto  arterioso  estaba  patente.  Había  un  re- 
torno venoso  normal  y estaba  cerrado  el  foramen 
ovale.  El  seno  coronario  se  formaba  normalmen- 
te. La  válvula  atrio-ventricular  derecha  era  bi- 
cúspide.  Esta  válvula  conducía  a una  cámara 
grande  con  un  patrón  trabecular  fino  como  el  del 
ventrículo  izquierdo  normal.  El  ventrículo  izquier- 
do daba  origen  a la  aorta  que  estaba  localizada 
posteriormente.  Había  un  defecto  interventricular 
alto  de  0.4  x 0.5  cm.  de  diámetro,  localizado  de- 
trás de  la  valva  medial  de  la  válvula  bicúspide 
derecha.  El  miocardio  derecho  medía  0.8  cm.  de 
grueso  y el  retorno  pulmonar  venoso  al  atrio  iz- 
quierdo era  normal.  La  válvula  atrioventricular 
izquierda  aparentemente  tricúspide,  aparecía  algo 
deformada  y las  valvas  eran  gruesas  y nodulares. 
Los  músculos  papilares  eran  cortos  y las  cuerdas 
tendinosas  finas  y romas.  El  origen  de  la  válvula 
era  del  ánulo  fibroso.  La  inserción  era  alta  pero 
nada  extrardinario.  El  ventrículo  que  recibía  el 
retorno  venoso  pulmonar  tenía  unas  trabeculacio- 
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nes  gruesas,  parecidas  a las  del  ventrículo  dere- 
cho normal.  También  tenía  una  cresta  supraven- 
tricular prominente.  De  este  ventrículo  nacía  la 
arteria  pulmonar  localizada  anteriormente.  El 
músculo  papilar  del  cono  aparecía  mal  definido 
pero  estaba  bastante  pegado  de  la  cresta  supra- 
ventricular y superior  al  defecto  interventricular. 
El  defecto  estaba  limitado  anteriormente  por  la 
cresta  supraventricular. 


Discusión 


Al  estudiar  los  hallazgos  angiocardiográ- 
ficos  del  paciente  los  cuales  demostraban 
posición  en  sito  sólito,  aurículas  en  sito  sólito, 
inversión  ventricular,  grandes  vasos  con  raíz 
de  origen  normal,  pero  con  transposición  de 
la  circulación,  comprendimos  estar  ante  un 
caso  no  descrito  hasta  el  momento,  y nos 
fue  imposible  agruparle  en  las  clasificaciones 
La  terminología  en  estos  casos  de  transpo- 
sición difiere  mucho,  las  teorías  sobre  su  for- 
mación son  varias  y las  clasificaciones  son 
múltiples. 

Aunque  Schiebler  (2)  define  la  transpo- 


Fig.  5:  Electrocardiograma. 


Fig.  6:  Vista  AP  del  estudio  angiocardiográfico. 
Demuestra  el  ventrículo  derecho-  y anterior  con 
configuración  anatómica  de  ventrículo  izquierdo 
y la  “cola”  típica.  También  se  ve  la  aorta  con 
raíz  y trayecto  normal.  La  vascularidad  pulmonar 
derecha  más  marcada  que  la  izquierda. 


sición  como  “cualquier  alteración  en  la  rela- 
ción de  los  troncos  arteriales  y su  sitio  de 
origen  en  el  corazón”,  la  Dra.  de  la  Cruz  (7) 
afirma  que  “solo  podemos  hablar  de  trans- 
posición de  los  grandes  vasos  cuando  la  aorta 
corre  paralela  y ventral  al  tronco  pulmonar”. 

Las  figuras  (11,  12,  13)  comparan  nues- 
tro espécimen  con  el  normal  en  vistas  ante- 
rior, posterior,  en  corte  transverso  a nivel  de 
los  grandes  vasos  y en  esquema  de  origen 
de  las  coronarias.  Se  notará  que  la  aorta 
nace  del  ventrículo  izquierdo  anatómico  que 
está  en  posición  anterior  y derecha  pero  que 
recibe  la  sangre  desaturada  del  atrio  derecho 
mientras  que  la  pulmonar  nace  del  ventrículo 
derecho  anatómico  (en  posición  posterior  e iz- 
quierda) y recibe  sangre  saturada  del  atrio 
izquierdo;  así  pues  el  sistema  está  trans- 
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Fig.  7:  Vista  lateral  del  angiocardiograma.  Nos 
demuestra  un  ventrículo  anterior  con  pared  muscu- 
lar gruesa  y la  aorta  emergiendo  posterior,  de 
este  mismo  ventrículo. 


Fig.  9:  Ventrículo  derecho  con  configuración 
anatómica  del  izquierdo.  Nótese  la  trabeculación 
fina  y la  pared  muscular  gruesa  además  de  la  au- 
sencia de  infundíbulo. 


Fig.  8:  El  corazón  en  posición  de  sito  sólito. 
La  pulmonar  está  anterior  y la  aorta  posterior  y 
medial.  Se  aprecia  la  coronaria  anterior  descen- 
dente. 


Fig.  10:  Ventrículo  izquierdo  con  anatomía  de 
derecho.  Nótese  la  trabeculación  gruesa  y la  cres- 
ta supraventricular  prominente. 
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puesto  dinámicamente  pero  la  arteria  pulmo- 
nar mantiene  su  relación  anatómica  normal ; 
eso  es,  anterior,  superior  y a la  izquierda  de  Ja 
aorta.  Los  ventrículos  y las  válvulas  atrioven- 
triculares  están  invertidos  ya  que  se  han 
formado  como  una  imagen  en  espejo  del 
normal. 

Se  ha  explicado  la  transposición  corregida 
desde  el  punto  de  vista  embriológico  (7) 
como  un  desarrollo  anormal  del  asa  bulbo- 
ventricular  y el  septo  troncoconal.  En  el  cora- 
zón en  sito  sólito,  como  el  nuestro,  ocurriría 
al  moverse  el  asa  bulboventricular  hacia  la 
izquierda  con  una  falta  simultánea  de  la  ro- 
tación espiral  del  septo  troncoconal.  Según 
esa  teoría  nuestro  caso  no  es  de  transposición 
corregida  ya  que  la  aurícula  venosa  (dere- 
cha) no  se  comunica  con  la  arteria  pulmonar 
y sí  con  la  aorta  y la  aurícula  arterial  (iz- 
quierda) se  comunica  con  la  arteria  pul- 


ANTERIOR  VIEW  OF  THE  HEART  DEMONSTRATING  THE  NORMAL 
POSITION  OF  THE  ARTERIES  AND  VEINS,  AND  INVERSION  OF  THE 
VENTRICLES  AND  A-V  VALVES- 


NORMAL 


POSTERIOR  VIEW  OF  THE  HEART  DEMONSTRATING  THE  NORMALLY 
PLACED  ATRIA,  ARTERIES  AND  VEINS  AND  THE  INVERTED  VENTRICLES 

Fig.  11:  Vistas  anterior  y posterior  del  cora- 
zón normal  y de  nuestro  espécimen.  Se  puede 
apreciar  la  posición  correcta  de  las  arterias,  venas, 
inversión  de  los  ventrículos  y de  las  válvulas  AV 
además  de  la  posición  normal  de  los  atrios. 


NORMAL  ARV-  ACTING  RV, 

ANATOMICAL  LV 
ALV— ACTING  LV, 

ANATOMICAL  RV 
TRANSVERSE  SECTION  OF  THE  HEART  AT  THE 
LEVEL  OF  THE  GREAT  VESSELS  DEMONSTRATING 
THEIR  RELATION  TO  EACH  OTHER  AND  TO  THE 
VENTRICLES- 

Fig.  12:  Ilustra  la  situación  normal  y en  nues 
tro  espécimen,  en  corte  transterso  a nivel  de  los 
grandes  vasos,  la  relación  entre  ellos  y con  los 
ventrículos. 

tnonar  y no  con  la  aorta. 

De  acuerdo  con  Van  Praagh  (13)  que  es 
citado  por  Calderón-Montero,  (14)  “la  aorta 
siempre  sale  del  ventrículo  derecho  anató- 
mico y la  arteria  pulmonar  del'  ventrículo  iz- 
quierdo anatómico,  tanto  en  las  transposi- 
ciones usuales  como  en  las  corregidas”.  Según 
esta  teoría  nuestro  espécimen  no  podía  existir. 

En  conclusión,  nuestra  pieza  anatómica 
no  se  ajusta  a ninguna  teoría  formulada  hasta 
el  presente  ya  ‘que  presenta  posición  en  sito 
sólido,  aurículas  en  sito  sólito,  inversión  ven- 
tricular y de  válvulas  auriculoventriculares, 
pero  los  grandes  vasos  presentan  raíz  de 
origen  normal  y hay  transposición  de  la  cir- 
culación. 


Resumen 

Hemos  presentado  un  caso  singular  de 
“transposición  corregida”.  La  rareza  estriba 
en  el  aspecto  anatomopatológico,  lo  cual  se 
observó  en  el  estudio  angiocardiográfico  se- 
lectivo. La  inyección  de  tinte  en  el  atrio 
derecho,  al  pasar  al  ventrículo  derecho,  nos 
demostró  que  la  morfología  corresponde  a la 
de  un  ventrículo  izquierdo  con  trabeculación 
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NORMAL  CORONARY 
AND  Ao-P  VALVES 

Fig.  13:  Esquema  que  localiza  las  válvulas  Ao-P 
y el  origen  de  las  coronarias  en  el  corazón  nor- 
mal y en  nuestro  espécimen. 

RCA:  coronaria  derecha;  LCA:  coronaria  iz- 
quierda; Pl):  descendiente  posterior;  AD:  descen- 
diente anterior;  RM:  Marginal  derecha;  LC:  cir- 
cunfleja izquierda. 

fina,  sin  infundibulo  y pared  muscular  gruesa, 
pero  luego  progresó  a una  aorta  saliendo  de 
una  raíz  normal  y conservando  trayecto  nor- 
mal. La  proyección  lateral  también  nos  mues- 
tra la  aorta  emergiendo  posterior,  contrario 
a la  transposición  corregida  clásica.  La  au- 
topsia corroboró  estos  hallazgos. 

Summary 

We  have  presented  a very  unusual  case 
of  “corrected  transposition.”  The  singularity 
of  this,  lies  in  its  peculiar  anatomopathology, 
noted  already  in  the  selective  angiocardio- 
graphic study.  The  dye  injected  in  the  right 
atrium,  goes  into  the  right  ventricle  which 
shows  an  internal  morphology  corresponding 
to  that  of  a left  ventricle  with  fine  trabecul- 
ation  without  infundibulum  and  a thick  mus- 
cular wall.  However,  the  dye  then  entered 
an  aorta  arising  from  a normal  root  and 
following  a normal  incurbation.  The  lateral 
projection  also  shows  the  aorta  arising  pos- 
terior, contrariwise  to  the  classical  corrected 


transposition.  The  necropsy  confirmed  these 
findings. 
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CASE  REPORT 


ACUTE  HEMORRHAGIC  RUBELLA 
Report  of  a Virologically 
Confirmed  Case  in  an  Adult 
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New  laboratory  methods  for  the  diagnosis 
of  rubella  infection  (1-3)  have  led  to  the 
virological  confirmation  of  a number  of 
atypical  clinical  syndromes  in  this  disease. 
Some,  such  as  the  acute  picture  of  active 
congenital  rubella  (4-8)  and  asymptomatic 
infection  of  the  newborn  (8)  had  previously 
gone  undetected.  Others,  which  had  been 
observed  clinically  but  only  recently  confirm- 
ed, include  rubella  without  rash,  arthritis 
and  hemorrhagic  rubella  beyond  infancy 
(9-15).  The  scope  of  differential  diagnosis 
has  thus  widened  considerably.  Recog- 
nition of  atypical  cases  is  of  clinical  and 
epidemiological  significance,  since  these  pa- 
tients including  newborns  infected  in  útero, 
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are  potentially  infectious. 

Rubella  without  rash  constituted  about 
half  of  the  serologically  confirmed  cases  ob- 
served in  1963  in  the  Pribilofs  by  Brody  et 
al,  (12,  13)  being  most  frequent  in  children. 
Arthritis  was  a prominent  feature  of  the 
Houston,  Texas,  epidemic  in  the  Spring  of 
1964,  and  presented  problems  of  differential 
diagnosis  with  acute  rheumatic  fever  and 
rheumatoid  arthritis  (14).  In  this  outbreak, 
some  patients  had  been  suspected  clinically 
of  having  Echovirus  infections. 

The  medical  profession  has  been  familiar 
with  the  classical  picture  of  congenital  ano- 
malies of  the  heart  and  eyes,  and  hearing 
defect  secondary  to  maternal  rubella  since 
the  original  reports  of  Gregg  (16).  However, 
it  had  not  been  apparent  that  infants  born 
after  maternal  rubella  may  also  have  an  ac- 
tive systemic  infection  including  low  birth 
weight,  petechiae,  encephalitis,  myocarditis, 
pneumonia,  hepatitis  and  bone  lesions.  These 
infants  may  continue  to  shed  virus  for  many 
months.  A number  of  apparently  healthy 
newborns  have  also  been  shown  to  shed 
virus. 

Most  cases  of  hemorrhagic  rubella  re- 
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ported  in  the  past  have  been  associated  with 
thrombocytopenia  (10,  11).  This  feature  has 
also  been  outstanding  in  the  more  recently 
described  hemorrhagic  picture  (4-8). 

Hemorrhagic  rubella  appears  to  be  less 
frequent  in  adults  than  in  babies.  The  pur- 
pose of  this  paper  is  to  present  a patient  in 
whom  a hemorrhagic  rash  occurred  in  the 
course  of  virologically  confirmed  rubella, 
and  who  did  not  have  thrombocytopenia. 

The  patient  was  observed  in  the  course 
of  a study  of  an  outbreak  of  German  measles 
which  occurred  during  the  Spring  of  1965 
among  the  student  population  of  the  Univer- 
sity of  Puerto  Rico  School  of  Medicine,  and 
which  will  be  reported  separately.  Paired 
serum  specimens  were  obtained  from  186 
students,  and  virus  isolation  attempts  were 
carried  out  from  those  who  reported  to  the 
Student  Health  Service  because  of  illness. 
The  laboratory  techniques  involved  have 
been  described  elsewhere  (3,  17).  The  isol- 
ation of  rubella  virus  from  the  throats  of 
several  of  those  ill,  and  seroconversion  in  a 
group  of  susceptibles  have  confirmed  that 
the  outbreak  was  due  to  German  measles. 

Among  the  186  young  adults  under  ob- 
servation, hemorrhagic  rubella  was  seen  only 
once. 

Case  Report 

A 22  year  old  male,  had  been  exposed  to 
German  measles  in  the  classroom  within  the  month 
of  February,  1965.  There  was  no  previous  or  fami- 
ly history  of  bleeding  tendency.  During  the  first 
week  of  March,  enlargement  of  the  cervical  and 
posterior  auricular  lymph  nodes  was  noticed.  This 
lymphadenopathy  was  not  painful,  and  its  onset 
was  remembered  only  in  retrospect.  There  was  no 
fever,  malaise  or  other  symptoms.  On  March  25, 
a moderate  number  of  petechiae  were  noticed  on 
both  legs,  above  the  ankles.  On  March  28  an 
erythematous  rash  appeared  on  both  surfaces  of 
both  hands,  a day  later  the  rash  on  the  legs  be- 


came more  marked,  erythematous,  and  confluent. 
There  was  slight  edema.  The  rash  was  confined 
to  the  hands  and  legs  only.  There  was  no  fever, 
sore  throat  malaise,  arthritis  or  generalized  lym- 
phadenopathy. Besides  the  rash,  the  only  symp- 
toms were  post-auriculary  lymphadenopathy,  which 
had  now  become  marked,  but  was  never  painful, 
and  slight  itching  over  the  entire  body,  with  some 
discomfort  when  using  the  hands  or  walking. 
There  were  no  new  lesions  after  April  3,  and 
the  ecchymoses  and  petechiae  disappeared  within 
the  next  few  days. 

Complete  blood  count  was  as  follows:  red  blood 
cells  4,640,000  hemoglobin  14.3  Gm.,  white  blood 
cells,  4,500  with  53%  neutrophils,  40%  lympho- 
cytes and  7%  eosinophils.  Bleeding  time  was  4 
min.  55  sec.  and  clotting  time  was  also  within 
normal  limits  (9  min.  34  sec.)  . Prothrombin  time 
was  normal.  The  skin  capillary  fragility  test  pro- 
duced a few  petechiae  but  was  within  normal 
limits.  Platelet  count  was  344,000  and  the  platelets 
were  adequate  on  smear.  Urinalysis  was  negative. 

The  patient  had  been  seen  by  two  other  phy- 
sicians, who  had  suspected  infectious  mononu- 
cleosis, but  the  Paul-Bunnell  reaction  was  negative 
twice,  and  peripheral  smears  showed  no  cells  typi- 
cal of  infectious  mononucleosis. 

Serum  which  had  been  drawn  for  antibody 
determination  on  3/4/65  and  was  again  obtained 
on  4/29/65  revealed  a rise  from  a titer  of  4 to  a 
titer  of  16  on  complement  fixation.  Rubella  virus 
was  grown  from  the  throat  (but  not  from  the 
stools)  obtained  at  the  time  of  the  hemorrhagic 
rash  on  April  3. 

Discussion 

Even  though  thrombocytopenia  seems  to 
be  the  principal  factor  in  the  hemorrhagic 
manifestations  of  “rubella  babies,”  in  a per- 
centage of  them  the  platelet  counts  have  been 
within  normal  limits,  particularly  so  in  view 
of  the  low  levels  which  have  been  observed  in 
infants  of  low  birth  weight  without  hemor- 
rhagic phenomena  (18). 

Most  older  patients  with  rubella-associated 
purpura  have  likewise  shown  thrombocy- 
topenia (10,  11,  15).  In  purpura  associated 
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with  other  infections  platelet  deficiencies  are 
also  a factor,  although  not  the  single  one. 
It  is  therefore  interesting  that  our  patient 
showed  no  platelet  deficiency.  Even  though 
he  was  not  studied  exhaustively  in  the  he- 
matologic sense,  the  negative  data  suggest 
that  the  primary  factor  in  this  case  was 
capillary  damage.  A normal  capillary  fragility 
test  is  not  incompatible  with  a vascular  fac- 
tor. The  presence  of  edema,  erythema  and 
pruritus  suggests  an  allergic  purpura  of  the 
Henoch-Schonlein  type. 

Bayer  et  al  (15)  have  suggested  that 
both  thrombocytopenia  and  vascular  changes 
are  probably  operating  in  the  purpura  of 
congenital  rubella,  as  is  known  to  occur  in 
other  conditions.  However,  in  their  patients 
with  acquired  rubella,  purpura  was  always 
associated  with  thrombocytopenia.  In  our 
patient,  on  the  other  hand,  capillary  damage 
appears  to  have  been  the  sole  factor  respon- 
sible for  the  hemorrhagic  manifestations. 

Summary 

A variety  of  illnesses  which  could  be 
confused  clinically  with  other  conditions  has 
been  associated  etiologically  with  rubella  by 
the  newer  laboratory  techniques.  Recognition 
of  these  clinical  pictures  is  of  clinical  and 
epidemiological  importance.  We  have  pre- 
sented a patient  in  whom  purpura  became 
clinically  manifest  while  he  was  harboring 
rubella  virus,  and  in  whom  seroconversion 
to  this  virus  occurred,  but  who  did  not  show 
thrombocytopenia.  We  suggest  that,  at  least 
in  some  patients,  a vascular  factor  may  be 
the  primary  or  a contributing  mechanism  of 
production  of  the  hemorrhagic  manifestations 
of  rubella. 


Resumen 

Mediante  nuevas  técnicas  de  laboratorio, 
ha  sido  posible  confirmar  la  etiología  de  al- 
gunos cuadros  clínicos  previamente  descritos 
en  el  sarampión  alemán,  y además,  de  otros 
que  no  se  había  sospechado  se  debieran  a 
esta  infección.  Esto  amplía  el  diagnóstico 
diferencial,  lo  cual  es  de  importancia  no  sólo 
clínica  sino  también  epidemiológica,  ya  que 
estos  pacientes,  aún  los  recién  nacidos,  son 
potencialmente  infecciosos. 

Los  síndromes  confirmados,  incluyen  el 
cuadro  ya  conocido  de  anomalías  congénitas 
(de  corazón,  ojos  y auditivas)  secundarias  al 
sarampión  alemán  durante  el  embarazo,  y 
también  la  infección  sistémica  activa  del  re- 
cién nacido,  que  puede  incluir  peso  bajo  al 
nacer,  petequias,  encefalitis,  miocarditis,  pul- 
monía, hepatitis  y lesiones  óseas.  Se  ha  aislado 
virus,  también  de  recién  nacidos  aparente- 
mente saludables.  Se  ha  visto  además,  que 
hasta  la  mitad  de  los  casos  confirmados  sero- 
lógicamente  pueden  carecer  de  erupción,  sien- 
do esto  más  frecuente  en  los  niños.  En  algunos 
brotes  la  artritis  ha  sido  factor  prominente, 
lo  cual  requiere  el  diagnóstico  diferencial 
de  otras  artropatías.  En  algunos  casos  se  ha 
confundido  la  infección  con  la  causada  por 
los  ECHO  virus. 

Se  presenta  el  caso  de  un  adulto  que  de- 
sarrolló púrpura  en  el  curso  del  sarampión 
alemán.  Se  aisló  el  virus  de  la  garganta  y ocu- 
rrió la  seroconversion.  Este  paciente  no  reveló 
trombocitopenia,  y las  otras  pruebas  reali- 
zadas fueron  negativas,  por  lo  que  se  postula 
que,  por  lo  menos  en  algunos  casos,  el  meca- 
nismo primario,  o contributivo,  en  las  mani- 
festaciones hemorrágicas  del  sarampión  ale- 
mán, sea  un  defecto  vascular. 
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CASE  REPORT 


TAY-SACHS  DISEASE 
IN  A PUERTO  RICAN  INFANT 

Eduardo  Mirabal  Font,  M.  D. 


The  infantile  form  of  the  amaurotic  fam- 
ily idiocies  is  one  of  the  neuronal  storage 
diseases.  The  characteristic  ophthalmological 
picture  was  described  by  Tay  (1)  in  1881. 
The  clinical  and  neuropathological  features 
were  described  by  Sachs  (2)  in  1887.  The 
characteristic  clinical  features  are  progressive 
mental  deterioration  beginning  during  the 
first  year  of  life  with  blindness,  epilepsy, 
spasticity,  optic  atrophy,  and  a cherry  red 
spot  in  the  maculae.  The  pathology  consists 
of  a ubiquitous  distension  of  neurons  through- 
out the  nervous  system.  Thus  the  nerve  cell 
is  enlarged,  and  the  nucleus  displaced  to  the 
periphery,  usually  towards  the  apical  den- 
drite. There  is  focal  neuronal  loss  in  the 
cerebral  cortex,  and  cerebellum  leading  to 
generalized  atrophy,  thickening  of  the  lep- 
tomeninges,  and  gliosis  of  the  white  matter 
with  loss  of  myelin. 

The  chemical  nature  of  the  stored  ma- 
terial has  been  elucidated  recently  (3),  and 
identified  as  an  abnormal  ganglioside. 

A few  instances  are  recorded  in  which 
this  disease  has  developed  in  Gentiles.  In 
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the  vast  majority  of  cases,  however,  the  pa- 
tients have  been  of  Jewish  extractions,  more 
commonly  Polish  Jews. 

Recently  the  author  had  the  opportunity 
of  studying  an  infant  at  the  University  Hos- 
pital with  clinical  features  of  this  disease. 
Inasmuch  as  non- Jewish  patients  with  Tay- 
Sachs’  disease  are  rare,  and,  as  the  author 
knows  of  no  previous  case  of  this  disease  in 
a native  of  Puerto  Rico,  the  case  was  con- 
sidered worth  reporting. 

Case  Report 

The  patient,  a white  female  infant,  was  the 
product  of  the  first  pregnancy  of  a 23  year  old 
healthy  mother.  Pregnancy  and  delivery  were 
normal.  Birth  weight  was  5 lbs.  lli/2  oz.  She 
developed  mild  jaundice  in  the  neonatal  period. 
During  the  first  several  months  she  developed  well. 
She  held  the  head  well  at  2 months,  turned  over 
at  3 months,  crept  backwards  at  5 months  and 
appeared  very  alert  to  visual  stimuli  about  this 
time.  At  age  6 months  she  was  starting  to  sit 
with  support.  About  the  age  of  7-8  months  mother 
noticed  regression  in  her  ability  to  hold  head 
erect,  sit  or  turn  over.  Shortly  after  that  she  ap- 
peared less  attentive  to  her  environment,  and 
much  less  alert  visually,  and  started  to  show 
prominent  staitle  reaction  to  auditory  stimuli. 
At  the  age  of  9 months  she  had  a bout  of  pneu- 
monia, and  another  one  at  age  14  months.  At  this 
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time  she  was  first  seen  at  the  Pediatric  clink  of 
the  University  Hospital,  where  she  was  found  to 
have  spasticity  of  the  extremities  and  to  show 
develop  mental  retardation.  An  E.E.G.  done  at  age 
15  months  was  normal.  At  16  months  of  age  she 
developed  episodic  “tremors”  of  the  hands  and 
feet.  Shortly  after  that  she  started  with  frequent 
seizures  which  are  characterized  by  a fixed  up- 
ward movement  of  the  eyes,  forced  extension  of 
the  arms  and  legs,  associated  with  a rapid  tremor 
and  occasional  flexion  of  the  head.  These  lasted 
for  about  one  minute  and  were  frequently  fol- 
lowed by  a stuporous  state.  These  seizures  re- 
curred as  frequently  as  5-6  times  per  day,  and  not 
less  frequently  than  twice  weekly.  They  were  not 
improved  by  Phenobarbital,  15  mgm  t.i.d.  Blood 
sugar,  Calcium,  Phosphorus,  and  skull  X-rays  were 
negative. 

At  the  age  of  18  months  she  was  seen  at  the 
Pediatric  Neurology  Clinic.  She  showed  prominent 
| startle  reaction  to  sounds,  generalized  spasticity, 
hyperactive  deep  tendon  reflexes,  extensor  plantar 
responses,  no  visual  fixation  or  following,  discon- 
jugate  movement  of  eyes,  bilateral  optic  atrophy 
and  striking  “cherry-red  spots"  in  both  macular 
areas. 

The  patient  was  admitted  to  the  hospital  for 
studies.  The  hemoglobin  was  14.8  gm.%,  WBC  = 
4,067,  urinalysis  was  normal.  Blood  sugar  = 82 

|mgm%.  The  C.S.F.  showed  1 lymph.,  sugar  = 
50  mgm%,  protein  = 18  mgm%  and  colloidal 

gold  curve  was  0011100000.  No  abnormal  vacuoles 
were  seen  in  lymphocytes  from  blood  smear.  An 
ophtalmology  consultant  confirmed  the  presence 
of  bilateral  optic  atrophy  and  cherry  red  spots  in 
maculae. 

A rectal  biopsy  (4)  was  done,  and  frozen  sec- 
tions stained  with  H.  & E.,  Scharlach  R.  and 
Periodic  Acid  Schiff  reagent.  These  sections  were 
examined  by  the  author  who  saw  ganglion  cells 
of  the  myenteric  plexus  which  appeared  distended, 
displacing  the  nucleous  to  the  periphery.  The 
material  stored  in  these  cells  were  not  sudano- 
philic,  and  was  PAS  positive,  a staining  reaction 
exhibited  by  the  ganglioside  stored  in  Tay-Sach’s 
disease. 

The  patient  is  being  followed  at  the  Pediatric 
Neurology  Clinic  and  was  last  seen  on  November 
7,  1966.  She  continues  to  show  progressive  dete- 
rioration. 


Both  parents  of  this  patient  were  born  in  Tru- 
jillo Alto,  Puerto  Rico.  Their  ancestors  as  far 
as  they  know  were  all  born  in  Puerto  Rico.  Al- 
though all  four  grandparents  share  a common 
surname,  consanguinity  is  vehemently  denied. 

Three  maternal  aunts  died  during  the  first 
year  of  life,  one  of  them  shortly  after  a seizure. 
One  maternal  2nd  cousin  is  mentally  retarded 
and  now  9 years  old.  In  none  of  these  was  the 
clinical  course  suggestive  of  Tay-Sachs  Disease. 

Summary 

A case  of  an  infant  girl,  now  20  months 
old  with  the  characteristic  clinical  and  oph- 
thalmological  findings  of  Tay-Sachs’  disease 
is  reported.  Some  neuropathological  findings, 
consistent  with  this  disease  are  presented. 
The  infant’s  parents,  grandparents,  and  great 
grandparents  were  all  born  in  Puerto  Rico 
and  there  is  no  known  Jewish  extraction  in 
the  family. 

Resumen 

Se  reporta  el  caso  de  una  niña  que  pre- 
sentó con  deterioro  mental  progresivo,  amau- 
rosis, espasticidad,  convulsiones,  atrofia  óp- 
tica y la  retinopatía  característica  de  la  en- 
fermedad de  Tay-Sachs.  Una  biopsia  rectal 
reveló  células  ganglionares  del  plexo  mien- 
térico  distendidas  por  un  material  PAS  po- 
sitivo. 

Los  padres,  abuelos  y todos  los  antece- 
sores recordados  por  la  familia  nacieron  en 
Puerto  Rico,  y no  hay  historial  de  ascen- 
dencia judía  en  la  familia. 
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CASE  REPORT 


PROLONGED  BILIRUBINEMIA 
IN  A BREAST-FED  INFANT 


J.J.Soto  Solá,  M.  D. 


The  occasional  association  of  breast  feed- 
ing in  newborn  infants  with  the  develop- 
ment of  intense  prolonged  jaundice  of  the 
unconjugated  type  has  been  recently  stres- 
sed by  several  investigators  ( 1 ,2,3,4) . A 
patient  with  this  condition  in  whom  the 
jaundice  was  present  until  the  age  of  41 
days  is  presented. 

Case  Report 

The  patient,  a white  male,  was  born  at  the 
Bayamón  Health  Center  on  April  24,  1966,  from 
a 23  year  old,  O Rh  positive  primigrávida,  after 
an  uncomplicated  9-month  pregnancy  and  a nor- 
mal vertex  delivery.  There  were  no  immediate 
neonatal  difficulties  and  the  infant  was  taken  home 
48  hours  after  birth.  His  birth  weight  was  7 
pounds  9 ounces.  Breast  feeding  was  started  on 
April  25th.  Feedings  were  well  tolerated  and  the 
infant  gained  weight. 

The  infant  was  seen  again  on  May  19,  1966 
at  the  age  of  26  days  when  he  was  referred  to  the 
Pediatric  Emergency  Service  of  the  University  Hos- 
pital because  of  jaundice.  The  exact  date  for  the 
onset  of  jaundice  was  not  accurately  disclosed  by 
the  patient's  mother.  No  abnormal  signs  other 
than  moderate  icterus  of  the  skin  and  the  sclera 
were  found.  A tentative  diagnosis  of  neonatal 
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hepatitis  was  made. 

The  infant  was  type  A Rh  positive  with  a ne- 
gative direct  Coombs  test.  Serum  bilirubin  deter- 
minations showed  a 1 -minute  bilirubin  of  0.8  mg 
per  100  ml.  and  a 30-minute  bilirubin  of  9.1  mg 
per  100  ml.  The  scrum  glutamate  oxalacetic  trans- 
aminase level  was  30  units  and  the  serum  gluta- 
mate pyruvic  transaminase  was  5 units.  Maternal 
VDRL  was  non  reactive.  The  hemoglobin  level  was 
only  11.0  gm.  per  100  ml.  and  the  peripheral 
blood  smear  showed  a mild  to  moderate  spherocy- 
tosis with  occasional  target  and  burr  cells. 

The  immunohematologic  profile  of  the  infant 
and  his  parents  was  studied  on  May  25  it  is  shown 
in  Table  I. 

The  A and  B antibodies  titers  in  the  maternal 
serum  were  as  follows: 

A.  Standard  at  49C  At  379C 

Saline  1:512  1:512 

Albumin  1:32  1:32 

B.  Witebsky  neutralization 
Saline  — negative 
Albumin  — negative 
Coombs  test  — negative 

As  no  evidence  of  blood  group  and  type  in- 
compatibility could  be  found,  the  baby  was  placed 
under  observation. 

The  patient  was  seen  again  four  days  later, 
on  May  23,  1966  at  the  age  of  29  days.  Jaundice 

was  still  present  of  more  or  less  the  same  intensity. 

The  serum  bilirubin  levels  showed  a 1 -minute 
bilirubin  of  0.8  mg.  per  100  ml.  and  a 30-minute 

bilirubin  of  7.9  mg  per  100  ml.  The  hemoglobin 
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TABLE  I:  THE  IMMUNOHEMATOLOGIC  PROFILE  OF  THE 
INFANT  AND  HIS  PARENTS 


Blood 

Group 

Rh  factor 

Phenotype 

Genotype 

Antibodies 

Infant 

Group  A 

Rh  (D)  pos. 

D+  G"  E~  c+-  (:+ 

Dce/dce 

Saline  — negative 

DCe/dce 

Albumin  — negative 

Mother 

Group  0 

Rh  (D)  pos. 

D+  C~  E+  c+  e+ 

Indirect  Coombs-negativt; 

Father 

Group  A 

Rh  (D)  pos. 

D+  C+  E“  c+  e+ 

DcE/dce 

level  had  dropped  to  9.1  gm  per  100  ml.  The 
total  white  cell  count  was  6330  per  cu  mm  with 
the  following  differential:  segmented  forms  11%, 
lymphocytes  82%,  eosinophiles  2%,  monocytes  3%, 
myelocytes  1%,  and  stab  forms  1%.  The  reticulo- 
cyte count  was  0%. 

At  this  stage  the  possibility  of  a cause  and 
effect  relationship  between  breast  feedings  and 
the  bilirubinemia  was  considered  and  the  baby 
was  placed  on  an  Enfamil@  formula.  The  formula 
was  well  tolerated  and  when  the  patient  was  seen 
again  7 days  later  on  May  30,  1966,  jaundice  had 
disappeared.  The  serum  bilirubin  determination  at 
this  time  showed  a 1 -minute  bilirubin  of  0.5  mg. 
per  100  ml.  and  a 30-minute  bilirubin  of  2.5  mg. 
per  100  ml.  The  hemoglobin  level  was  10  gm. 
per  100  ml. 

Breast  feedings  were  resumed  on  May  31.  Three 
days  later,  on  June  2,  1966,  jaundice  had  reap- 
peared. The  serum  bilirubin  determination  showed 
a 1-minute  bilirubin  of  0.4  mg.  per  100  ml.  and  a 
30-minute  bilirubin  of  8.4  mg.  per  100  ml.  The 
hemoglobin  again  dropped  to  9.4  gm.  per  100  ml. 
The  patient  was  transfused  with  100  ml.  of  com- 
patible whole  blood.  Breast  feedings  were  discon- 
tinued and  the  Enfamil®  milk  formula  restarted. 
Jaundice  disappeared  completely  four  days  after 
breast  feedings  were  stopped.  Further  serum  bili- 
rubin determinations  were  not  ordered. 

Discussion 

About  60%  of  all  full-term  infants  dev- 
elop jaundice  of  the  unconjugated  type  about 
the  second  day  of  life.  This  jaundice  is 


usually  gone  by  the  tenth  day.  It  has  been 
termed  “physiologic  jaundice”;  is  of  a transi- 
tory type  and  rarely  bilirubin  levels  over 
14  mg  per  100  ml  are  reached.  It  is  said 
to  be  the  result  of  a delay  in  the  develop- 
ment of  the  liver  enzyme,  glucoronyl  trans- 
ferase, which  is  necessary  for  the  conjuga- 
tion of  bilirubin. 

In  some  instances  the  bilirubinemia  of 
the  newborn  may  be  more  intense  and  more 
prolonged.  Various  reasons  to  explain  this 
phenomenon  have  been  considered.  Included 
in  these,  is  the  interference  with  bilirubin 
conjugation  either  by  damaging  or  reduc- 
ing the  activity  of  the  glucoronyl  transfer- 
ase enzyme  (anoxia,  infection,  hypothermia), 
by  competing  for  or  blocking  the  enzyme 
(drugs  or  substances  requiring  glucuronic 
acid  conjugation  for  secretion),  or  leading 
to  absence  or  decreased  amounts  of  the  en- 
zyme (prematurity  or  genetic  deficiency). 

As  neonatal  jaundice  is  mostly  of  the 
unconjugated  type,  the  degree  of  increase 
of  the  serum  bilirubin  levels  will  depend 
upon  the  duration  and  severity  of  the  defi- 
ciency of  this  enzyme. 

The  syndrome  of  prolonged  neonatal  un- 
conjugated bilirubinemia  without  evidence 
of  blood  incompatibility  or  hemolysis  asso- 
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Fig.  1.  Unconjugated  bilirubin  slope  in  relation  to  breast  feedings. 


ciated  with  breast  feeding  has  recently  been 
described  and  case  reports  have  appeared 
in  the  literature  (1,2, 3, 4).  , 

In  1963  Arias  et  al  (1)  demonstrated 
the  presence  of  a factor  in  breast  milk  that 
inhibited  the  glucuronide  formation  in  vitro. 
This  factor  w*as  later  isolated,  purified,  and 
identified  as  pregnane-3  (alpha),  20  (beta)- 
diol,  an  unusual  isomer  of  pregnanediol.  This 
substance  was  isolated  from  breast  milk  of 
mothers  whose  breast  fed  infants  were  jaun- 
diced but  not  from  mothers  whose  breast 
fed  infants  were  not  icteric. 

Further  studies  have  included  the  feed- 
ing of  normal  full  term  infants  with  this 
steroid  in  doses  comparable  to  that  present 
in  inhibitary  human  milk,  resulting  in  the 
production  of  mild  unconjugated  bilirubi- 
nemia,  unrelated  to  liver  disease  (5). 

Breast-fed  infants  with  neonatal  uncon- 
jugated hiberbilirubinemia  are  otherwise 
normal.  There  is  no  laboratory  evidence  of 
hemolysis  or  blood  incompatibility.  There 
is  no  evidence  of  infection  and  the  infant 
thrives  on  breast  milk  feedings.  Jaundice 
usually  makes  its  appearance  at  the  end  of 
the  first  week  of  life  or  later  in  the  second 
week.  A few  patients  reported  in  the  litera- 


ture have  developed  jaundice  as  early  as 
the  third  or  fourth  day  of  life.  It  is  dif- 
ficult to  say  if  this  early  jaundice  was  of 
the  physiologic  type  (2).  Jaundice  is  persist- 
ent while  the  infant  is  being  breast  fed  but 
there  is  a tendency  for  the  bilirubin  levels 
to  fall  slowly.  The  average  rate  of  fall  of 
the  bilirubin  level  in  breast  fed  infants  was 
0.32  mg  per  day  (2). 

Newman  and  Gross  (3)  in  their  series 
of  11  cases  reported  prolonged  unconjugated 
bilirubinemia  during  a period  of  14-45  days 
throughout  the  course  of  breast  feeding.  Fol- 
lowing the  substitution  of  breast  feeding  by 
cow’s  milk  formulas,  the  bilirubinemia  clear- 
ed up  rapidly.  On  cessation  of  breast  feed- 
ing the  bilirubin  level  began  to  fall  within 
48  hours.  The  average  rate  of  fall  of  the 
serum  bilirubin  level  was  2.5  mg  per  day. 

Studies  done  with  colostrum  have  failed 
to  show  the  presence  of  the  inhibiting  fac- 
tor ( 1 ) . This  is  probably  the  reason  why 
jaundice  rarely  occurs  before  the  5th  day 
when  true  lactation  begins  and  becomes  ful- 
ly established. 

No  progestins  have  been  found  in  cow’s 
milk.  Normal  human  milk  is  approximately 
1 1 % inhibitory  as  reported  by  Gartner. 
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Breast  milk  of  mothers  with  icteric  breast- 
fed infants  has  shown  an  in  vitro  glucuronyl 
transferase  activity  inhibition  of  as  much  as 
85%  (3). 

It  is  important  to  keep  in  mind  the  re- 
lationship between  breast  feeding  and  the 
occurrence  of  prolonged  neonatal  unconju- 
gated jaundice.  The  serum  bilirubin  may 
attain  critical  levels  where  exchange  trans- 
fusions may  have  been  considered.  It  may  be 
worthwhile  to  discontinue  breast  feedings 
or  supplement  them  with  cow’s  milk  formula 
if  a breast-fed  infant  becomes  severely  jaun- 
diced without  apparent  liver  disease  or  he- 
molysis. 

Summary 

A breast-fed  infant  with  prolonged  uncon- 
jugated bilirubinemia  is  described.  The  cause 
and  effect  relation  between  breast  milk  and 
jaundice  in  this  patient  is  strongly  supported 
by  the  rapid  disappearance  of  the  jaundice 
when  breast  milk  was  substituted  by  a milk 
formula.  On  resuming  breast  feedings  jaun- 
dice reappeared.  A breast  milk  sample  was 
not  tested  for  glucuronyl  transferase  inhibitor. 

Resumen 

Se  describe  un  infante,  alimentado  con 
leche  materna,  quien  desarrolló  una  icteri- 
cia de  tipo  no  conjugada  de  duración  pro- 
longada. Al  sustituir  la  leche  materna  por 
una  fórmula  de  leche  de  vaca,  la  ictericia 
desapareció  para  luego  recurrir  al  reanu- 


darse la  alimentación  con  leche  materna. 
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EDITORIAL 


LA  MEDICINA  DE  ADULTOS 

Es  muy  curioso  que  tras  largos  y azarosos  siglos  de  progreso  la  medicina 
de  hoy,  en  su  parte  doctrinaria,  está  todavía  fuertemente  orientada  hacia  lo  que 
podríamos  llamar  la  medicina  de  adultos.  Es  muy  notable,  por  ejemplo,  que  en 
lo  que  concierne  a la  enseñanza,  la  tradición  ha  erigido  un  patrón  de  un  adulto 
supuestamente  maduro  y estable  como  único  punto  de  referencia  para  la  ma- 
yor parte  de  las  disciplinas  básicas.  En  la  clínica,  las  exigencias  de  una  cliente- 
la que  varía  en  edad  y etapa  de  desarrollo  ha  obligado  al  práctico  a hacer  de- 
rivaciones en  cuanto  a la  dosificación  de  los  medicamentos,  los  métodos  de  ex- 
ploración y la  interpretación  de  los  resultados,  la  orientación  psicológica,  etc.  Ob- 
viamente ni  es  lógico  ni  productivo  el  proceder  por  derivaciones.  Fue  necesa- 
rio romper  este  cerco,  esta  tradición  de  dependencia,  para  que  surgiera  la  Pedia- 
tría a fines  del  siglo  pasado  trayendo  consigo  un  gran  avance  en  la  xnedicina  de 
los  niños  y como  consecuencia  notable,  aunque  parezca  p'aradójicQ,  una  mejor 
comprensión  de  la  medicina  del  adulto. 

Todavía  en  muchos  sitios  se  enseña  la  medicina  de  adultos  para  luego  a- 
plicarla  a los  niños  y esa  parece  ser  la  orientación  de  los  nuevos  programas  de 
internado  rotatorio  propulsados  por  la  Asociación  Médica  Americana.  Todavía 
muchos  de  los  dirigentes  médicos  y para-médicos,  sobre  todo  en  los  países  subde- 
sarrollados donde  la  Pediatría  se  estableció  tarde,  piensan  subconscientemente  en 
términos  de  la  medicina  de  adultos,  y luego  la  aplican,  en  “ menor  escala”,  a 
los  problemas  de  la  niñez.  Estos  hábitos  y actitudes  son  más  bien  el  resultado  de 
atavismos  que  se  resisten  a desaparecer  que  productos  de  una  política  delibera- 
da y consciente. 

En  los  siglos  pasados  al  niño  se  le  comprendía  mal  y se  le  atendía  peor,  de 
manera  que  permanecía  al  margen  de  la  medicina  con  resultados  que  fueron  de- 
sastrosos. A pesar  de  este  bagaje  histórico  los  adelantos  de  los  últimos  cien  años 
han  establecido  que  el  niño  tiene  su  fisiolo gía  y su  personalidad  particular. 
Una  vez  conocidas  estas  particularidades  se  hizo  más  fácil  atender  al  niño  y 
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comprenderlo,  se  le  pudo  explorar  adecuadamente  en  la  clínica,  en  el  labora- 
torio y en  sus  reacciones  psicológicas.  Se  le  pudo  brindar  el  beneficio  de  las  nuevas 
técnicas  de  tratamiento  — tan  es  así,  que  muchas  de  esas  nuevas  técnicas  se 
originaron  en  Pediatría.  Se  empezó  a considerar  al  niño  tan  científicamente  como 
al  adulto.  Se  le  perdió  el  miedo  y ya  no  hubo  aquello  de  que  “era  demasiado  pe- 
queño para  operarse 

Pero  muchas  de  las  escuelas  de  medicina  no  han  cambiado  su  enfoque  a to- 
no con  estos  nuevos  factores.  La  escuela  rusa  se  ha  adaptado  con  más  rapidez  y 
decisión,  y ha  creado  tres  clases  de  escuelas  de  medicina  — una  dedicada  a 
preparar  médicos  para  niños,  otra  a preparar  médicos  para  adultos,  y otra  a en- 
señar principalmente  medicina  administrativa  y salud  pública.  No  creemos  que 
el  concepto  ruso  de  enseñar  el  cuidado  de  los  niños  en  una  escuela  de  medicina 
aparte  representa  la  solución  ideal,  aunque  sí  enfatiza  las  diferencias  entre  ni- 
ños y adultos  y llama  la  atención  hacia  las  fallas  de  los  currículos  tradiciona- 
les. El  sistema  ruso  produce  médicos  orientados  desde  el  principio  hacia  la  Pedia- 
tría, en  contraste  con  otras  escuelas  en  la  misma  Rusia  y en  el'mundo  occidental 
que  producen  médicos  orientados  hacia  la  medicina  de  adultos.  Nuestra  opinión 
es  que  las  escuelas  de  medicina  en  el  futuro  deben  evitar  esos  extremos.  Para  no 
caer  inconscientemente  en  los  errores  que  señalamos  deben  introducir  en  el  estu- 
dio de  las  ciencias  básicas  el  material  aplicable  tanto  a niños  como  a adultos, 
con  ilustraciones,  ejemplos  y consideraciones  sobre  la  anatomía,  la  fisiología,  el 
metabolismo  y la  reacción  a las  enfermedades  y a la  terapéutica  durante  las  eta- 
pas formativas  de  la  vida.  Para  orientar  la  enseñanza  de  la  Medicina  en  ese  sen- 
tido no  debiera  ser  necesario  depender  de  estudios  especiales  en  escuelas  sepa- 
radas. Bastaría  con  enfatizar  en  la  preparación  del  médico  general  que  el  feto, 
el  niño,  el  adulto,  la  mujer  encinta,  y el  viejo  no  son  fenómenos  inconexos  sino 
etapas  de  la  vida,  ligadas  entre  sí.  Todas  estas  etapas  son  dignas  de- estudio  y 
se  justifican  los  especialistas.  Pero  en  las  escuelas  de  medicina  todas ■ debieran 
ser  estudiadas  paralelamente.  Tanto  los  médicos  generales  como  los  especializa- 
dos comprenderían  mejor  a la  humanidad  si  la  visualizaran  en  conjunto,  sin 
olvidar  tampoco  que  el  hombre  en  su  crecimiento  y desarrollo  recapitula  la 
evolución  de  las  especies.  Debemos  enfocar  al  hombre  como  un  organismo,  una 
personalidad  en  continuo  cambio  y desarrollo  en  constante  interacción  con  el 
ambiente,  siempre  enmarcado  en  un  dinamismo  biológico  ancestral. 

En  resumen  hemos  querido  llamar  la  atención  hacia  el  hecho  de  que  las  for- 
mas tradicionales  de  enseñar  la  medicina,  sobre  todo  en  el  campo  de  las  cien- 
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cías  básicas,  enfatizan  de  una  manera  sutil  la  medicina  de  adultos.  Este  estado 
de  cosas  representa  más  que  una  acción  deliberada  y consciente  el  resultado  de 
una  tendencia,  tan  natural  como  las  leyes  de  la  inercia,  a no  apartarse  mucho 
del  legado  histórico  en  un  mundo  cambiante.  Pero  hay  que  moverse  a tono  con 
la  realidad  del  presente. 

Antonio  Ortiz,  M.  D. 
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NOTICIAS 


Locales 


La  Asociación  Médica  de  Puerto  Rico  está  in- 
teresada en  obtener  copias  de  los  siguientes  nú- 
meros del  Boletín: 

Años  Meses  Años  Meses 

1903  enero  a diciembre  1921  enero  a diciembre 


1904  1922 

1905  1923 

1906  ” ” ” 1924 

1907  1925 

1908  ” ” ” 1926 

1911  ” ” ” 1927 

1912  1928 

1913  ” ” ” 1942 

1915  1943 

1917  ” ” ” 1944 

1918  ” ” ” 1953  abril,  junio  y agosto 

1919  ” ” ” 1956  enero  a diciembre 

1920  1957  agosto 

1962  julio 

Aquellos  miembros  de  nuestra  matrícula  que 
tengan  estos  volúmenes  y deseen  donárselos  a la 
Asociación  Médica,  favor  de  comunicarse  con  el  Sr. 
Eulogio  Bermúdez  Vélez,  Secretario  de  Redacción. 


NUMERO  DE  ZONA  POSTAL 
Efectivo  el  1 de  enero  de  1967  es  mandatorio 
incluir  el  número  de  zona  postal  en  todas  las  di- 
recciones. Aquéllas  que  no  lo  tengan  no  recibi- 
rán el  Boletín. 


Agradeceremos,  por  lo  tanto,  a nuestros  co- 
rrespondientes de  quienes  no  tenemos  su  número 
de  zona  postal,  nos  lo  suministren  para  comple- 
tar sus  direcciones,  de  manera  que  puedan  seguir 
recibiendo  el  Boletín  en  adelante. 


SERVICIO  DE  BIBLIOTECA 

La  Sra.  Lillian  Casas  de  López,  bibliotecaria 
de  la  Escuela  de  Medicina,  nos  informa  que  las 
facilidades  de  esa  dependencia  están  dispuestas 
para  el  uso  de  los  médicos  que  residen  en  el  área 
metropolitana.  Los  médicos  de  otros  puntos  de 
la  isla  pueden  usar  el  servicio  de  fotocopias  y las 
facilidades  de  la  Biblioteca  Nacional  de  Medicina. 

Enumeramos  las  reglas  más  importantes  que 
rigen  los  servicios  de  la  biblioteca: 

1.  Todo  médico  que  desee  hacer  uso  de  la  bi- 
blioteca deberá  completar  una  tarjeta  de 
identificación. 

2.  Los  libros  se  prestan  por  un  mes,  sin  ex- 
cepciones, y se  pueden  renovar  una  vez  si 
no  han  sido  reservados  por  otra  persona.  Nin- 
guna persona  puede  tener  más  de  siete  li- 
bros fuera  al  mismo  tiempo. 

3.  Las  revistas  encaudernadas  se  prestan  por 
dos  semanas,  y se  renuevan  como  los  libros. 

4.  Las  revistas  sin  encuadernar  se  prestan  por 
un  día  solamente  y no  se  renuevan. 

5.  Los  últimos  números  de  las  revistas  no 
circulan  fuera  de  la  biblioteca,  excepto  en 
caso  verdaderamente  necesario. 

6.  Los  libros  de  referencia  (incluyendo  diccioT 
narios,  enciclopedias  y otros  libros  genera- 
les) no  circulan  fuera. 

7.  El  material  listo  y "preparado  para  encua- 
dernar no  se  prestará  para  fuera. 

8.  A nadie  le  está  permitido  sacar  libros,  re- 
vistas, u otro  material  sin  dejar  un  recibo 
firmado  por  el  mismo. 

9.  La  persona  que  firma  por  un  libro,  revista 
u otro  material,  será  responsable  por  él.  Evi- 
te pasar  a otra  persona  libros  sacados  por 
usted:  Libros  o revistas  perdidos  serán  co- 
brados según  su  valor  actual.  Si  éste  no  se 
puede  determinar  se  cobrará  $5.00.  Libros 
rotos  o mutilados  se  cobrarán  también. 

.10.  Se  pueden  obtener  copias  fotostáticas  (Xe- 
rox) de  artículos  en  libros  o revistas  a un 
costo  de  20(  la  página. 

Cualquier-  información  adicional  sobre  este 
servicio  se  puede  obtener  de  la  Sra.  Casas  de 
López. 
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Nacionales 

AMERICAN  MEDICAL  WRITERS 
ASSOCIATION 

The  American  Medical  Writers'  Association 
announces  the  publication  of  a Directory  of  Free- 
Lance  Writers,  Editors  and  Researchers,  prepared 
by  the  Special  Committee  on  Free-Lance  Work, 
under  the  chairmanship  of  Ed  F.  Lindner.  It  is 
the  first  directory  to  list  specialists  in  the  many 
areas  of  medical  communication,  who  are  available 
for  Free-Lance  work.  The  listings  give  name  and 
address;  type  of  service,  whether  writing,  editing, 
researching;  and  field  of  specialization,  like  legal, 
dental,  nutrition,  pharmaceutical  companies,  ad- 
vertising agencies. 

In  addition  to  listing  qualified  and  experienced 
writers,  editors,  and  researchers  who  are  available 
for  Free-Lance  assignments,  this  valuable  Directory 
contains  a Guide  to  the  Use  of  Free-Lance  Talent. 
The  guide  explains  the  several  reasons  for  using 
free-lance  talent;  how  to  select— with  the  aid  of 
the  Directory — a person  well  suited  to  the  as- 
signment; and  the  importance  of  describing  care- 
fully the  assignment  with  regard  to  what  is  wanted, 
time  deadlines,  and  fees.  There  is  a special  section 
on  the  several  factors  to  consider  in  determining 
a fair  and  equitable  fee. 

Hopefully,  the  American  Medical  Writers’  As- 
sociation Directory  will  help  users  of  Free-Lance 
medical  writing  talent  choose  a person  interested 
in  the  project  and  qualified  to  do  a professional 
job  of  high  competence.  Directory  available  on  re- 
quest from  American  Medical  Writers’  Association, 
2000  P Street,  N.  W.,  Washington,  D.C.,  20036. 

NATIONAL  MEDICOLEGAL  SYMPOSIUM 

Miami  Beach  has  been  selected  as  the  site 
for  the  1967  National  Medicolegal  Symposium  joint- 
ly sponsored  by  the  American  Medical  Association 
and  the  American  Bar  Association. 

To  be  held  at  the  Fontainebleau  Hotel  March 
9-11,  the  meeting  is  one  of  the  most  significant 
on  medicine  and  the  law  and  is  expected  to  be  at- 
tended by  2,000  physicians  and  lawyers. 

The  national  forum  promotes  mutual  know- 
ledge, appreciation,  and  understanding  between 
the  two  professions.  It  affords  an  opportunity  for 
lawyers  and  doctors  to  discuss  matters  of  com- 
mon interest  and  to  seek  solutions  for  interprofes- 


sional differences. 

Outstanding  spokesmen  of  both  professions  will 
present  stimulating  and  enlightening  information 
and  opinion  on  four  major  subject  areas  with  17 
specific  topics.  Subject  areas  are: 

- — Roadblocks  in  interprofessional  communica- 
tions. 

—The  physician  as  a client. 

- — Legal  rights  of  the  'mentally  ill. 

— Legal  therapy  for  health-care  problems. 

Among  the  topics  are  compulsory  court  at- 
tendance, compensation  for  the  medical  witness, 
medical  evidence  in  jury  trial,  “battered  child” 
laws,  and  combatting  health-care  frauds. 

The  meeting  will  start  at  1 p.m.  Thursday, 
March  9 and  will  conclude  at  noon  Saturday, 
March  II. 

Registration  fee,  which  includes  a reception 
and  a copy  of  the  proceedings,  is  S30.00. 

Advance  registration  and  additional  informa- 
tion may  be  obtained  by  writing  Law  Division, 
American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois.  60610. 

SYMPOSIUM 

Jan.  12-14.  Symposium  on  Forensic  Medicine:  The 
Doctor  and  the  Lau>.  Mound  Park  Hospital  Foun- 
dation, Department  of  Medical  Education  of 
the  Mound  Park  Hospital,  Bay  Pines  V.  A. 
Hospital,  Pinellas  Country  Medical  Society,  Stet- 
son University  College  of  Law,  University  of 
Florida  Colleges  of  Medicine  and  Law,  American 
Academy  of  General  Practice.  The  Foundation 
reserves  the  right  to  limit  registration.  Fee,  $40. 
Eighteen  accredited  hours  by  the  American  Aca- 
demy of  General  Practice. 

Address  Forensic  Medicine,  Mound  Park  Hospital 
Foundation,  Inc.,  St.  Petersburg,  Florida  33701. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
POSTGRADUATE  COURSES 

Jan.  16-20  — Basic  Mechanisms  of  Renal  Disease, 
Cornell  University  Medical  Center,  and  New 
York  Hospital,  New  York,  N.  Y.;  E.  Lovell  Becker, 
M.D.,  F.A.C.P.,  and  George  W.  Frimpter,  M.D., 
F.A.C.P.,  Co-directors. 

Jan.  23-21  — Current  Concepts  in  Blood  Disease, 
University  of  Miami  School  of  Medicine  to  be 
held  at  the  Fontainebleau  Hotel,  Miami  Beach, 
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Fla.;  William  J.  Harrington,  M.D.,  F.A.C.P., 
Director. 

Jan.  30  — Feb.  3 — Newer  Aspects  of  Experimental 
and  Clinical  Allergy,  Harvard  University  Medical 
School,  to  be  held  at  the  Sheraton-Boston  Hotel, 
Boston,  Mass.;  Francis  C.  Lowell,  M.D.,  F.A.C.P., 
Director;  Sidney  Leskowitz,  Ph.D.,  and  K.  Frank 
Austen,  M.D.,  F.A.C.P.,  Co-directors. 

Feb.  6-10  — Biochemical"  Mechanisms  in  Internal 
Medicine,  Washington  University  School  of  Me- 
dicine, St.  Louis,  Mo.;  Carl  V.  Moore,  M.D., 
F.A.C.P.,  Sol  Sherry,  M.D.,  F.A.C.P.,  and  William 
Daughaday,  M.D.,  Co-directors. 

Feb.  27  — Mar.  3 — Arthritis  and  Related  Disor- 
ders, New  York  University  Medical  Center,  New 
York,  N.Y.;  Currier  McEwen,  M.D.,  F.A.C.P.,  and 
Edward  F.  Fíartung,  M.D.,  Co-directors. 

Mar.  6-10  — Recent  Advances  in  Cardiovascular 
Disease,  The  Mount  Sinai  Medical  Center,  New 
York,  N.Y.;  Charles  K.  Friedberg,  M.D.,  F.A.C.P., 
Director. 

Mar.  13-17  — Physiological  Aspects  of  Cardiopul- 
monary Disease,  Yale  University-New  Haven  Me- 
dical Center,  New  Haven,  Conn,;  Frank  D.  Gray, 
M.D.,  F.A.C.P.,  Director;  Donald  F.  Egan,  M.D., 
Co-director. 

Mar.  20-24  — Fundamental  Concepts  of  Gastroen- 
terology, University  of  Michigan  Medical  Center, 
Ann  Arbor,  Mich.;  H.M.  Pollard,  M.D.,  F.A.C.P., 
Director. 


Mar.  27-31  — Psychiatry  for  the  Internist,  Wayne 
State  University  School  of  Medicine,  (Lafayette 
Clinic)  Detroit,  Mich.;  Paul  Lowinger,  M.D., 
Director;  Victor  Bloom,  M.D.,  Co-director. 

Internacionales 

REUNIONES 

Jan.  2-6  — Asia  and  Oceania  Congress  of  Endo- 
crinology (3rd)  , Manila,  Philippines.  Secretariat, 
c/o  Department  of  Physiology,  College  of  Me- 
dicine, University  of  Philippines,  Herran  St., 
Manila,  Philippines. 

Jan.  19-22  — Association  of  Physicians  of  India 
(Joint  Annual  Conference — 22nd)  , Ahmedabad, 
Gujarat,  India.  Dr.  S.  C.  Kusumgar,  Ahmedabad 
Medical  Society,  Ashram  Rd„  Ahmedabad  9, 
Gujarat,  India. 

Mar.  27-30  — International  Congress  of  Life  As- 
surance Medicine,  Tel  Aviv,  Israel.  Secretariat, 
Box  240,  Tel  Aviv,  Israel. 

Apr.  4-7  Chest  and  Heart  Association  (Interna- 

tional Conference)  , Eastbourne,  England.  Miss 
Hilda  Walsh,  The  Chest  and  Héart  Association, 
Tavistock  House  North,  Tavistock  Square,  Lon- 
don, W.  C.  1,  England,  Conf.  Sec’y. 

Apr.  9-13  Eighth  conference  of  the  Internation- 

al Planned  Parenthood  Federation,  Santiago, 
Chile. 


Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación  artículos 
relativos  a medicina  y cirugía  y las  ciencias  afines. 
Igualmente  acepta  artículos  especiales  y correspon- 
dencia que  pudiera  ser  de  interés  general  para  la 
profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  condición 
de  que  se  publicará  únicamente  en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta 
Editora  y del  impresor,  se  requiere  de  los  autores 
que  sigan  las  siguientes  instrucciones: 

a)  Los  trabajos  deberán  estar  escritos  a máquina 
a doble  espacio  y por  un  solo  lado  de  cada  página, 
en  duplicado  y con  amplio  margen. 

b)  En  página  separada  debe  incluirse  lo  si- 
guiente: título  (no  excediendo  de  80  letras  y es- 
pacios) , nombre  del  autor  (es)  , institución  y di- 
rección postal  del  autor. 

c)  Artículos  referentes  a resultados  de  estudios 
clínicos  o investigaciones  de  laboratorio  deben  or- 
ganizarse bajo  los  siguientes  encabezamientos:  (1) 
introducción,  (2)  material  y métodos,  (3)  resul- 
tados, (4)  discusión,  (5)  resumen  (en  español  e 
inglés)  , y (6)  referencias. 

d)  Artículos  referentes  a estudios  de  casos  ais- 
lados deben  organizarse  en  la  siguiente  forma: 
(1)  introducción,  (2)  observaciones  del  caso,  (3) 
discusión,  (4)  resumen  (en  español  e inglés)  , (5) 
referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas  deben 
aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar  como 
una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de  los 
medicamentos.  Podrán  usarse  también  los  nombres 
comerciales,  entre  paréntesis,  si  así  se  desea. 

h)  Se  usará  con  preferencia  el  sistema  métrico 
de  pesos  y medidas. 

i)  Las  fe  ografías  y microfotografías  se  some- 
terán como  copias  en  papel  de  lustre  sin  montar. 
Los  dibujos  y gráficas  deben  prepararse  a tinta 
negra  y en  papel  blanco.  Todas  las  ilustraciones 
deben  estar  numeradas  (números  arábigos)  e in- 
dicar la  parte  superior  de  las  mismas.  Debe  es- 
cribirse una  leyenda  para  cada  ilustración. 

j)  Las  referencias  deben  ser  numeradas  suce- 
sivamente de  acuerdo  con  su  aparición  en  el  texto. 
Los  siguientes  ejemplos  pueden  servir  de  modelo: 

6.  Koppi.sch,  E.  Pathology  of  arteriosclerosis. 


Bol.  Asoc.  Med.  P.  Rico  46:  505,  1954. 
(artículo  de  revista)  . 

4.  Wintrobe,  AL  Ai.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadelphia, 
1952,  p.  67.  (libro)  . 

Deben  usarse  solamente  las  abreviaturas  indicadas 
en  el  Cumulative  Index  Medicus  que  publica  la 
Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  medicine 
surgery  and  allied  medical  sciences.  Special  articles 
and  correspondence  on  subjects  of  general  interest 
to  physicians  will  also  be  accepted.  All  material  is 
accepted  with  the  understanding  that  it  is  to  be 
published  solely  in  this  journal. 

In  order  to  facilitate  review  of  the  article  by  the 
Editorial  Board  and  the  work  of  the  printer,  the 
authors  must  conform  with  the  following  instruc- 
tions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  80  characters  and 
spaces)  , author’s  name  (s)  ; institution,  and  author’s 
mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be  or- 
ganized under  the  following  headings:  (1)  intro- 
duction, (2)  material  and  methods,  (3)  results, 
(4)  discussion,  (5)  summary  in  English  and  Spa- 
nish, (6)  references. 

d)  Case  reports  will  include  (1)  introduction, 
(2)  description  of  the  case,  (3)  discussion,  (4) 
summary  in  English  and  Spanish,  (5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a meet- 
ing, the  place  and  date  should  be  stated  as  a 
footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthesis, 
if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 

i)  Photographs  and  photomicrographs  should 
be  submitted  as  glossy  prints,  unmounted.  Draw- 
ings and  graphs  should  be  made  in  black  ink  on 


white  paper.  All  illustrations  should  be  numbered 
(Arabic)  and  the  top  indicated.  A legend  should 
be  given  for  each. 

j)  References  should  be  numbered  serially  as 
they  appear  in  the  text.  The  following  form  will 
be  used: 

6.  Koppisch,  E.  Pathology  of  arteriosclerosis. 

Bol.  Asoc.  Med.  P.  Rico  46:505.  1954.  (for 


journal  articles)  . 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadelphia, 
1952,  p.  67,  (for  books)  . 

Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


PSYCHIATRY  RESIDENCY  TRAINING 

Available  to  qualified  physicians  with  licences 
to  practice  in  Puerto  Rico.  Program  fully  accredited 
for  1,  2 or  3 years  of  psychiatry  residency.  Train- 
ing takes  place  on  the  193  bed  Psychiatry  Service 
of  a 920  bed  general  Veterans  Administration  Hos- 
pital in  metropolitan  Boston,  Mass.,  and  in  five 
university-affiliated  Outpatient  Clinics  for  adults 
and  children.  Full  range  of  treatment  resources 
offered  by  excellent  full-time,  part-time  and  con- 
sultant staff.  Starting  salary  up  to  $12,873  per  year, 
depending  on  qualifications  and  experience.  Write: 
Dr.  David  M.  Holmes,  VA  Hospital,  150  So.  Hun- 
tington Ave.,  Boston,  Mass.  02130. 

BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico 
esta  semana.  Sea  humanitario.  Done  sus  ojos. 
Envíe  su  contribución. 


¡PIENSE  EN  EL  DIA  MENOS  PENSADO! 

¿QUIEN  LE  ASEGURA  QUE  UN  ACCIDENTE  O ENFERMEDAD  NO  LE  OCASIONARA  UN  DESCALABRO  ECONOMICO? 

LA  SSS  LE  ASEGURA  PROTECCION  A SU  SALUD.. .¡Y  A SU  PRESUPUESTO! 


La  SSS  — Seguros  de  Servicios  de  Salud — es  la  más  completa  protección  médica 
para  personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una 
módica  prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  al  momento 
todos  los  servicios  indispensables  con  el  médico,  hospital  o laboratorio  de  su 
selección.  La  SSS  pone  a su  disposición  to- 
das las  ventajas  de  la  medicina  privada,  a tra- 
vés de  873  médicos  participantes,  31  hospi- 
tales y 40  laboratorios.  Algunos  de  nuestros 
planes  incluyen  hasta  servicios  dentales,  con 
240  dentistas  asociados.  Para  más  detalles, 
llene  el  cupón  que  p'ublicamos  aquí  y envíelo 
a la  dirección  que  aparece  en  el  mismo.  Tam- 
bién puede  visitar  nuestras  oficinas  o lla- 
mar a los  teléfonos:  724-3737  en  San  Juan, 

878-1248  en  Arecibo,  842-7367  en  Ponce  y 
832-6942  en  Mayagüez. 
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LA  SSS  LE  DA  TRIPLE  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 
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When  breast  feeding  is  not  feasible  . . . 

SI  Ml  LAC8 

a close  nutritional  equivalent  to  the 
milk  of  a healthy,  well-nourished  mother 

The  proportions  of  fat,  lactose  and  protein  in  Similac  are  close  to  breast 
milk.  Vitamins  are  built  in.  Exceptional  digestibility  assures  minimum  upset. 
Stooling  resembles  that  of  breast-fed  infants. 

An  ideal  only  feeding,  from  birth  to  weaning.  A supplement  when  mother’s 
milk  supply  is  short,  or  she  needs  an  uninterrupted  night’s  sleep. 

Also:  Similac  With  Iron®— when  iron  supplementation  is  indicated. 


ABBOTT  LABORATORIES  PUERTO  RICO,  INC. 

BOX  7278  BO.  OBRERO  STA.  • CALLE  CAYEY  ESQ.  WM.  JONES 
MARTIN  PEÑA  PARADA  • SANTURCE,  P.R. 
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(PHENFORMIN  HQ) 


ALONE  PROVIDES  4 
METABOLIC  BENEFITS  FOR  MOST 
STABLE  ADULT  DIABETICS 


■ Lowers  blood  sugar  without  increasing  lipogenesis 

since  it  stimulates  only  non-lipogenic  glycolysis. 

■ Increases  muscle  glucose  utilization  since  it  pro- 
motes increased  entry  of  glucose  into  skeletal  muscles. 

■ Reduces  insulin  oversecretion  since  it  acts  independ- 
ently of  the  islet  cells  to  reduce  the  hyperglycemic  stim- 
ulus to  oversecretion. 


■ Promotes  gradual  weight  loss  since  it  reduces  the 
high  blood  insulin  levels  which  suppress  lipolysis  and 
could  continue  accelerating  lipogenesis.  Although  ano- 
rexia has  been  suggested  as  a possible  basis  for  weight 
loss,  controlled  studies  do  not  support  this.  In  nondia- 
betic subjects  who  are  overweight,  comparable  doses  of 
DBI-TD  do  not  induce  weight  loss  or  lower  biuod  sugar. 


PRESCRIBE  DBI-TD  AS  YOUR  DRUG  OF  FIRST  CHOICE 
FOR  THE  4 OUT  OF  5 STABLE  ADULT  DIABETICS 
WHO  ARE  OVERWEIGHT  AND  DIET- UNRESPONSIVE 


MULTIPLE  DEFECTS  IN  CARBOHYDRATE 
METABOLISM  IN  DIABETES  MELLITUS 

Hyperglycemia  is  only  one  aspect  of  the  diabetic  patient’s  metabolic 
problem,  for  recent  research  has  revealed  a series  of  disturbances 
interrelated  with  carbohydrate  metabolism  in  the  typical  stable  adult 
diabetic. 

Reporting  that  stable  adult  diabetics  who  are  overweight  usually 
secrete  more  insulin  postprandially  than  a normal  nondiabetic,  inves- 
tigators also  found  an  inability  of  this  insulin  to  transport  glucose 
into  skeletal  muscle.  However,  this  ability  is  retained  for  adipose 
tissue  where  glucose  is  converted  to  storage  fat.  Four  metabolic  aber- 
rations ensue— 


underutilization  of  glucose  in  skeletal  muscles,  leading  to... 

hyperglycemia,  which  acts  as  a continuing  stimulus  to  the  patient’s 
islet  cells,  causing... 

oversecretion  of  insulin,  the  high  levels  of  which  result  in . . . 

body  weight  gains  and  resistance  to  weight  loss  because  of 
accelerated  conversion  of  glucose  to  storage  fat  and  suppression  of 
fat  mobilization. 

Although  all  oral  hypoglycemic  agents  lower  blood  sugar,  DBI-TD 
alone  provides  four-way  action  to  compensate  for  these  multiple 
defects  in  carbohydrate  metabolism. 


(PHENFORMIN  HCI) 


timed-disintegration  capsules  50  mg. 


See  next  page  for  information  on  dosage,  side  effects,  precautions, 
contraindications,  and  pregnancy  warning. 
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timed-disintegration  capsules  50  mg. 


PRESCRIBE  AS  YOUR  DRUG  OF  FIRST  CHOICE  FOR 
THE  4 OUT  OF  5 STABLE  ADULT  DIABETICS 
WHO  ARE  OVERWEIGHT  AND  DIET- UNRESPONSIVE 


Dosage:  1 to  3 capsules  daily.  Side  Effects:  Gas- 
trointestinal, occurring  more  often  at  higher 
dosage  levels,  abate  promptly  upon  dosage 
reduction  or  temporary  withdrawal.  Precau- 
tions: Occasionally  an  insulin-dependent  pa- 
tient will  show  “starvation”  ketosis  (aceto- 
nuria  without  hyperglycemia)  which  must  be 
differentiated  from  “insulin-lack”  ketosis 
which  is  accompanied  by  acidosis,  and  treated 
accordingly.  Lactic  acidosis  has  been  reported 
in  nondiabetics  and  diabetics  treated  with  in- 
sulin, with  diet,  and  with  DBI.  Question  has 
arisen  regarding  possible  contribution  of  DBI 
to  lactic  acidosis  in  patients  with  renal  im- 
pairment and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial 
or  bowel  infarction.  Periodic  B.U.N.  deter- 
minations should  be  made  when  DBI  is 
administered  in  the  presence  of  chronic  renal 
disease.  DBI  should  not  be  used  when  there  is 
significant  azotemia.  Any  cardiovascular 
lesion  that  could  result  in  severe  or  sustained 
hypotension,  which  may  itself  lead  to  develop- 
ment of  lactic  acidosis,  should  be  considered 
cause  for  immediate  discontinuation  of  DBI 
at  least  until  normal  blood  pressure  has  been 
restored  and  is  maintained  without  vasopres- 
sors. Should  lactic  acidosis  occur  from  any 
cause,  vigorous  attempts  should  be  made  to 
correct  circulatory  collapse,  tissue  hypoxia, 
and  pH.  Contraindications:  Severe  hepatic  dis- 
ease, renal  disease  with  uremia,  cardiovascu- 
lar collapse.  Not  recommended  without  insulin 
in  acute  complications  of  diabetes  (metabolic 
acidosis,  coma,  severe  infections,  gangrene, 
surgery).  Pregnancy  Warning:  During  preg- 
nancy, until  safety  is  proved,  use  of  DBI,  like 
other  oral  hypoglycemic  drugs,  is  to  be 
avoided. 

Also  available:  DBI  tablets  25  mg. 

Consult  product  brochure. 

U.S.  VITAMIN  & PHARMACEUTICAL  CORP. 

800  Second  Avenue,  New  York,  N.Y.  10017 


Producers  of  ARLIDIN  (nylidrin  HCI) 
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a major  new  broad-spectrum  antibiotic  with 
advantages  of  special  benefit  in  the  physician’s 
daily  practice  because  it  provides  greater  intensity 
of  activity  against  some  of  the  most  frequently 
encountered  bacterial  pathogens.  Rondomycin 
adds  depth  to  true  broad-spectrum  activity. . . over 
90%  success  rate  in  respiratory  tract,  acute 
urinary  tract,  and  skin  and  soft-tissue  infections. 


Rx  FOR  ADULTS 

Rx  FOR  CHILDREN 

<8 

1‘lnrr 

150  mg.  capsule 

300  mg.  capsule 

75  mg.^5  cc.  syrup 

one  q.i.d. 

one  b.i.d. 

3-6  mg. /lb. /day 

or  two  b.i.d. 

in  divided  dosage 

Bottles 

Bottles  of  50 

Bottles 

of  16  and  100 

of  2 oz.  and  1 pint 

Contraindicated:  in  individuals  hypersensitive  to 
methacyciine. 

Warning:  In  the  presence  of  renal  dysfunction,  reduce 
usual  oral  dosage  and  consider  serum  level  determi- 
nations to  avoid  liver  damage. 

Discoloration  of  developing  teeth  may  occur  al- 
though such  toothstaining  has  not  been  reported  with 
methacyciine  to  date. 

In  certain  hypersensitive  individuals  treated  with 
methacyciine,  exposure  to  direct  sunlight  may  precipi- 
tate a photodynamic  reaction.  Such  reactions  have  not 
been  reported  with  Rondomycin  to  date.  In  individuals 
with  a history  of  photoailergic  reactions  to  tetracy- 
clines, exposure  to  direct  sunlight  should  be  avoided 
and  treatment  should  be  discontinued  at  first  evi- 
dence of  skin  discomfort. 

Precautions:  As  with  any  a nt ; biotic,  overgrowth  of  non- 
susceptible  organisms  may  occasionally  occur.  If  such 
superinfections  are  encountered,  Rondomycin  should 
be  discontinued  and  replaced  by  appropriate  therapy. 

Before  treatment  of  gonorrhea,  if  concomitant  syphi- 


lis is  suspected,  a darkfield  examination  should  be 
made  of  any  lesion  and  serological  tests  for  syphilis 
should  be  made  monthly  for  at  least  three  months 
afterwards. 

Increased  intracranial  pressure  has  occurred  occa- 
sionally in  infants  treated  with  methacyciine  but  has 
disappeared  promptly  and  without  sequelae,  once  ther- 
apy was  discontinued. 

Adverse  Reactions:  Glossitis,  stomatitis,  proctitis,  nau- 
sea, diarrhea,  vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur  rarely.  If  adverse  reactions,  individual 
idiosyncrasy,  or  allergy  occur,  discontinue  medication. 
Supply:  Rondomycin  (methacyciine)  is  available  as 
150  mg.  capsules  containing  150  mg.  methacyciine 
HCI  equivalent  to  140  mg.  of  base  and  300  mg.  cap- 
sules containing  300  mg,  of  methacyciine  HCI  equiva- 
lent to  280  mg.  of  base.  Rondomycin  syrup  contains 
75  mg.  per  5 cc.  of  methacyciine  HCI  equivalent  to 
70  mg.  per  5 cc.  of  base. 

More  detailed  prolessional  Information  available  on 
request. 


Science  for  the  world's 


well-being « ! 


Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Therapeutic  results  are  still  unsurpassed; 


they  provide  more  Highly 
idividualized  therapy  with  more 
flexible  dosage,  for  more 
patients  ; there  is  only  minima] 


disturbance  of  the 


patient’s  salt-and  water 


balance,  with  only 


negligible  loss  of  calcium 


mood  changes  are  rare 


there  is  no  voracious 


appetite  with  excessive 
weight  gain,  and  only  a 

low  incidence  of  peptic  ulcer 
id  compression  fracture. 


Why  doctors  are  prescribing  with  confidence 

Th®Arístocort*Fsimá 

TRIAMCINOLONE  LEDERLE 

for  patients  ivith  rheumatoid  arthritis,  bronchial  asthma  and  other 
respiratory  allergies,  inflammatory  and  allergic  skin  disorders,  and 
other  conditions  requiring  steroids 

For  an  authoritative  discussion  of  the  properties  of  ARISTOCORT  see 
the  A VM.  A.  Council  on  Drugs  report  in  J. A. M. A.  169:257  (Jan.  18)  1959 


ARISTOCORT  Triamcinolone  Tablets  1 mg.  scored  (yellow);  2 mg.  scored  (pink);  4 mg. 
scored  (white);  16  mg.  scored  (white)  • ARISTOCORT  Triamcinolone  Diacetale  SYRUP 
ARISTOCORT  Triamcinolone  Acetonide  0.1%  Cream  and  OINTMENT  To  bes  of  5 Cm.  and 
1 5 Gm.  • ARISTOMIN®  Steroid-Antihistamine  Compound  CAPSULES  • NEO-ARISTOCORT® 
Neomycin-Triamcinolone  Acetonide  0.1%  Eye-Ear  Ointment  Tubes  of  '/a  oz.  • ARISTO 
GESIC®  Steroid-Analgesic  Compound  CAPSULES  1 ARISTOCORT  Triamcinolone  Diacetate 
PARENTERAL  Vials  of  5 cc.  (25  mg./cc.  micronized  for  intra-articular  and  intrasynovial  injection) 


LEDERLE  LABORATORIES,  A Divisionot  AMERICAN  CYANAMID  COMPAN  Y,  Pearl  River, N.Y. 


CYANAMID  BORINQUEN  CORPORATION 
Lederle  Laboratories  Dept. 

Santurce,  P.  R. 
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LA  SSS  LE  ASEGURA  PROTECCION  A MADRE  Y CRIATURA  i Y TAMBIEN  A SU  PRESUPUESTO! 


LA  SSS  LE  DA 


La  SSS  — Seguros  de  Servicios  de  Salud — es  la  más  completa  protección  para 
personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una  módica 
prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  todos  los  servicios 
indispensables  con  el  médico,  hospital  o laboratorio  de  su  selección.  Los  servicios 
de  maternidad  de  la  SSS  cubren  práctica- 
mente todos  los  gastos  desde  el  momento  en  

que  la  madre  ingresa  al  hospital.  La  SSS  pone  T 
a su  disposición  todas  las  ventajas  de  la  me-  ¡ STf Wo1.215,  Sa",ura 

dicina  privada,  a través  de  873  médicos  y i parada  22.  santurce 

especialistas,  31  hospitales  y 40  laboratorios.  1 señores 

Algunos  de  nuestros  planes  incluyen  hasta  ! favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 

servicios  dentales,  con  240  dentistas  asocia-  1 sus  ‘“'“''f'05  Pa,a  ml 

dos.  Para  más  detalles,  llene  el  cupón  que  1 nombre 

publicamos  aqui  y envíelo  a la  dirección  que  ! dirección 

aparece  en  el  mismo.  También  puede  visitar  1 (cane  y numero,  o apartado) 

nuestras  oficinas  o llamar  a los  teléfonos:  ' ciudad  o pueblo zip  code 

724-3737  en  San  Juan,  878-1248  en  Arecibo,  , ¡ 

842-7367  en  Ponce  y 832-6942  en  Mayagüez. 

TRIPLE  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 
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EPIDEMIOLOGY  OF  CANCER 
OF  THE  ESOPHAGUS 
IN  PUERTO  RICO  1950-1964 


Isidro  Martínez,  M.  D. 


This  is  a study  of  the  epidemiology  of 
esophageal  carcinoma  in  Puerto  Rico  for  the 
period  1950  to  1964.  It  supplements  a pre- 
viously published  paper  ( 1 ) . 

The  3,315  sq.  miles  of  the  Island  of 
Puerto  Rico  are  inhabited  by  2,625,000  peo- 
ple. Fifty-three  percent  are  younger  than  20 
years,  and  6.7%  are  60  years  or  older,  with 
a median  age  of  18.5  years. 

Since  1957  cancer  has  become  the  second 
leading  cause  of  death  in  Puerto  Rico.  From 
1940  to  the  present,  cancer  of  the  digestive 
system  has  shown  the  greatest  mortality  rate 
of  all  malignant  diseases,  and  since  1950 
esophageal  cancer  mortality  rate  has  ranked 
second.  In  1940,  31  deaths  from  cancer  of 
the  esophagus  were  reported  as  compared 
with  215  deaths  in  1964. 

The  data  presented  here  includes  the 
analysis  of  2,204  death  certificates  for  per- 
sons dying  of  cancer  of  the  esophagus,  re- 
ported to  the  Demographic  Registry  and 
2,625  records  of  cases  of  cancer  of  the  esopha- 
gus reported  to  the  Central  Cancer  Registry 
of  the  Division  of  Cancer  Control  of  the  De- 
partment of  Health  from  1950  to  1964.  The 
Demographic  Registry  obtains  information 

From  the  Central  Cancer  Registry,  Division 
of  Cancer  Control,  Department  of  Health,  San- 
turce,  Puerto  Rico. 

Accepted  for  printed  presentation  at  the  9th 
International  Cancer  Congress  held  in  Tokyo, 
October  23-29,  1966. 


about  all  deaths  occurring  in  Puerto  Rico 
as  burial  is  not  allowed  without  a death  cer- 
tificate duly  signed  by  a physician.  The  Cen- 
tral Cancer  Registry  has  the  responsibility  of 
analyzing  and  providing  follow-up  for  cancer 
cases  diagnosed  by  physicians  in  all  hospitals, 
clinics  and  private  offices.  The  Registry  oper- 
ates under  legislation  which  enforces  the  re- 
porting of  cancer  cases;  in  addition  it  main- 
tains a systematic  search  for  unreported  cases 
by  performing  an  annual  check  of  all  pathol- 
ogists’ registries,  admission  departments  and 
record  libraries  of  all  hospitals  in  the  island. 

Sixty-seven  percent  of  all  esophageal  car- 
cinoma cases  were  microscopically  confirm- 
ed. In  addition  11.59%  were  diagnosed  by 
either  exploratory  thoracotomy  without  biop- 
sy, by  X-ray  or  by  necropsy  without  biopsy. 
Seventy-eight  and  one  half  percent  were  thus 
diagnosed  by  objective  methods  while  only 
21.5%  of  the  cases  were  diagnosed  clinically. 

International  comparison:  In  1960,  we 
compared  the  incidence  and  mortality  from 
cancer  of  the  esophagus  in  Puerto  Rico  with 
those  of  other  countries,  and  we  discovered 
that  the  mortality  from  cancer  of  the  esoph- 
agus in  Puerto  Rico  was  the  highest  among 
24  countries  (2,  3,  4).  This  unusual  mortality 
rate  has  increased  along  the  years.  Puerto 
Rican  men  ranked  first  among  these  24  coun- 
tries from  1956  up  to  1961.  Before  that  period 
their  mortality  from  this  condition  was  second 
only  to  that  for  France  and  Switzerland.  Mor- 
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tality  from  this  cancer  site  in  Puerto  Rican 
women  was  second  only  to  that  for  Finland 
during  1958  and  1959,  but  during  1960- 
61  it  also  took  the  lead.  (Fig.  1)  A recent 
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Fig.  1:  Age-adjusted  mortality  rates  from  can- 
cer of  the  esophagus  among  25  countries,  1960-61 


comparison  with  some  of  the  Caribbean 
countries  showed  that  Puerto  Rico  also 
ranked  first  in  mortality  from  cancer  of  the 
esophagus  (5,  6,  7). 

Demographic  Factors  Accounting  for  the 
Increasing  Number  of  Cases:  The  growth 
and  aging  of  the  Puerto  Rican  population 
were  not  the  main  causes  for  the  increasing 
number  of  cases  of  cancer  of  the  esophagus 
in  the  island  during  the  period  of  this  study. 
There  was  a significant  residual  increase  of 
cases  in  men,  since  the  demographic  factors 
are  responsible  for  only  a minor  part  of  the 
total  increase  in  cases.  (Fig.  2 and  3) 


Fig.  2:  Demographic  factors  accounting  for  the-" 
increasing  number  of  cases  of  cancer  of  the  esoph- 
agus in  male  Puerto  Ricans,  1950-64.  (A)  Cancer 
cases  in  1950;  (B)  Increase  due  to  growth  in 

population;  (C)  Increase  due  to  aging  of  the 
population;  and  (D)  Residual  increase. 


Fig.  3:  Demographic  factors  accounting  for  the 
increasing  number  of  cases  of  cancer  of  the  esoph- 
agus in  female  Puerto  Ricans,  1950-64.  (A)  Cancer 
cases  in  1950;  (B)  Increase  due  to  growth  in 

population;  and  (C)  Increase  due  to  aging  of 
the  population. 

Distribution  by  Residence:  Among  the  5 
different  geographic  Health  Districts  of  the 
island  for  the  total  15  years  period,  the  West 
District  (Aguadilla)  showed  the  highest  age- 
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adjusted  incidence  rate  (9.6  per-  100,000 
population).  It  was  followed  by  the  South 
District  (8.8),  North  District  (8.4),  and 
East  District  (6.1)  with  the  lowest  rate 
belonging  to  the  Northeast  District  (5.9). 


Distribution  by  Occupation:  The  analysis 
of  mortality  from  cancer  of  the  esophagus 
by  occupational  groups  in  men,  for  the  years 
1959  to  1961,  showed  higher  age-adjusted 
mortality  rates  for  farm  and  non-farm  labor- 


Atlantic  Ocean 


There  is  a correlation  between  the  distri- 
bution of  these  rates  and  the  distribution  of 
the  socioeconomic  levels  in  the  island  (Fig. 
4). 

Distribution  by  Age  and  Sex:  The  overall 
male  to  female  ratio  of  deaths  and  cases  was 
2:1.  The  age-specific  incidence  rates  were 
higher  for  men  than  for  women  in  all  ages. 
Both  mortality  and  incidence  age-specific 
rates  increased  steadily  from  the  age  of  40 
to  75  years  or  older  (Table  I and  II). 

The  trend  of  the  age-specific  incidence 
rates  for  the  periods  1950-52,  1956-58  and 
1962-64  shows  a consistent  increase  along  the 
years  in  men  with  an  increase  in  women  only 
being  noted  in  the  75  to  84  years  group 
(Fig.  5 and  6). 


Fig.  5:  Male-average  annual  age-specific  inci- 
dence rates  of  cancer  of  the  esophagus  in  Puerto 
Rico,  1950-1964. 


TABLE  I:  MALE  - INCIDENCE  OF  CANCER  OF  THE  ESOPHAGUS  IN  PUERTO  RICO:  NUMBER 
OF  CASES  AND  RATES  PER  100,000  POPULATION,  BY  AGE.  1950-1964 
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TABLE  II  (Cont’d)  FEMALE  - MORTALITY  FROM  CANCER  OF  THE  ESOPHAGUS  IN  PUERTO  RICO: 
DEATHS  AND  DEATH  RATES  PER  100,000  POPULATION,  BY,  AGE.  1950-1964 
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cidence  rates  of  cancer  of  the  esophagus  in  Puer- 
to Rico,  1950-1964. 

ers,  and  private  household  and  service  work- 
ers. (Table  III). 

Trends:  The  age-adjusted  incidence  and 
mortality  trends  of  cancer  of  the  esophagus 
in  Puerto  Rican  men  have  been  steadily  in- 
creasing during  the  last  15  years.  These  trend 
lines  have  been  fitted  by  the  least  square 
method  and  the  departure  of  the  slope  from 
the  horizontal  is  significant  at  the  1%  level. 
On  the  other  hand,  incidence  and  mortality 
trend  lines  for  women  have  shown  no  signi- 
ficant changes  (Fig.  7 and  8). 

Distribution  by  Race:  Race  is  not  always 
reported  in  medical  records  in  Puerto  Rico 
and  even  where  this  information  exists  it  is 
not  reliable.  Thus  it  was  not  possible  to 
explore  differences  among  ethnic  groups  in 
the  island  as  has  been  done  in  other  countries. 

Factors  associated  with  Carcinoma  of  the 
Esophagus:  The  high  consumption  of  alcohol 
and  tobacco  has  been  found  associated  with 
cancer  of  the  esophagus  in  studies  in  other 
countries.  In  almost  all  places  where  this 
particular  condition  has  been  studied,  there 
was  a concentration  of  deaths  from  cancer 
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Fig.  7:  Trends  in  incidence  in  cancer  of  the 
esophagus  in  Puerto  Ricans,  1950-1964. 


Fig.  8:  Trends  in  mortality  from  cancer  of  the 
esophagus  in  Puerto  Ricans,  1950-1964. 

of  the  esophagus  among  the  lower  socioecono- 
mic groups  (5,  8,  9,  10,  11,  12,  13,  14).  On 
the  other  hand,  biochemical  and  clinical  nu- 
tritional studies  have  not  yielded  uniform 
results. 

Nutritional  Surveys:  Clinical,  biochemical 
and  dietary  studies  conducted  in  rural  areas 
in  Puerto  Rico  have  consistently  shown  that 
the  diet  was  deficient  in  calories,  vitamin  A, 
riboflavin,  and  calcium.  The  most  important 
clinical  findings  were  skin  xerosis  and  hyper- 
keratosis associated  with  vitamin  A deficiency 
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TABLE:  III  OCCUPATIONAL  GROUPS  AND  MORTALITY  FROM 
CANCER  OF  THE  ESOPHAGUS  IN  MALE  PUERTO  RICANS  14 
TO  64  YEARS  OF  AGE  IN  LABOR  GROUPS,  1959-1961 


Occupational 

group 

Annual 

av.  no 

deaths 

Popula- 

tion 

no. 

Crude 

death 

rate 

Age-adj 

death 

rate 

Professional,  technical  8c  kindered  workers; 
managers,  officials  8c  proprietors,  except  farm 

21 

55,000 

12.7 

10.7 

Clerical,  Sales  workers,  operators 
craftsmen,  foremen  8c  kindered  workers 

57 

163,480 

11.6 

14.0 

Farm,  farm  laborers  8c  farm  managers; 
laborers,  except  farm  8c  mine;  private 
household  8c  service  workers 

12S 

175,464 

23.4 

21.4 

and  retardation  of  growth  in  terms  of  height 
and  weight  for  the  age.  Biochemically,  a 
considerable  number  of  individuals  showed 
low  serum  vitamin  A and  carotene  blood 
levels  (15,  16,  17). 

The  consumption  of  alcoholic  beverages 
in  Puerto  Rico  has  increased  sharply  during 
the  last  two  and  a half  decades  (18)  (Fig. 
9).  In  1940,  113  ounces  of  liquor  were  drunk 
(mostly  rum)  per  person  (both  sexes)  15 
years  and  older  per  year,  in  comparison  with 
294  ounces  in  1965.  In  addition,  there  is  in 
Puerto  Rico  an  illegally  produced  rum  (call- 
ed pitorro)  which  is  obtained  from  crude 
sugar  cane  molasses  by  uncontrolled  fermen- 
tation and  distillation  in  barrels  and  stills  of 
different  sources,  including  asphalt  drums. 
For  the  purpose  of  accelerating  the  fermenta- 
tion process  moonshiners  sometimes  introduce 
small  amounts  of  some  bizarre  substance,  like 
cow  or  human  feces,  into  the  molasses;  old 
rusty  auto  radiators  are  often  included  in 
the  process.  In  spite  of  strong  police  persecu- 
tion, the  production  of  this  liquor  has  in- 
creased (in  1960,  3,843  gallons  of  “pitorro” 
were  confiscated  in  comparison  with  2,987 


Fig.  9:  Trends  in  alcohol  and  cigarettes  con- 
sumption by  Puerto  Ricans  15  years  .and  older, 
1940-1965. 

gallons  in  1950).  The  consumption  of  beer 
in  the  Island  has  also  increased  tremendously, 
In  1940,  1.3  gallons  of  beer  per  person  15 
years  and  older  of  both  sexes  per  year  were 
drunk;  5.9  gallons  in  1950;  13.7  in  1960  and 
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16.4  in  1965;  this  is  almost  a 13  fold  crude 
increase.  The  consumption  of  wine  has  re- 
mained essentially  unchanged  during  this 
period.  It  is  necessary  to  take  into  account 
that  according  to  the  findings  of  a cross  sec- 
tion Sample  Survey  of  Health  and  Welfare 
Services  of  Puerto  Rico  only  25%  of  women 
in  Puerto  Rico  drink. 

Cigarette  smoking  has  likewise  increased 
in  Puerto  Rico,  (15)  741  cigarettes  per  capita 
per  year  (both  sexes  15  years  and  older) 
were  smoked  in  1940;  1,272  in  1950;  1,971 
in  1960  and  2,022  in  1965.  This  represents 
a crude  increase  of  about  3 fold  in  cigarette 
smoking.  The  previously  mentioned  Sample 
Survey  disclosed  that  only  25%  of  Puerto 
Rican  women  smoke.  The  consumption  of 
other  types  of  tobacco  has  decreased,  except 
for  pipe  smoking. 

Without  any  doubt,  the  increase  in  con- 
sumption of  alcohol  and  tobacco  in  Puerto 
Rico  is  parallel  to  the  increase  of  cases  of 
carcinoma  of  the  esophagus.  The  dietary 
surveys  mentioned  were  carried  out  recently 
when  the  income  per  capita  is  greater  than 
in  the  past  decades.  It  must  be  assumed  that 
the  dietary  deficiencies  among  lower  socio- 
economic groups  were  worse  in  the  past. 

Studies:  In  August  1965  a preliminary 
survey  was  made  of  medical  records  from 
all  cases  of  carcinoma  of  the  esophagus  diag- 
nosed and  histologically  confirmed  during  the 
year  1964.  They  were  compared  with  equal 
number  of  records  of  controls  matched  by 
age,  sex  and  socioeconomic  status.  The  con- 
trols were  selected  by  choosing  the  first 
patient  following  the  admission  of  carcinoma 
case  in  the  hospital.  Among  87  records  which 
specified  alcohol  consumption  we  found  42 
drinkers  among  the  cancer  cases  but  only  8 
among  the  controls;  9 out  of  42  cancer  case 


drinkers  consumed  “pitorro,”  but  none  of  the  I 
control  drinkers  used  this  liquour.  From  126 
records  where  use  of  tobacco  was  specified, 

41  were  heavy  smokers  among  the  cancer 
cases,  but  only  7 were  heavy  smokers  among 
the  controls,  cigarette  smoking  predominat- 
ing. This  pilot  study  shows  obvious  differences 
between  cases  and  controls,  but  unfortunately, 
40%  of  medical  records  did  not  have  in- 
formation concerning  alcohol  and/or  tobacco 
consumption. 

Under  the  sponsorship  of  the  National 
Cancer  Institute,  a retrospective  study  is 
being  conducted  for  all  histologically  con- 
firmed cases  of  cancer  of  the  esophagus,  buc- 
cal cavity  and  pharynx  diagnosed  in  the  island 
during  the  present  year.  This  study  is  being 
conducted  by  personal  interviews  of  cancer 
cases  and  three  matched  controls.  Environ- 
mental, nutritional,  and  personal  factors  are 
being  investigated. 

Summary 

This  is  an  analysis  of  2,204  death  certi- 
ficates and  2,625  records  of  carcinoma  of  the 
esophagus  reported  in  Puerto  Rico  from 
1950  to  1964.  Sixty  seven  percent  of  the  cases 
were  confirmed  microscopically  and  only 
21.5%  were  diagnosed  clinically.  Mortality 
from  cancer  of  the  esophagus  in  Puerto  Rico 
ranked  first  among  24  other  countries.  The 
incidence  and  mortality  trends  are  signifi- 
cantly upward  for  males  but  not  significant 
changes  are  shown  for  females.  This  increase 
in  male  incidence  can  not  be  explained  by 
demographic  factors  or  by  improvement  in 
diagnostic  facilities  during  the  last  15  years. 
The  western  part  of  the  island  reported  the 
highest  incidence.  Lower  socio-economic 
groups  have  the  highest  mortality  from  this 
primary  cancer  site.  There  is  positive  cor- 
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relation  between  the  increase  in  incidence 
and  increase  in  alcohol  and  tobacco  consump- 
tion in  the  island. 

Resumen 

Este  es  un  análisis  de  2,204  certificados 
de  defunción  y 2,625  expedientes  de  casos 
de  cáncer  de  esófago  informados  en  Puerto 
Rico  de  1950  a 1964.  Sesenta  y siete  por 
ciento  de  los  casos  fueron  confirmados  his- 
tológicamente y solamente  21.5%  fueron 
diagnosticados  clinicamente.  La  mortalidad 
por  cáncer  de  esófago  en  Puerto  Rico  ocupa 
el  primer  lugar  entre  otros  24  países.  Las  ten- 
dencias de  la  mortalidad  e incidencia  son 
significativamente  ascendentes  en  el  hombre 
y no  hay  cambio  significativo  en  la  mujer. 
El  aumento  de  la  incidencia  en  el  hombre 
no  puede  explicarse  por  cambios  demográficos 
ni  por  mejoramiento  en  las  facilidades  para 
diagnóstico  en  los  últimos  15  años.  La  parte 
occidental  de  la  isla  informó  la  incidencia 
más  alta.  Los  grupos  de  población  de  nivel 
socioeconómico  más  bajo  tuvieron  las  tasas  de 
mortalidad  más  altas.  Hay  correlación  entre 
la  alta  incidencia  de  cáncer  del  esófago  y el 
aumento  en  el  consumo  del  alcohol  y tabaco 
en  Puerto  Rico. 
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INSIDIOUS  LEAD  POISONING 


Sidney  Kaye,  Ph.  D. 


Lead  is  an  ubiquitous  poison  and  yet 
intoxication  is  not  easily  diagnosed.  It  is  more 
frequent  a cause  of  a disease  or  death  than 
. is  generally  suspected,  especially  among  the 
poor  and  the  young.  The  need  for  more 
effective  means  for  an  early  diagnosis  is 
evident,  especially  now  when  there  is  avail- 
able specific  treatment  to  minimize  nerve  or 
tissue  damage  and  even  to  prevent  death. 

Recently  there  was  a small  outbreak  of 
lead  poisoning  in  a little  town  in  Puerto 
Rico.  This  was  brought  to  light  when  a 5 

I year  old  was  being  autopsied  and  the  forensic 
pathologist  ( 1 ) was  curious  about  the  cer- 
j ebral  edema.  The  toxicologic  tests  for  lead 
; were  positive.  Lead  was  present  in  such 
amounts  as  to  leave  no  doubt  as  to  the 
cause  of  death.  About  this  time,  three  small 
children  were  admitted  in  close  interval,  to 
the  University  Hospital  (2)  for  diagnosis 
and  treatment.  These  three  children  were 
twitching  and  convulsing,  one  with  a blue- 
black  gum  line  and  all  three  had  positive 
coproporphyrin  in  the  urine.  The  blood  was 
analyzed  and  the  lead  levels  of  each  child, 
were  elevated  above  normal.  On  checking 
back  it  was  found  that  these  three  children 

Delivered  October  21,  1966,  Post-Graduate 

Seminar  on  Industrial  Medicine,  Mount  Park 
Hospital  Foundation,  Inc.,  St.  Petersburg,  Flori- 
da. 


not  only  came  from  the  same  town  as  did 
the  previously  mentioned  autopsied  case,  but 
had  a history  of  playing  with  old  lead  stor- 
age batteries  in  a neighborhood  garage.  At 
this  time,  an  Environmental  Health  Team 
(3)  went  to  the  scene  to  investigate,  collect 
specimens  and  confirm  the  manner  and  ex- 
tent of  exposure.  Coproporphyrins  were  pos- 
itive in  several  additional  instances.  These 
were  followed  up  with  further  studies  and 
treatment.  The  source  of  exposure  in  this 
case,  of  course,  was  eliminated. 

A young  female  working  as  a domestic 
thought  she  was  pregnant,  She  was  scared 
because  her  husband  has  been  and  was  still 
in  her  native  country.  She  took  what  she 
was  told  would  work  as  an  abortifacient;  but 
she  died  three  days  later  (4) . Tests  for  the 
various  common  abortifacients  were  negative. 
For  completeness,  tests  for  lead  were  also 
done  as  a last  try.  The  results  were  a com- 
plete surprise  and  unexpected  (5). 

Liver:  2.25  mg.% 

Blood:  0.25  mg.% 

Brain:  0.64  mg.% 

Kidney:  1.36  mg.% 

Irony:  At  autopsy  it  was  shown  that  she  had 
not  been  pregnant! 

Hippocrates  370  B.C.  allegedly  was  the 
first  to  recognize  lead  poisoning  (lead  colic). 
Centuries  later,  we  find  that  insidious  lead 
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poisoning  is  still  a problem;  A problem  most- 
ly of  diagnosis  (6). 

The  following  is  a brief  resume  of  some 
of  the  sources  of  exposure,  properties,  toxi- 
city, signs  and  symptoms,  diagnosis,  detection, 
and  treatment  and  management  in  man  so 
that  we  may  be  a little  more  aware  of  its 
possible  occurrence  and  perhaps  then,  early 
diagnosis  and  specific  treatment  could  be 
more  effective  (7). 

Lead  Poisoning 

Derivates : — Sugar  of  lead,  lead  tetraethyl  all 
soluble  lead  salts;  lead  nitrate  and  lead  ace- 
tate are  the  most  common.  Lead  carbonate, 
hydroxide  or  oxide  are  soluble  in  stomach  di- 
gestive juices  or  dilute  acids.  Metallic  lead 
as  recovered  from  used  or  old  auto  batteries 
are  a common  source  of  lead  exposure  and 
intoxication. 

Uses:  Outside  paints,  storage  batteries,  gas- 
oline additives,  ceramics,  chinaware  (specially 
unglazed),  alloys,  printing  type,  insecticides, 
vulcanized  rubber,  bloom  talc  for  rubber, 
plumbing,  lead  toys,  solder,  foil  wrapper, 
bullets  (projectile),  etc.  Lead  is  a very  com- 
mon exposure  due  to  its  many  uses. 
Properties:  Toxic  heavy  metal,  usually  white 
crystalline,  lead  tetraethyl  (liquid)  ; even  some 
insoluble  salts  (carbonates,  and  oxides)  may 
be  dissolved  by  gastric  juice.  Metallic  lead 
(battery-  plates)  gives  off  its  toxic  fumes 
when  melted. 

MLD:  Soluble  lead  salts,  approximately  15 
g/150  pound  man.  Lead  tetraethyl  100  mg/ 
150  pound  man  (very  toxic). 

Remarks:  Lead  is  not  usually  an  acute 
emergency  except  of  course  when  expo- 
sure to  lead  tetraethyl  has  occurred.  Then 
even  adults  may  develop  encephalopathy. 
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Lead  poisoning  is  usually  due  to  a slow 
chronic  exposure.  It  is  cumulative;  poisoning 
or  intoxication  occurs  when  absorption  ex- 
ceeds elimination;  and  since  elimination  is 
slow,  typical  signs  and  symptoms  start  to 
develop.  Lead  is  absorbed  through  all  portals 
especially  if  soluble  or  in  fumes.  Since  chil- 
dren are  especially  susceptible,  they  usually 
may  show  signs  of  encephalopathy  (convul- 
sions) which  occur  in  adults  very  rarely. 
Following  absorption,  lead  is  stored  in  the 
bones  as  phosphate.  High  calcium  tends  to 
favor  storage,  low  calcium  releases  lead  into 
the  blood  stream.  Also  acid-base  shift  similarly 
affects  mobilization-storage.  Lead  stored  in 
bones  is  always  potentially  dangerous  because 
at  any  time  (even  mild  acidosis)  would  put 
lead  into  circulation  and  produce  symptoms. 
Sunlight,  (vitamin  D)  also  does  this.  For 
this  and  other  reasons,  there  are  more  lead 
poisoning  cases  seen  in  the  summer  than  at 
other  times. 

Symptoms:  Metallic  taste,  gastro-intestinal 
irritation,  nausea,  persistent  vomiting,  ab- 
dominal pain  (lead  colic),  diarrhea,  ma- 
laise, anorexia,  are  evident  in  the  acute 
stages. 

Delayed  stages  or  chronic  exposure  may 
show  avitaminosis,  loss  in  weight,  foul  mouth 
odor  with  possible  stomatitis,  blue-black  gum 
line,  severe  colic,  anemia,  increase  in  reti- 
culocytes, basophilic  stippling,  jaundice,  co- 
proporphrin  III  in  urine,  constipation  follow- 
ing initial  diarrhea,  possible  hepatic,  or  kidney 
damage,  central  nervous  system  damage,  men- 
tal retardation,  arthralgia,  especially  at  night, 
wrist  or  foot  drop,  encephalopathy  (es- 
pecially in  infants,  also  in  adults  with  lead 
tetraethyl),  peripheral  neuritis,  partial  paral- 
ysis, collapse,  coma,  death. 
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Some  aids  in  early  diagnosis  in  infants 

1.  Vomiting  and  gastro-intestinal  up- 
set. 

2.  History  of  pica  or  other  exposure. 

3.  Elevated  lead  level  in  blood  and  urine 

4.  X-ray  shows  opaque  material  in  gas- 
trointestinal tract 

5.  X-ray  lead  line  in  long  bones  at 
metaphyseal  ends 

6.  .CNS  manifestations 

7.  Anemia 

8.  Positive  coproporphyrin  in  urine 
(chronic  active  exposure) 

9.  Basophillic  stippling  (chronic  active 
exposure) 

110.  Encephalopathy 

Occasionally  an  elevated  lead  level  in 
urine  (up  to  300  micrograms  (mcg/diem) 
may  be  chronic  and  some  few  persons  may 
not  show  clinical  signs  or  symptoms  of  poi- 
soning. In  these  cases  a high  exposure  in- 
creases urinary  output  without  associated 
signs  or  symptoms. 

Laboratory  Procedures 

Identification  in  blood,  urine  or  ground 
tissue  * 

Urine  or  blood  are  the  specimens  of 
choice.  A 24  hour  urine  specimen  or  a 
10  ml  sample  of  blood  (without  anti-coa- 
gulant or  any  foreign  material)  is  collect- 
ed in  a pyrex  container.  Use  a glass  stop- 
per or  a cork  ( rubber  stoppers  contain  lead 
as  does  soft  glass) . 

The  determination  of  lead  requires  many 
precautions  against  contamination.  Urine 
specimens  are  preferable  over  blood  in  that 

*Modified  U.  S.  Public  Health  Service  \Robert 
G.  Keenan)  Mixed  color  method  when  bismuth 
is  absent. 


a 24  hours  specimen  may  reflect  a better 
estimate  of  the  clinical  picture.  However,  it 
is  not  easy  to  collect  an  uncontaminated  true 
24  hour  specimen,  therefore,  blood  is  a 
satisfactory  alternate.  When  the  lead  levels 
are  just  slightly  elevated  (if  at  all),  the  ad- 
dition of  a fractional  treatment  dose  of  diso- 
dium calcium  ethylene  diamine  tetra-acetic 
acid  (versenate)  will  within  2-3  hours  mar- 
kedly elevate  the  blood-lead  level.  This  is 
proof  of  lead  storage  in  bones  and  soft  tissues. 

All  glassware  and  bottles  must  be  pyrex  or 

lead  free. 

All  reagents  must  be  highest  purity  with  low 

lead. 

Use  glass  stoppers  or  corks.  Rubber  stoppers 

contain  lead,  also  soft  glass  is  contaminated. 

Water:  Double  distilled  in  all  pyrex  still. 

Nitric  Acid:  Redistilled  in  all  pyrex  still. 

Ammonium  hydroxide:  Distill  3 liters  into  1.5 
liters  of  water  chilled  in  an  ice  bath,  the  deli- 
very should  be  deeply  submerged  in  the  water 
to  cut  down  loss.  Distill  until  volume  increases 
to  about  2 liters.  Can  also  be  prepared  from  tank 
ammonia  in  a similar  fashion. 

Dithizone  for  extraction:  16  mg.  of  diphenyl- 
thiocarbazone  (dithizone)  dissolved  in  1 liter  of 
redistilled  chloroform.  Keep  in  a brown  bottle 
in  the  refrigerator. 

Dithizone  for  standardization:  Dilute  equal 
parts  of  above  dithizone  with  equal  parts  of  re- 
distilled chloroform  (8  mg/liter)  . Keep  in  a 
brown  bottle  and  in  the  refrigerator.  Allow  to 
come  to  room  temperature  before  using;  also 
should  be  aged  1 to  2 days  before  use,  and  stand- 
ardization; and  should  be  restandardized  every 
1 to  2 months. 

Sodium  citrate:  125  gms  of  the  5t/t>  HaO  hy- 
drated salt  in  redistilled  water  to  make  almost 
500  ml,  add  some  phenol  red  indicator  and  a 
few  drops  of  sodium  hydroxide  until  a red  color 
(pH  9-10)  appears.  Extract  with  strong  dithi- 
zone until  a green  extract  is  obtained.  Add  a 
small  amount  of  citric  acid  until  an  orange  color 
(pH  7)  appears,  and  extract  the  excess  dithizone 
with  chloroform  until  a colorless  extract  is  ob- 
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tained.  Discard  the  chloroform. 

Hydroxylamine  HC1:  20  g in  water  to  make 
65  ml.  Add  a few  drops  of  m-cresol  purple  in- 
dicator and  then  add  ammonium  hydroxide  to 
a yellow  color  (pH  3)  . Add  sufficient  4%  solu- 
tion of  sodium  diethyldithiocarbamate  to  com- 
bine with  metallic  impurities.  After  a few  min- 
utes, extract  with  chloroform  until  the  excess  re- 
agent is  removed.  (The  absence  of  a yellow  co- 
lor in  the  chloroform,  when  a portion  of  the 
extract  is  shaken  with  dilute  copper  solution  in- 
dicates that  this  point  has  been  reached)  . Add 
distilled  hydrochloric  acid  until  the  indicator  turns 
pink,  and  adjust  the  volume  to  100  ml  with  water. 

Potassium  cyanide:  Prepare  a saturated  so- 
lution (a  weaker  solution  will  not  have  the  pro- 
per pH)  with  about  50gm.  of  KCN.  Extract  with 
dithizone  (30  mg  dithizone/ 1.)  until  a green 
color  is  obtained,  then  extract  excess  dithizone 
with  chloroform.  Dilute  with  redistilled  water 
to  500  mt. 

Ammonia-cyanide  solution:  Mix  200  ml.  KCN 
and  150  ml.  of  ammonium  hydroxide  (about  sp- 
grav.  0.9)  and  dilute  to  1 liter  with  distilled 
water. 

1:99  Nitric  Acid:  10  ml.  HNO3  diluted  to  1 
liter  with  redistilled  water. 

Standard  lead:  1.5984  gm.  of  lead  nitrate  in 
1 liter  of  1:99  nitric  acid  to  make  a stock  solu- 
tion of  1 ml.  — 1 mg.  Pb.  A working  stock  of 
1 ml.  = 2 meg  is  prepared  by  diluting  with  1:99 
HNO3. 

All  glassware  and  separatory  funnels  must  be 
pyrex.  Stopcock  grease  must  be  lead  free  or  use 
glycerine.  Glassware  must  be  washed  with  nitric 
acid  and  rinsed  with  redistilled  water. 

Check  the  phenol-red  indicator  to  be  certain 
that  EDTA  was  not  used  in  its  preparation.  The 
presence  of  even  small  traces  of  EDTA  would 
nullify  the  determination. 

Procedure:  (A)  (Slow  digestion) 

Measure  the  total  urine  volume  (24  hours) 
collect  in.  a 2 liter  glass  stoppered  pyrex  bottle 
and  then  transfer  a 50  ml  aliquot  to  an  appro- 
priate size  Phillips  beaker,  or  measure  5 ml  of 
blood,  as  the  case  may  be. 

To  this  add  5 ml  of  nitric  acid  and  5 ml  of  a 
10%  K.,S04  and  evaporate  at  low  heat.  Avoid 
spattering  when  solution  is  dry,  add  3 ml  more 


of  nitric  acid  and  put  watch  glass  on  lid.  Eva- 
porate carefully  to  dryness. 

To  the  ash,  add  1-2  ml  of  nitric  acid  and  in- 
crease heat  on  the  hot  plate  to  moderate  tem- 
perature, while  swirling  to  dislodge  and  dissolve 
the  ash.  Continue  to  heat  until  dry.  Cover  the 
beaker  with  a watch  glass  and  continue  to  heat 
for  about  an  hour.  Allow  to  cool  and  again  add 
1 ml  of  nitric  acid  and  repeat  as  above.  Conti- 
nue this  nitric  acid  addition,  each  time  gradual- 
ly increasing  the  hot  plate  temperature,  inducing 
as  much  charring  as  possible.  Cool  between  each 
addition.  Avoid  overheating  which  may  produce 
spattering  and  loss.  After  3 or  4 such  additions 
the  hot  plate  should  be  about  4009C.  It  is  while 
dry  that  the  residue  is  most  violently  oxidized 
by  the  production  of  red  fumes  of  NOQ  at  high 
temperatures  of  the  hot  plate.  The  final  devel- 
opment of  a white  ash  indicates  destruction  of 
the  organic  materials.  To  be  certain  of  complete 
oxidation  and  additional  1 ml  of  nitric  acid  is 
used  and  oxidation  and  heating  repeated.  The 
ash  is  now  white  and  ready  for  extraction.  An 
alternate  aid  in  oxidation  of  the  organic  material 
is  the  use  of  perchloric  acid  (72%)  . This  will 
greatly  reduce  the  time.  Only  a few  drops  of 
perchloric  acid  (72%)  WITH  NITRIC  ACID 
is  very  effective.  Use  with  caution  because  it 
may  be  explosive  with  large  amounts  of  organ- 
ic material  in  the  absence  of  nitric  acid.  (Nitric 
Acid  4:1  perchloric  acid). 

Procedure  (B)  (Rapid  digestion) 

5 ml  of  blood  or  25  ml  of  urine  (aliquot  of 
a measured  per  diem  output)  is  transferred  to  a 
Kjeldahl  flask,  with  two  glass  beads,  50  ml  of 
ntric  acid,  and  4 ml  of  sulfuric  acid.  Heat  gent- 
ly at  first  to  minimize  foaming,  then  slowly  in- 
crease heat  until  slowly  boiling.  Continue  to 
heat  slowly  until  volume  is  reduced  to  approxi- 
mately 1/4  original  volume  (about  10  ml)  . Remove 
flame  and  then  add  9 ml  of  a mixture  (6  ml  nitric 
acid  plus  3 ml  72%  perchloric  acid)  . Replace  the 
flame  and  heat  slowly  until  all  the  nitric  and 
perchloric  acid  is  driven  off.  This  usually  oc- 
curs when  the  volume  is  below  3 ml  and  the 
solution  is  pale  yellow  and  clear,  and  copious 
SO3  fumes  are  envolving.  Continue  to  gently 
heat  for  2-3  minutes  to  be  certain  to  remove  all 
perchloric  acid.  The  specimen  is  now  complete- 
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ly  digested  and  the  residual  sulfuric  acid  is  about 
2 ml. 

This  digestion  method  is  very  rapid  and  ef- 
ficient but  caution  should  be  taken  with  the  use 
of  perchloric  acid  (can  be  dangerous  and  ex- 
plosive if  used  without  nitric  acid  and  in  the 
presence  of  large  amount  of  organic  material.) 

It  is  advisable  to  always  run  a parallel  re- 
agent blank  with  each  series  of  analyses  to  de- 
termine the  extent  of  reagent  contamination  that 
has  to  be  subtracted. 

The  solution  from  either  method  of  digestion 
(A)  or  (B)  is  now  completely  digested  and 
should  be  clear  and  free  from  nitric  and  per- 
chloric acids.  Cool  and  then  add  18  ml.  of  water, 
and  6 ml.  of  25*^  sodium  citrate  to  the  digest 
and  gently  heat  for  several  minutes  to  dissolve 
salts.  Add  1 ml.  of  20<^  hydroxylamine  and  2 
drops  of  phenol  red  indicator.  Adjust  the  pH 
of  this  solution  to  pH  9-10  with  the  addition 
of  ammonium  hydroxide,  (Yellow  in  weak  acid, 
red  in  alkaline)  . Check  the  pH  with  pHydrion 
test  paper  to  verify  that  the  pH  is  above  9,  to 
allow  for  the  complete  extraction  of  lead.  Trans- 
fer with  double  distilled  water  to  a 125  ml. 
Squibb  separatory  funnel  containing  5 ml  of  10% 
RCN.  Shake  1-2  minutes  with  5 ml.  portions  of 
dithizone  (16  mg j liter  in  chloroform)  until  a 
definite  green  extract  indicates  all  the  lead  has 
been  removed  (generally  two  times)  . If  more  is 
required,  this  is  an  indication  of  elevated  lead. 
The  addition  of  the  chloroform,  at  this  point 
initiates  precipitation  of  calcium  and  magnesium 
phosphates;  therefore  once  the  extraction  is  be- 
gun, it  should  be  completed  without  delay.  Com- 
bine all  the  extracts  quantitatively  in  a second 
separatory  funnel  containing  30  ml.  of  1:99  nitric 
acid. 

The  extracted  lead  is  then  stripped  from 
the  Dithizone  chloroform  layer  by  shaking  the 
second  separatory  funnel  for  2 minutes,  and  the 
chloroform  layer  is  discarted.  The  aquous  layer 
is  then  washed  by  shaking  with  an  additional 
5 ml  of  chloroform,  which  is  discarded  with  as 
close  a separation  as  possible.  The  last  drop  of 
chloroform  floating  on  the  surface  is  evaporated 
by  blowing  air  gently  into  the  funnel. 

Add  6.0  ml.  ammonia-cyanide  mixture,  ex- 
actly 15  ml.  standard  dithizone  (8  mg. /liter  in 
chloroform)  , and  shake  for  2 minutes.  Insert  a 


pledge  of  cotton  into  the  stem  of  the  funnel 
and  drain  the  chloroform  layer  into  a dry  test 
tube.  Be  certain  all  water  droplets  are  absent. 
Read  the  optical  density  without  delay  at  510 
mp  using  the  reagent  blank  as  a reference,  with 
preferably  (if  available)  with  a 22  mm  light 
path.  Refer  to  your  standard  curve  for  lead. 
Standard  curves  should  be  individually  prepar- 
ed by  each  analyst.  Quantities  of  lead  from  zero 
to  25  meg  in  30  ml  of  1%  nitric  acid  are  run 
through  the  procedure  omiting  the  digestion  and 
the  first  extraction  with  dithizone.  The  zero 
standard  is  used  as  the  reference  blank  and  op- 
tical densities  are  plotted  against  meg  of  lead. 
Report  all  results  in  meg  (micrograms)  per  24 
hours  of  urine  or  per  100  ml  of  blood. 

Normal  levels  for  lead. 

Blood:  less  than  0.06  mg/ 100  ml 
Urine:  less  than  0.08  mg/24  hour  output 
Above  these  levels  may  be  regarded  as  a 
suspected  lead  poisoning. 

To  further  confirm  this,  a partial  thera- 
peutic dose  of  Edathamil  is  given,  and  about 
2-4  hours  later,  another  blood  specimen  is 
taken  (or  another  early  urine  specimen  is 
collected).  These  will  show  a very  marked 
increase  of  lead  over  the  previous  determi- 
nations. 

Coproprhrin  III,  acid  ether  soluble  fraction. 

To  5 ml  of  urine  add  10  drops  of  acetic  acid 
and  5 drops  of  hydrogen  peroxide  3%. 

Add  5 ml  of  ether,  cork,  and  gently  shake. 
Allow  to  separate.  The  urine  is  discarded  and 
the  upper  ether  layer  is  then  shaken  with  1 
ml  of  1.5  N hydrochloric  acid.  Allow  to  stand, 
then  observe  the  acid  layer  with  a Wood’s 
Lamp  (ultra  violet)  . 

If  the  fluorescence  is  blue  or  blue-green  — 
Normal. 

If  the  fluorescence  is  pink  or  red  — Positive. 
Lead,  also  arsenic,  mercury,  bismuth,  copper, 
iron,  gold,  zinc  have  been  observed  and  noted 
to  give  positive  test.  Also  hepatitis,  blood  dyscra- 
sias  and  hypovitaminosis. 

This  test  is  negative  in  acute  early  lead 
poisoning;  and  although  Versene  interferes 
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and  an  alcoholic  “binge”  may  give  false 
positive  results,  this  simple,  rapid  test  can  be 
a reliable  presumptive  test  for  an  active 
chronic  lead  poisoning.  It  is  sensitive  and  ap- 
pears sooner  than  the  basophilic  stippling  of 
the  erythrocyte  and  can  be  performed  any- 
where by  almost  anyone. 

An  alert  nurse,  social  worker  or  hy- 
giene technician  is  in  a strategic  position 
and  can  “spot  check”  a lead  exposure 
among  workers,  if  routinely  performed  every 
six  months  in  critical  industries.  An  early 
diagnosis  is  very  important. 

Identification  of  Residues  or  Contents  in  Contain- 
er Found  at  Scene. 

If  it  is  insoluble  lead  sulfate,  first  dissolve 
small  traces  in  hot  saturated  ammonium  acetate. 

If  it  is  a soluble  salt  (nitrate  or  acetate)  dis- 
solve in  water. 

If  it  requires  acid  to  dissolve  it,  do  so. 

The  now  soluble  solution  is  made  alkaline 
with  ammonium  hydroxide  and  it  is  divided  in- 
to 6 aliquot  portions. 

1.  Acidify  with  hydrochloric  acid  produces 
lead  chloride,  a white  precipitate  which  dissolves 
when  heated.  Lead  precipitates  as  lead  chlorides 
only  when  large  amounts  are  present  (over  100 

mg)  • 

2.  Alkaline  with  sodium  hydroxide  following 
the  acidification  described  in  above  (1)  lead  hy- 
droxide (white  precipitate)  . 

3 To  another  portion,  add  0.5  ml  of  sulfuric 
acid  and  5 ml  of  water  and  5 ml  of  ethanol,  al- 
low to  stand  about  an  hour.  A fine  white  pre- 
cipitate of  lead  sulfate  appears.  Sensitive  to  about 
0.05  mg. 

4.  To  another  portion  (alkaline  with  ammo- 
nia) reacidify  with  acetic  acid  then  add  0.5  ml 
of  acetic  acid  in  excess.  Add  5 drops  of  saturated 
potassium  chromate  and  lead  chromate  is  a yel- 
low precipitate.  Sensitive  to  about  0.02  mg. 

Treatment 

In  the  acute  phase,  eliminate  as  much 
as  possible  by  induced  vomiting  or  by  gas- 
tric lavage.  Purge  with  sodium  sulfate  (15g) 


in  a half  glass  of  warm  water.  Keep  bowels 
open  with  saline  laxative,  exercise,  massage 
and  adequate  diet.  Demulcents  such  as  white 
of  egg,  cream  or  milk  are  also  used. 

Demobilize  lead  from  circulation  into 
the  bones  and  solft  tissue  with  an  alkaline 
diet,  calcium  gluconate,  M/6  lactate  or 
sodium  citrate. 

Supportive  measures  for  possible  liver  of 
kidney  involvement. 

Barbiturates  may  be  ineffective  or  even 
unsafe.  Dilantin,  ether  or  meprobamate  may 
be  more  effective  for  the  convulsions.  Specific 
treatment  of  choice  is  Edathamil  (ethylene 
diamine  tetra-acetic  acid,  disodium,  calcium, 
salt,  “Versene”  or  EDTA) 

Dilute  the  contents  of  one  5 ml  ampoule 
(1  gram)  with  250  to  500  ml  of  solution 
isotonic  sodium  chloride  USP  or  sterile  5% 
dextrose  solution  suitable  for  slow  intraven- 
ous infusion.  Such  doses  may  be  given  twice 
daily  for  about  5 days.  Then  interrupt  ther- 
apy. Analyze  urine  and  blood  for  lead  resid- 
ual. If  still  elevated,  proceed  again  with 
additional  5 day  therapy. 

For  children,  the  dose  should  not  ex- 
ceed 0.5  Gm  per  50  lb  body  weight,  (given 
twice  daily). 

The  lead  elimination  is  markedly  increas- 
ed within  several  hours  after  treatment.  An 
increased  lead  in  the  urine  or  blood  can  aid 
diagnosis. 

Oral  Edathamil  is  not  recommended  as 
effective. 

Analyze  -urine  or  blood  at  intervals  to 
evaluate  treatment.  Normal  lead  should 
be  below  0.08  mg/ 24  hours  of  urine.  Prompt 
improvement  usually  follows  and  in  children 
the  encephalopathy  subsides  and  usually  does 
not  reoccur. 

Intravenous  urea  may  also  help  (lg/Kg 
weight/24  hrs  (5%  urea  in  5%  dextrose) 
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Treatment  for  chronic  lead  intoxication 
is  the  same  as  described  above.  If  treated 
promptly  and  brain  or  nerve  damage  do  not 
occur,  prognosis  is  favorable. 

Edathamil  has  been  reported  under  rare 
circumstances  to  be  nephrotoxic.  Its  course 
of  therapy  should  therefore  be  short.  Patient’s 
renal  status  should  be  evaluated  before,  dur- 
ing and  after  therapy. 

Edathamil  therapy  for  lead  poisoning  is 
remarkable  and  dramatic. 

Summary 

In  those  areas  where  one  is  not  alert 
to  the  possibilities  of  lead  poisoning,  there 
will  be  very  few  cases  diagnosed. 

Lead  is  not  an  easy  diagnosis  to  make. 
An  awareness  of  its  insidious  toxicity,  early 
recognition  and  prompt  treatment  is  highly 
desirable;  especially  now  when  effective  and 
specific  treatment  such  as  EDTA  (Edatha- 
mil) is  available  to  minimize  residual  dam- 
age and  even  to  prevent  death. 

The  common  signs  and  symptoms  which 
help  typify  lead  poisoning  are  given.  The 
exact  determination  of  lead  in  blood  or  urine 
is  described  in  detail  for  those  that  have  a 
need  to  do  this  test. 

Coproporphrin  III  acid  ether  soluble 
fraction  found  in  urine  is  strongly  suggestive 
of  a recent  lead  exposure.  This  test  is  very 
simple  and  rapid,  and  can  be  easily  per- 
formed in  the  field,  or  almost  anywhere. 

EDTA  (Edathamil)  is  a remarkable  drug 
for  the  safe  and  rapid  removal  of  lead.  A 
profound  increase  in  urinary  lead  within  the 
first  several  hours  of  treatment  with  Eda- 
thamil further  confirms  and  “clinches”  the 
diagnosis. 

Resumen 

En  aquellas  comunidades  que  no  estén 
precavidas  sobre  la  posibilidad  de  una  in- 


toxicación por  el  plomo  habrá,  desde  luego, 
en  ellas,  muy  pocos  casos  descubiertos. 

La  intoxicación  plúmbica  no  es  fácil  de 
diagnosticar.  Por  eso  debemos  estar  alerta 
para  reconocer  su  forma  insidiosa  de  mani- 
festarse y así  institutir  rápidamente  el  tra- 
tamiento adecuado.  Esto  se  hace  aún  más 
necesario  actualmente  cuando  un  tratamien- 
to efectivo  específico,  como  el  EDTA  (Eda- 
thamil) está  disponible  para  evitar  la  muerte 
y minimizar  los  daños  orgánicos  residuales. 

Los  síntomas  corrientes  que  ayudan  a 
descubrir  la  intoxicación  plúmbica  son  aquí 
referidos.  Los  análisis  para  determinar  en 
forma  exacta  el  nivel  del  plomo  en  la  sangre 
u orina  están  descritos  en  detalle  para  aque- 
llos que  necesiten  verificar  los  mismos. 

El  hallazgo  de  la  coproporfirina  III  en 
la  fracción  soluble  de  la  orina  tratado  por 
el  éter  acidificado  es  fuertemente  sugestiva 
de  una  exposición  reciente  al  plomo.  La 
prueba  es  sencilla,  rápida  y puede  ser  lle- 
vada a cabo  en  cualquier  sitio. 

El  EDTA  (Edathamil)  es  una  droga  no- 
table para  la  remoción  práctica,  rápida  y 
segura  del  plomo  acumulado  en  los  tejidos. 
Un  incremento  de  los  niveles  urinarios  del 
plomo  en  las  primeras  horas  subsiguientes  a 
la  administración  del  EDTA  confirma  y com- 
pleta el  diagnósico  de  intoxicación  plúmbica. 
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CARDIOVASCULAR  ROUNDS: 
VETERANS  HOSPITAL 


Clinical  Abstract 

Dr.  Monserrate* : 

The  patient  is  a 34-year-old  white  male 
who  was  admitted  on  August  11,  1966  with 
chest  pain  of  two  days  duration. 

The  patient’s  history  goes  back  to  1960 
when  he  was  admitted  to  this  hospital  with 
left  chest  pain,  shortness  of  breath  and  cold 
sweating.  The  patient  remained  in  the  hos- 
pital for  approximately  one  month  and  the 
diagnosis  of  myocardial  infarction  was 
made.  After  discharge  he  was  kept  on  chron- 
ic anticoagulant  therapy  but  because  of  dif- 
ficulty in  transportation  from  his  hometown 
he  was  referred  to  a District  Hospital  for 
follow  up  of  anticoagulation. 

During  the  time  that  he  was  followed 
at  the  District  Hospital  he  had  repeated 
admissions  to  that  institution  for  gross  he- 
maturia requiring  the  administration  of  vi- 
tamin K.  Nevertheless,  he  was  kept  on  an- 
ticoagulants receiving  warfarin  sodium 
(Coumadin)  10  mg.  daily.  In  1962  he  was 
found  to  be  in  congestive  heart  failure  and 
he  was  started  on  digitoxin  0.1  mg  daily. 

In  1963  he  was  admitted  to  this  hospital 
with  diarrhea,  vomiting  and  left  anterior 
chest  pain.  The  presence  of  a myocardial 
infarction  was  confirmed  and  again  he  re- 

*Senior  Resident,  Medical  Sendee,  Veterans  Ad- 
ministration Hospital,  San  Juan,  P.  R. 
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mained  in  the  hospital  for  approximately 
21  days. 

Since  1963  precordial  pain  on  exertion 
was  very  prominent.  For  this  reason  he  was 
admitted  in  June  1965  to  another  institution. 
He  remained  there  for  approximately  72 
days.  Oxygen  was  “given  for  a long  time”. 
During  that  hospitalization  he  received  ra- 
dio-active iodine;  however,  the  therapy  was 
not  completed.  He  was  discharged  but 
three  days  later  had  to  be  readmitted  with 
dry  hacking  cough,  fever  and  severe  chest 
pain.  He  was  told  that  he  had  a “pleuritis”. 

On  December  1965  swelling  of  the  ab- 
domen and  legs  was  noted.  He  was  hospital- 
ized at  his  hometown  where  digitoxin  was 
increased  to  0.2  mg  daily. 

For  the  past  eight  months  he  has  been 
complaining  of  precordial  pain  which  is 
brought  on  by  defecation,  bending  forward, 
and  mild  exertion  such  as  walking  a dis- 
tance of  one  block.  Prolonged  talking  causes 
shortness  of  breath  followed  by  chest  pain 
and  weakness  of  the  shoulders.  Precordial 
pain  also,  occurs  during  coitus.  The  pain 
used  to  be  relieved  with  nitroglycerine  but 
not  anymore.  He  has  had  three  pillow 
orthopnea  for  the  past  three  years  and  has 
experienced  5-6  episodes  of  paroxysmal  noc- 
turnal dyspnea  during  the  past  year. 

Two  days  prior  to  admission,  while  hav- 
ing coitus,  he  developed  severe  chest  pain 


71 


72 


Volumen  59 
Número  2 


E.  Ramírez,  M.  D.,  et  al 


with  shortness  of  breath  and  weakness  of 
the  shoulders.  There  was  no  loss  of  conscious- 
ness, diaphoresis,  cough  or  hemoptysis.  The 
pain  lasted  over  six  hours  and  he  was  ad- 
mitted to  another  institution  at  his  home- 
town where  hematuria  was  found,  warfa- 
rin sodium  was  omitted  and  vitamin  K was 
given.  Because  of  persistence  of  symptoms 
the  patient  came  to  this  hospital. 

The  past  medical  history  is  essentially 
non-contributory  except  that  the  patient  is 
a heavy  smoker  and  used  to  be  a heavy 
drinker  until  six  years  ago. 

The  family  history  is  that  the  mother 
died  of  heart  disease,  the  father  is  living 
and  has  “poor  circulation”.  Two  sisters  died 
of  heart  disease.  Two  maternal  brothers 
have  tuberculosis.  One  sister  has  heart  dis- 
ease and  one  brother  has  mental  disease. 

The  physical  examination  revealed  a well 
developed,  well  nourished  male  in  no  acute 
distress  but  with  an  anxious  appearance. 
The  blood  pressure  was  120/80  mm  Hg  in 
both  arms,  the  pulse  84/min.,  temperature 
989,  weight  162  lbs.  and  height  64  inch- 
es. Excessive  sweating  of  the  head  and  neck 
was  noted.  The  head  and  neck  were  nor- 
mal except  for  prominent  jugular  veins. 
There  was  a positive  hepatojugular  reflux. 
The  chest  was  symmetrical  with  normal  ex- 
pansion. There  were  inspiratory  wheezes  on 
the  left  lower  lung.  Examination  of  the 
heart  revealed  the  point  of  maximal  im- 
pulse one  inch  outside  the  mid  clavicular 
line.  An  apical  diastolic  gallop  was  heard. 
There  were  no  murmurs  and  no  thrills.  The 
pulmonic  second  sound  was  louder  than  the 
aortic.  Examination  of  the  abdomen  was 
normal.  There  was  no  hepatosplenomegaly. 
There  was  no  costovertebral  angle  tender- 
ness. There  was  no  edema  of  the  legs.  There 


were  good  peripheral  pulses  and  there  was 
no  abnormal  pigmentation  or  deformities. 
The  neurological  examination  was  normal. 

The  hemoglobin  was  13.4  g,  hemato- 
crit 45%,  white  blood  count  8,000/cu  mm, 
neutrophiles  59%,  bands  4%,  lymphocytes 
36%,  monocytes  1%.  Urinalysis  revealed  a 
specific  gravity  of  1.012,  negative  albumin, 
negative  sugar,  and  normal  microscopic  ex- 
amination. Serology  w'as  non-reactive.  Blood 
urea  nitrogen  was  12.5  mg%.  Fasting  blood 
sugar  was  88mg%.  Serum  sodium  was  140 
mEq/L,  potassium  4.3  mEq/L,  C02  24.3 
mEq/L,  chlorides  100  mEq/L.  Repeated 
serum  enzymes  studies  were  normal.  Pro- 
thrombin time  was  25  seconds  with  a con- 
trol of  13  seconds.  Serum  cholesterol  was 
450mg%.  Stools  for  occult  blood  and  for 
ova  and  parasites  were  negative.  Tri-iodo- 
thyronine  RBC  uptake  was  12.6%. 

Electrocardiogram  (See  Fig.  1)  reveal- 
ed inversion  of  the  T-wave  in  leads  1-2 
and  AVL,  V=,  Va,  diphasic  in  III  and  AVF. 
There  was  slurring  of  the  upstroke  of  the 
QRS  in  leads  1-2-3  and  AVF.  The  QRS 
was  of  0.12  seconds  with  poor  progression 
of  the  R-waves  from  Vx  to  V4.  The  in- 
terpretation was  left  bundle  branch  block 
and  probable  left  ventricular  hypertrophy. 
Subsequent  electrocardiograms  failed  to 
show  any  further  changes. 

Chest  X-ray  done  on  September  2 was 
essentially  negative  (See  Fig.  2). 

Discussion 

Dr.  Eli  A.  Ramirez*: 

When  one  sees  a 28-year-old  patient 
with  a myocardial  infarction  one  has  to  de- 
termine first  of  all  whether  the  diagnosis 
was  correctly  made,  and  second,  what  the 
etiology  of  the  coronary  artery  disease  is. 
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In  this  patient  the  diagnosis  of  myocardial 
infarction  has  been  established  according  to 
the  history,  but  the  etiology  has  not  been 
determined. 

Coronary  occlusion  due  to  arteriosclero- 
sis is  seen  at  the  age  of  28  but  it  is  rare. 
From  1949  to  1965  there  were  944  admis- 
sions with  atherosclerotic  coronary  occlusion 
to  the  Medical  Service  of  this  hospital.  Of 
these,  only  eleven  or  1.16%  were  in  patients 
30  years  old  or  younger.  Our  patient  be- 
longs in  this  rather  exclusive  group. 

One  has  to  differentiate  between  coronary 
arteriosclerosis  and  arteriosclerotic  heart  dis- 
ease. Studies  done  during  the  Korean  War 
by  Enos  et  al  (1)  revealed  that  77.3%  of 


1 ? 3 


Fig.  1:  Twelve  lead  electrocardiogram  done  on 
admission. 


soldiers  with  an  average  age  of  22  years 
who  died  in  the  battlefield  had  gross  patho- 
logic evidence  of  coronary  atherosclerosis. 


Ten  per  cent  exhibited  advanced  disease; 
i.  e.,  more  than  70%  of  the  lumen  of  a ma- 
jor vessel  occluded.  All  of  these  soldiers 
were  presumably  in  good  health  since  they 
had  been  pronounced  fit  for  combat  duty. 
Although  they  had  pathologic  evidence  of 
coronary  arteriosclerosis  they  did  not  have 
clinical  coronary  disease.  Thus  coronary 
sclerosis  may  be  present  but  the  infarct 
does  not  have  to  be  necessarily  due  to  it. 
In  a young  man  one  also  has  to  consider 
such  conditions  as  congenital  disease  of  a 
coronary  artery  (aneurysm,  anomalous  ori- 
gin), coronary  embolism,  the  various  forms 
of  arteritis,  aortic  root  disease,  etc.  If  the 
occlusion  is  atherosclerotic,  then  the  possi- 
bility of  predisposing  factors  has  to  be  stud- 
ied. Our  patient  manifests  at  least  one  of 
these:  hypercholesterolemia,  but  whether  he 
has  other  lipid  derangements  has  not  been 
determined. 

What  impresses  most  in  this  patient  is 
his  severe  and  persistent  symptomatology. 
The  great  majority  of  patients  who  devel- 
op a myocardial  infarction  at  this  age  do 
not  remain  with  serious  difficulties  and  are 
able  to  return  to  a productive  life.  In  our 
patient  we  see  progressive  decompensation 
and  a persistent  anginal  syndrome.  In  our 
hypocholesterolemic  drug  study,  in  cases 
with  proven  myocardial  infarction  we  have 
found  a 12%  reinfarction  rate  and  a 7% 
mortality  rate  in  the  first  year  after  infarc- 
tion both  of  which  decrease  progressively 
in  subsequent  years.  But  this  group  of  pa- 
tients is  in  the  average  much  older  than 
our  patient.  So  this  is  again  another  pecu- 
liar factor  in  this  patient  which  makes  one 
think  of  different  possibilities  such  as  a con- 
genital malformation,  an  anomalous  coro- 
nary artery,  an  inflammatory  arterial  process 
or  a specific  disturbance  of  lipid  metabolism 
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predisposing  to  coronary  arteriosclerosis. 

The  history  reveals  a progressive  myo- 
cardial and  coronary  insufficiency.  An  emo- 
tional overlay  is  suggested  by  his  general 
appearance,  his  inability  to  keep  a job,  and 
a family  history  of  mental  disease.  But  we 
must  remember  that  there  is  definite  evi- 
dence of  coronary  artery  disease  in  this  pa- 
tient. A 28-year-old  patient  who  has  had 
a myocardial  infarction  has  sustained  a tre- 
mendous psychic  blow.  I would  hazard 
that  any  of  us,  and  particularly  the  young- 
er ones  would  have  difficulty  adjusting  to 
this  stressful  situation.  Therefore  it  is  dif- 
ficult to  separate  what  is  emotional  and 
what  is  organic  in  this  patient. 


Fig.  2:  Roentgenogram  of  the  chest  done  on 
September  2,  1966. 


The  patient  describes  a localized  precor- 
dial pain  related  to  activity,  which  we  can 
accept  as  true  angina.  He  also  has  what  he 
describes  as  a constant  chest  pain  which  never 


disappears.  The  latter  is  not  the  typical  an- 
ginal pain.  But  what  is?  We  have  been  taught 
the  classical  tetralogy  and  we  know  it  by 
heart:  effort,  pain,  rest,  relief.  How'ever,  a 
prospective  study  conducted  in  Chicago  by 
Paul  and  co-workers  (2)  revealed  that  a sig- 
nificant number  of  individuals  who  subse- 
quently developed  a myocardial  infarction 
had  previously  atypical  chest  discomfort  and 
/or  pain  which  could  not  be  classified  as  an- 
gina by  experts.  It  is  hard  to  accept  this 
particular  pain  in  our  patient  as  due  to  coro- 
nary disease  but  we  do  not  have  any  other 
obvious  explanation  for  it. 

There  are  other  possibilities  we  may  con- 
sider to  explain  post  coronary  pain.  If  this 
patient  had  had  fever,  pleuritis,  joint  pains, 
lymphadenopathy,  cough  and  chest  pain  one 
might  have  thought  of  a post  myocardial 
infarction  syndrome.  There  is  one  episode  in 
our  patient’s  history  that  is  quite  suggestive 
of  this  syndrome.  Dressier  ( 3 ) , who  describ- 
ed it,  suggested  that  it  is  due  to  an  auto- 
sensitivity reaction  to  myocardial  tissue.  An- 
tibodies to  myocardium  have  been  demon- 
strated in  this  syndrome  but  unfortunately 
they  are  not  specific. 

A physician: 

When  is  the  onset  of  the  post  myocardial 
infarction  syndrome  in  relation  to  the  in- 
farction? 

Dr.  Ramirez: 

The  time  of  onset  is  variable.  It  may  be 
from  several  days  to  several  months,  however, 
most  of  the  cases  appear  around  the  2nd. 
to  the  6th.  week  after  the  myocardial  infarc- 
tion. 

A physician: 

Do  all  cases  have  antibodies  to  myocar- 
dium? 

Dr.  Ramirez: 

Myocardial  antibodies  have  been  found  in 
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cases  of  post  myocardial  infarction  syndrome 
but  they  also  have  been  demonstrated  in 
cases  with  myocardial  infarction  without  the 
syndrome.  It  has  been  postulated  that  this 
syndrome  is  very  similar  to  the  so-called  post 
comissurotomy  syndrome  which  may  be  seen 
after  valvular  surgery  but  also  may  follow 
just  cardiotomy.  Therefore,  some  prefer  the 
term  “post  cardiotomy”  syndrome. 

Other  syndromes  have  been  described 
such  as  the  anterior  chest  syndrome  and  the 
shoulder  hand  syndrome.  The  proposed  me- 
chanism is  by  transmission  of  cardiac  pain 
impulses  thru  an  afferent  pathway  to  the 
dorsal  column  and  from  there  by  internuncial 
neurons  to  segments  enervating  the  affected 
areas.  When  trigger  zones  are  anesthetized 
with  alcohol  or  procaine  the  pain  may  be 
relieved;  however,  the  real  cause  of  many  of 
these  syndromes  is  doubtful  and  a well  con- 
trolled study  is  difficult  to  make. 

Thus  the  best  possibility  in  our  patient 
seems  to  be  angina  decubitus,  constant  angina 
or  status  anginousus.  As  a rule  these  are  very 
difficult  patients  to  manage.  Many  of  them 
are  actually  in  the  process  of  developing  new 
infarcts  and  the  great  majority  die  the  first 
year  either  of  heart  failure,  arrythmia  or 
re-infarction.  It  has  been  estimated  that  fifty 
per  cent  of  the  cases  who  develop  a myo- 
cardial infarction  begin  with  angina  di  novo. 
That  is,  classical  angina  appears  suddenly 
and  within  hours,  days  or  wreeks  loses  it’s 
classical  characteristics  and  evolves  into  a 
frank  myocardial  infarction. 

A physician: 

Can  congenital  aneurysm  of  the  coro- 
nary arteries  produce  a similar  picture  to 
this  patient’s? 

Dr.  Ramirez: 

The  first  manifestation  of  a coronary 
aneurysm  may  be  a myocardial  infarction. 


A few  years  ago  we  reported  such  a situation 
with  an  atherosclerotic  aneurysm  in  a 32- 
year-old  male  veteran  (4).  Coronary  aneu- 
rysms are  rare;  only  around  100  have  been 
reported.  Most  are  probably  congenital.  At 
the  age  of  28  a pathological  diagnosis  is  dif- 
ficult because  the  presence  of  atherosclerosis 
does  not  mean  that  the  etiology  is  neces- 
sarily atherosclerotic.  Besides  atherosclerotic 
and  congenital,  aneurysms  can  be  due  to  my- 
cotic or  inflammatory  processes.  Many  con- 
genital aneurysms  are  of  the  arterio-venus 
type. 

The  electrocardiogram  of  this  patient 
shows  left  ventricular  hypertrophy,  incomplete 
left  bundle  branch  block,  and  peaked  P-waves 
in  leads  2 and  AVF.  Because  of  the  block  it 
is  difficult  to  say  wdiether  he  does  or  does  not 
have  an  infarct.  The  vectorcardiogram  in  the 
horizontal  plane  shows  septal  activation  from 
right  to  left  and  delay  of  depolarization.  (See 
Fig.  3).  Therefore  a left  bundle  conduction 


Fig.  ):  Vectorcardiogram  done  on  August  13 
1966. 
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defect  is  present.  The  horizontal  and  saggital 
planes  show  initial  counterclockwise  depolar- 
ization. Later  it  goes  posterior  and  clockwise, 
and  finally  it  goes  into  a major  counter- 
clockwise loop.  The  latter  is  consistent  with 
lateral  myocardial  infarction  in  the  presence 
of  left  bundle  branch  block  (5).  Thus  this 
is  an  example  of  the  usefulness  of  the  vec- 
torcardiogram in  left  bundle  branch  block 
since  the  diagnosis  of  infarction  may  be  made 
from  the  vectorcardiogram  whereas  it  can 
not  be  established  from  the  electrocardiogram. 

This  patient  presents  a difficult  thera- 
peutic problem.  The  immediate  treatment 
should  be  directed  to  what  he  presents.  Di- 
gitalis and  diuretics  are  indicated  to  correct 
his  heart  failure. 

There  remains  the  problem  of  the  un- 
derlying disease.  He  has  received  chronic 
anticoagulant  therapy  but  has  had  significant 
hemorrhagic  complications. 

Anticoagulation  still  remains  a controver- 
sial subject,  even  in  acute  myocardial  infarc- 
tion. Studies  conducted  by  the  Veterans  Ad- 
ministration on  chronic  anticoagulant  therapy 
after  myocardial  infarction  show  that  after 
two  years,  there  is  a difference  in  mortality 
favoring  the  treated  group  in  only  5%  of 
the  cases.  This  difference  is  statistically  sig- 
nificant but  this  study  was  done  under  strictly 
controlled  circumstances;  in  fact,  this  study 
is  notorious  by  its  almost  total  absence  of 
serious  hemorrhagic  complications.  Would 
there  be  any  favorable  difference  when  the 
control  is  average  or  indifferent?  Would  this 
justify  the  effort,  stress,  and  expense?  The 
only  thing  we  can  say  is  that  ideally  well 
controlled  chronic  anticoagulant  therapy  in 
properly  selected  cases  is  beneficial,  but  we 
don’t  know  its  effect  when  the  therapeutic 
control  is  not  quite  so  strict. 

Another  controversial  point  about  chronic 


anticoagulant  therapy  is  the  thrombotic  haz- 
ard of  its  discontinuation.  A few  years  back 
a prominent  cardiologist  called  this  “the 
Sword  of  Damocles.”  There  is  disagreement 
whether  there  is  actually  a hyperthrombotic 
tendency  in  these  cases  or  if  they  are  simply 
catching  up  with  the  natural  course  of  their 
atherosclerotic  disease.  Our  patient  has  been 
committed  to  this  therapy  for  several  years 
and  this  possibility,  even  if  theoretical,  should 
make  us  pause  before  advising  its  discounti- 
nuation. 

Another  approach  is  anti-thyroid  therapy. 
According  to  studies  done  by  Blumgart  et  al 

(6) ,  50%  of  patients  with  recalcitrant  angina 
and/or  heart  failure  obtained  considerable 
improvement,  25%  had  good  improvement 
and  25%  did  not  have  any  improvement  at 
all  after  thyroid  suppressive  therapy.  To  be 
effective  the  metabolism  has  to  be  decreased. 
One  has  to  realize  that  this  is  actually  pro- 
ducing one  disease  to  treat  another.  Propyl- 
thiouracil or  Tapazole  rather  than  radio- 
active iodine  should  be  used  first  to  evaluate 
the  results  before  producing  a permanent  ef- 
fect on  the  gland. 

Finally  a wrord  on  surgery.  The  Vineberg 

(7)  and  the  Beck  (8,  9)  surgical  procedures 
currently  enjoy  the  most  popularity,  but  they 
are  still  generally  considered  to  be  in  the  ex- 
perimental stage.  The  same  applies  to  coro- 
nary endarterectomy.  Vineberg’s  procedure 
consists  of  implantation  of  the  left  internal 
mammary  artery  into  the  anterior  left  ven- 
tricular myocardium.  Beck’s  I operation 
which  consists  of  abrasion  of  the  epicardium 
and  lining  of  the  parietal  epicardium,  ap- 
plication of  an  irritant,  partial  occlusion  of 
the  coronary  sinus  where  it  enters  the  right 
atrium,  and  grafting  of  the  parietal  pericar- 
dium and  mediastinal  fat  to  the  surface  of 
the  heart  seems  to  be  the  most  popular  of 
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the  procedures  devised  by  him.  It  is  very 
difficult  to  assess  the  results  of  these  proce- 
dures since  adequately  controlled  series  are 
scarce  and  the  statistics  are  subject  to  various 
interpretations.  The  surgical  approach  re- 
mains investigative.  Nevertheless  this  is  a 
field  to  watch  closely  since  newer  diagnostic 
approaches  such  as  coronary  arteriography 
(10)  may  afford  means  of  evaluating  these 
procedures  more  accurately. 

There  is  no  question  that  this  is  a dif- 
ficult patient  to  manage.  For  the  present  I 
would  suggest  further  investigation  of  the 
lipid  derangement,  better  therapeutic  con- 
trol of  the  heart  failure  and  continuation  of 
the  anticoagulants,  at  least  while  he  is  in  the 
hospital.  Then,  I would  consider  a concerted 
effort  to  suppress  his  thyroid  medically  and 
careful  evaluation  of  the  results. 

Clinical  diagnosis:  Coronary  heart  disease. 
Addendum : 

After  discussion  of  this  case,  studies  of 
the  serum  lipids  were  carried  out  at  the  Re- 
search Laboratory.  They  revealed  a total 
triglyceride  level  of  349.8  mg%,  phospholi- 
pids: 316.7  mg%,  cholesterol:  346.7  mg% 
and  jl-lipoproteins : 4.2  mm  of  precipitate. 
The  serum  uric  acid  was  7.0  mg%.  Glucose 
tolerance  test:  fasting  90  mg%;  /%  hr  150 
mg%;  1 hr,  149  mg%;  2 hrs,  92.5  mg%; 
3 hrs,  75  mg%.  Paper  electrophoresis  of 
serum  lipoproteins  (Fig.  4)  showed  a discrete 
increase  in  the  p and  the  presence  of  a pre-j3 
band,  compatible  with  increased  triglycerides. 

The  results  obtained  indicate  that  the 
patient’s  serum  lipid  pattern  falls  in  the  Type 
III  abnormality,  which  corresponds  to  an  in- 
crease in  cholesterol  and  tryglycerides  (11). 
This  abnormality  is  frequently  seen  in  pa- 
tients with  diabetes  and  coronary  heart  di- 
sease. These  findings  are  of  interest  since  the 
abnormality  associated  with  coronary  heart 


Fig.  4:  Electrophoresis  of  serum  lipoproteins  A. 
normal  pattern  B.  patient’s  serum  showing  increas- 
ed beta  and  pre-beta  bands. 

dissease  in  young  adults  is  usually  the  Type 
IV,  in  which  the  electrophoretic  pattern 
shows  an  increased  pre-jt  band  alone  (11). 

The  presence  of  a normal  fasting  blood 
sugar  and  glucose  tolerance  test  in  this  patient 
might  indicate  that  the  possible  diabetes  is 
still  latent  but  may  become  manifest  later  on 
in  life.  It  may  be  that  he  has  developed 
coronary  complications  of  his  hyperlipemia 
before  he  has  had  a chance  to  develop  clini- 
cal diabetes.  The  opposite  might  have  oc- 
cured  also.  It  is  of  interest  that  the  patient 
has  a strong  family  history  for  heart  disease 
and  none  for  diabetes. 
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ECHO  VIRUS  INFECTION 
A Review 


Patricia  Downs,  M.  D. 


History  and  Classification 

The  discovery  by  Enders  et  al  ( 1 ) that 
poliomyelitis  virus  could  be  grown  in  non- 
neural  tissue  culture  caused  a revolution  in 
the  field  of  viral  research  which  was  respon- 
sible for  the  discovery  of  the  ECHO  viruses. 
In  the  course  of  surveys  to  determine  the 
prevalence  of  poliomyelitis  in  various  pop- 
ulations (2-6)  many  agents  producing  cyto- 
pathogenic  effects  (CPE)  in  tissue  culture 
were  isolated  which  could  not  be  identified 
with  known  antisera.  The  association  be- 
tween these  agents  and  recognized  diseases, 
either  in  humans  or  laboratory  animals,  was 
unclear,  so  they  w'ere  called  “orphan”  vi- 
ruses or  “viruses  in  search  of  disease”  (3-6). 

The  Coxsackie  viruses  had  been  encoun- 
tered in  1947  by  Dalldorf  and  Sickles,  (7) 
while  infecting  suckling  mice  in  an  effort 
to  find  a practical  experimental  host  for 
polioviruses.  In  1949,  strains  with  a different 
pathogenicity  were  isolated  in  mice  by  Cur- 
nen,  Shaw  and  Melnick  (8).  These  agents 
were  called  the  “Coxsackie”  viruses  because 
the  first  strains  were  obtained  from  patients 

* Dr.  Downs  was  a senior  medical  student  at  the 
Cornell  University  of  Medicine  and  an  exchange 
student  in  the  Department  oj  Pediatrics  of  the 
UP.R.  School  of  Medicine  at  the  time  this  paper 
was  prepared. 


in  a town  in  New'  York  state  by  that  name. 

The  classification  of  the  newly  discovered 
viral  agents  was  first  undertaken  by  a special 
committee  formed  by  the  National  Founda- 
tion for  Infantile  Paralysis  in  1955,  designated 
the  Committee  on  ECHO  Viruses  (to  indi- 
cate that  the  new  agents  were  enteric  cyto- 
pathogenic,  human  and  “orphan”)-  (8). 
Thirteen  different  antigenic  types  were  re- 
cognized and  the  Committee  assigned  num- 
bers to  each  one.  By  1957,  the  Committee 
recognized  ECHO  types  14-19  (9)  and 
proposed  that  the  polioviruses,  the  Coxsackie 
viruses  and  the  ECHO  viruses  be  included 
in  a single  classification,  because  of  a number 
of  shared  properties.  In  common  with  other 
enteroviruses,  the  ECHO  viruses  are  cytopa- 
thogenic  in  tissue  culture,  they  are  not  neu- 
tralized by  antisera  against  the  polioviruses 
or  the  Coxsackie  viruses,  and,  unlike  the  Cox- 
sackie viruses,  they  do  not  cause  disease  in 
suckling  mice. 

In  1959  Sabin  (10)  established  that 
ECHO-10  possessed  properties  distinct  from 
the  other  ECHO  viruses.  A new  name  “reo- 
virus”  was  given  to  the  ECHO- 10  strains  to 
emphasize  the  association  of  this  group  with 
both  the  respiratory  and  enteric  tracts. 

By  1962,  further  revisions  in  the  classifi- 
cation were  made  by  the  Committee  on 
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Enteroviruses  (11).  ECHO  viruses  20-28  had 
been  accepted,  and  ECHO-1  and  8 were 
both  classified  as  ECHO-1  because  they  were 
so  closely  related.  The  Committee  also  sug- 
gested a new  numbering  system  because  of 
problems  created  by  the  overlapping  of  pro- 
perties between  some  strains  of  new  ECHO 
and  Coxsackie  viruses. 

In  1963,  however,  the  Committee  of  the 
International  Enterovirus  Study  Group  (12) 
turned  down  the  proposed  numbering  system, 
and  established  a method  for  classifying 
newly  isolated  agents  which  would  hopefully 
prevent  confusing  overlapping  between  new 
viruses.  With  this  method,  new  antigenic  types 
would  temporarily  be  placed  in  an  unclas- 
sified subgroup  until  other  strains  of  the  same 
antigenic  type,  preferably  isolated  from  dif- 
ferent areas  of  the  globe  and  in  different 
years,  had  been  studied  sufficiently  to  permit 
a representative  prototype  strain  to  be  select- 
ed and  assigned  to  a proper  subgroup  in  the 
class.  The  Committee  also  placed  ECHO-28 
in  a new  group  called  rhinoviruses,  due  to 
distinct  properties,  the  main  one  being  sus- 
ceptibility to  low  pH  in  tissue  culture  (13, 

14) .  Finally,  the  Committee  adopted  a new 
name,  “picornavirus”,  for  this  class  of  viruses, 
to  include  three  groups:  enteroviruses,  rhi- 
noviruses and  unclassified  picornaviruses  ( 14- 

15) .  The  subgroups  of  the  enteroviruses:  the 
poliomyelitis  virus,  Coxsackie  A,  Coxsackie  B 

TABLE  I:  CLASSIFICATION  OF 
PICORNAVIRUSES 

1.  Enterovirus 

a.  Poliomyelitis 

b.  Coxsackie 

c.  ECHO 

2.  Rhinovirus 

3.  Unclassified 


and  ECHO  virus  were  retained  as  before 
(Table  I).  The  picornaviruses  were  charac- 
terized as  having  a size  about  15-30  mu  in 
diameter,  either  resistance,  and  an  RNA 
core. 

Later  in  1963,  ECHO  types  29-32  were 
identified  (14).  Type  33  has  also  been  estab- 
lished. 

Present  Isolation  and  Identification 
Techniques  (9-22) 

It  is  important  to  point  out  that  specimens 
should  be  collected  as  aseptically  as  possible, 
as  soon  as  practical  after  onset  of  illness. 
Enteroviruses  are  often  isolated  from  well 
individuals  and  have  been  shown  to  be  easily 
transmissible  within  a household  group  or 
hospital  population.  Thus,  the  etiologic  role 
of  a given  enterovirus  isolated  during  a 
specific  illness  is  open  to  question,  and,  in 
trying  to  establish  an  association,  it  may  be 
helpful  to  know  that  the  specimen  was  taken 
shortly  after  onset  of  illness  and,  therefore, 
the  virus  is  less  likely  to  be  a coincidental 
invader.  Since  antibody  may  rise  rapidly  in 
certain  individuals  and  with  certain  infec- 
tions, it  is  likewise  essential  that  the  first  of 
paired  serum  specimens  be  obtained  early,  if 
one  hopes  to  demonstrate  a significant  rise  in 
titer.  Specific  virological  diagnosis  of  ECHO 
virus  infections  is  made  most  rapidly  on  fecal 
and/or  throat  specimens,  and,  occasionally, 
on  cerebrospinal  fluid  (CSF),  early  in  the 
course  of  illness.  The  specimens  should  be 
refrigerated  and  frozen  at  -20?C  as  soon  as 
possible  after  collection.  Those  to  be  tested 
are  made  into  10%  to  20%  suspensions  of 
balanced  salt  solution,  centrifuged  lightly 
and  treated  with  antibiotics  to  inhibit  bac- 
terial and  fungal  growth.  Fecal  specimens 
may  require  differential  centrifugation  and 
more  aggressive  antibiotic  treatment  to  avoid 
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contamination.  CSF  samples  can  be  inocu- 
lated directly  without  further  treatment. 

The  test  system  most  often  used  for 
ECHO  viruses  is  the  Cynomologous  monkey 
tissue  culture  system,  although  ECHO  type 
21  requires  human  amnion  or  human  kidney. 
Specimens  to  be  tested  aie  inoculated  into 
tube  or  bottle  cultures,  incubated  at  35-369C 
and  observed  microscopically  for  CPE  over 
a period  of  several  weeks.  A variant  of  this 
technique,  plaque  formation  under  agar,  can 
be  used  to  isolate  pure  colonies  and  to  help 
identify  the  agent  by  characteristic  plaque 
configuration.  Problems  with  the  tissue  cul- 
ture technique  include  false  positives  due  to 
contaminants  or  activation  of  latent  viruses, 
particularly  the  simian  viruses  in  monkey 
kidney  cultures. 

Identification  of  the  viral  agents  obtained 
from  positive  tissue  cultures  is  made  by  a 
variety  of  serologic  tests.  In  the  identification 
of  ECHO  viruses  a preliminary  screening 
neutralization  test  is  carried  out  using  10-2 
to  10-4  dilutions  of  culture  fluid,  tested 
against  various  pools  of  antisera  for  the  three 
types  of  poliomyelitis  virus,  for  all  available 
ECHO  viruses,  and  for  all  cytopathogenic 
Coxsackie  viruses.  Final  identification  is  made 
by  a neutralization  test  with  100  TCD  50 
of  the  viral  agent  and  20  units  of  antibody 
after  incubation  for  one  hour  at  room  tem- 
perature. 

Neutralization  tests  should  also  be  carried 
out  on  acute  and  convalescent  sera  of  patients 
suspected  of  having  ECHO  virus  infections 
as  a means  of  establishing  a relationship  be- 
tween the  viral  agent  and  significant  infec- 
tion. It  cannot  be  emphasized  too  strongly 
that  the  first  blood  specimen  must  be  drawn 
early  in  the  illness  if  one  hopes  to  demon- 
strate a significant  antibody  rise. 


Epidemiology  and  Clinical  Association 
of  ECHO  Virus  Infection 

The  clinical  and  epidemiological  aspects 
of  ECHO  virus  infections  are  difficult  to 
document,  because  many  infections  are  sub- 
clinical  and  because  they  are  associated  with 
a great  variety  of  syndromes. 

Rivers  (23)  revised  Kock’s  criteria  of 
etiology  in  1937  to  fit  viral  diseases,  as 
follows : 

1.  The  virus  must  be  present  in  host  cells 
showing  the  specific  lesions  at  the  time  of  the 
disease  or  in  the  blood  or  other  body  tissues. 

2.  Filtrates  of  the  infectious  material 
shown  not  to  contain  bacteria-  must  produce 
the  disease  or  its  counterpart  in  appropriate 
animals  or  plants. 

3.  Similar  filtrates  from  such  animals 
must  transmit  the  disease. 

4.  Immunological  and  histological  studies 
should  confirm  the  specificity  and  identity 
of  the  disease  caused,  but  this  is  not  always 
feasible. 

Using  River’s  criteria,  it  would  be  dif- 
ficult to  be  sure  that  ECHO  viruses  were  not 
merely  a coincidental  infection  in  many  of 
the  cases  reported.  ECHO  viruses  are  abun- 
dant in  nature,  and  have  often  been  isolated 
from  both  sick  and  well  individuals  in  many 
parts  of  the  world  (23-38).  However,  asso- 
ciation with  human  illness  has  been  establish- 
ed for  many,  in  some  cases  by  isolation  from 
parenteral  sources,  such  as  the  cerebrospinal 
fluid,  with  or  without  isolation  from  feces. 
Other  associations  have  been  established  by 
the  repeated  isolation  of  an  ECHO  virus 
from  feces  of  patients  with  a specific  clinical 
picture,  often  accompanied  by  antibody  rises, 
such  as  had  previously  been  done  in  the  case 
of  polioviruses.  In  some  instances  ECHO 
viruses  have  been  observed  to  cause  epide- 
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mies  of  disease.  Because  of  their  wide  distri- 
bution in  nature,  it  is  extremely  difficult  to 
establish  associations  on  the  basis  of  matched 
controls. 

Associations  of  ECHO  viruses  with  hu- 
man disease  have  been  reviewed  by  various 
authors,  recently  by  Kibrick  (38).  At  pre- 
sent, many  strains  of  ECHO  virus  have  been 
associated  with  sporadic  cases  and  out- 
breaks of  aseptic  meningitis  (the  exceptions 
are  types  8,  10,  24,  and  26  through  29).  The 
etiologic  agent  has  been  isolated  from  spinal 
fluid  in  only  some  of  the  cases.  This  ill- 
ness is  characterized  by  headache,  fever, 
meningeal  signs  and  changes  in  the  cere- 
brospinal fluid.  The  CSF  reveals  a pleo- 
cytosis which  may  vary  from  10  to  3,000 
cells,  usually  with  a predominance  of  lym- 
phocytes, but  it  is  not  uncommon  to  find 
chiefly  polymorphonuclears  early  in  the 
diseases.  Protein  content  is  normal  or  mod- 
erately elevated,  while  sugar  values  are  nor- 
mal. 

Other  acute  central  nervous  system  syn- 
dromes have  been  reported  but  are  less  com- 
mon. These  include  paralytic  disease  simulat- 
ing poliomyelitis,  encephalitis,  acute  cerebellar 
ataxia  and  the  Guillain-Barré  syndrome.  The 
differential  diagnosis  covers  a host  of  infec- 
tious and  toxic  agents. 

Many  types  have  been  associated  with 
both  sporadic  cases  and  outbreaks  of  exan- 
thematous disease,  generally  macupapular. 
The  agents  are  also  probably  etiologic  in 
so-called  “non-specific  febrile  illness”,  with- 
out rash,  and  in  some  cases  of  respiratory 
disease.  It  appears  that  these  viruses  may  also 
be  responsible  for  sporadic  cases  and  out- 
breaks of  diarrheal  disease,  but  this  associa- 
tion has  not  been  firmly  established. 

Despite  the  difficulties  in  delineating  di- 
sease by  ECHO  viruses,  the  following  cha- 


racterization is  offered,  more  as  a guide  to 
future  studies  than  as  a final  definition: 

1.  Human  disease  associated  with  ECHO 
viruses  has  often  presented  as  aseptic  menin- 
gitis. Other  CNS  syndromes  have  been  asso- 
ciated with  ECHO  viruses,  as  well  as  infan- 
tile diarrhea  and  a variety  of  other  illnesses. 
In  many  cases  the  evidence  for  these  associa- 
tions is  still  tenuous. 

2.  ECHO  viruses  have  a world-wide  dis- 
tribution. 

3.  These  infections  seem  to  be  more  com- 
mon in  the  summer  months. 

4.  No  definite  age  range  has  been  estab- 
lished for  ECHO  infections.  The  high  in- 
cidence of  reported  cases  in  children  may 
be  related  either  to  the  fact  that  many  studies 
were  carried  out  only  among  pediatric  pop- 
ulations, or  to  a higher  degree  of  immunity 
among  adults. 

5.  ECHO  viruses  are  isolated  in  both 
sporadic  infections  and  in  epidemics,  and 
from  unaffected  individuals. 

In  conclusion,  the  ECHO  viruses,  their 
properties,  and  their  association  with  disease 
are  still  only  partially  understood.  The  field 
of  virology  is  wide  open  for  challenging  in- 
vestigation. 

Resumen 

Este  artículo  es  un  repaso  de  los  cono- 
cimientos que  tenemos  sobre  los  virus  ECHO. 

Durante  los  primeros  estudios  de  la  po- 
liomielitis en  cultivos  de  tejido,  crecieron 
virus  nuevos  que  no  podían  neutralizarse  con 
los  antisueros  de  la  poliomielitis.  Estos  virus 
se  llamaron  “huérfanos”,  por  carecer  enton- 
ces de  asociación  con  enfermedad  alguna,  y 
luego  ECHO,  por  ser  entéricos,  citopatogé- 
nicos,  humanos  y huérfanos.  Posteriormente, 
con  los  virus  de  la  poliomielitis,  los  llamados 
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Coxsackie,  y otros,  vinieron  a clasificarse 
como  “picornaviruses”. 

Gradualmente  muchos  de  estos  virus  se 
han  asociado  con  varios  cuadros  clínicos,  los 
cuales  se  mencionan  en  este  artículo.  De  és- 
tos, el  más  importante  lo  es  probablemente 
la  enfermedad  aguda  del  sistema  nervioso 
central. 

Se  discuten  las  cualidades  de  estos  virus, 
los  métodos  de  cultivo  y los  criterios  para 
considerarlos  patógenos. 
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Introducción  y Dedicatoria 

Conmemoramos  hoy  día  19  de  noviem- 
bre, el  descubrimiento  de  Puerto  Rico  acae- 
cido hace  473  años,  y a su  vez,  celebramos 
la  toma  de  posesión  de  la  Nueva  Directiva 
de  Nuestra  Asociación.  Ha  querido  Nues- 
tro Señor  que  durante  el  día  de  hoy,  este 
humilde  y sencillo  médico  de  pueblo  reciba 
de  sus  hermanos  en  la  profesión  el  más  alto 
puesto  de  honor  que  se  le  pueda  otorgar  a 
un  médico  en  nuestra  Isla.  Esa  distinción  nos 
obliga  a todos  a descubrir  y redescubrir  a 
Puerto  Rico  en  todas  sus  rutas  de  progreso 
v bienestar.  Les  aseguro  que  no  los  defrau- 
daré. Me  esforzaré  al  máximo  en  mi  período 
presidencial  porque  cada  uno  de  los  objeti- 
vos trazados  por  ustedes  se  cumpla  a cabali- 
dad. 

Siento  un  gran  amor  por  la  causa  de  la 
A.M.P.R.,  por  todos  ustedes  mis  colegas,  por 
esta  profesión  tan  honrosa  a la  cual  nos  he- 
mos abrazado  todos. 

Por  eso  me  entregaré  con  entusiasmo,  con 
tesón,  con  perseverancia  a la  búsqueda  de 
soluciones  justas  a nuestros  problemas,  asu- 
miendo una  política  de  carácter  liberal  ba- 

Discurso  pronunciado  por  el  Dr.  Luis  A.  Iz- 
quierdo Mora,  con  motivo  de  la  Toma  de  Pose- 
sión de  la  Presidencia  de  la  Asociación  Médica 
de  Puerto  Rico,  durante  la  sexagésimo-cuarta 
asamblea  anual,  19  de  noviembre  de  1966. 


sada  en  ideales  positivos,  flexibles,  construc- 
tivos, democráticos  y cristianos.  Pondré  toda 
mi  fe  en  Dios,  en  ustedes  y en  este  sencillo, 
pero  laborioso  y honrado  pueblo  de  Puerto 
Rico. 

Las  gestiones  de  la  Presidencia  de  la  Aso- 
ciación Médica  de  Puerto  Rico,  representan 
para  el  incumbente  un  verdadero  reto  y un 
enorme  sacrificio  tanto  en  el  orden  material 
como  en  el  orden  espiritual.  Esa  realidad  fue 
descrita  por  el  Honorable  Secretario  de  Jus- 
ticia, el  Lie.  Rafael  Hernández  Colón,  quien 
al  ser  informado  de  su  nombramiento  dijo: 
“pero  se  llega  el  momento  en  la  vida  de  los 
hombres  en  que  las  convicciones  ideológicas 
tienen  que  ser  respaldadas  por  sacrificios  per- 
sonales”. Deseo  recordarles  que  el  éxito  de  la 
labor  a realizarse  dependerá  de  la  ayuda  que 
cada  uno  de  ustedes  me  brinde  en  esta  difícil 
tarea  que  se  me  ha  encomendado.  Uno  de 
mis  grandes  ideales  ha  sido  siempre  ver  una 
Asociación  Médica  grande,  vigorosa,  unida, 
querida  y respetada  por  todos.  Hacia  la  con- 
secución de  esta  meta,  tenemos  que  marchar 
a paso  firme  todos  los  médicos  de  Puerto 
Rico. 

Creo  firmemente  que  nuestra  obra  debe 
de  ir  dirigida  a luchar  en  pro  de  la  salud  y el 
bienestar  de  nuestros  conciudadanos.  Dedico 
este  año  de  gestión  presidencial  a luchar  con 
verdadero  ahinco  por: 

1 ) un  mejoramiento  de  nuestros  servicios 
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profesionales, 

2)  La  justa  solución  de  los  problemas 
médico  hospitalarios;  y especialmente  a, 

3)  Conseguir  que  cada  paciente  reciba  la 
mejor  calidad  de  servicios  médicos. 

La  Salud  y Nuestra  Posición 

Definimos  la  salud  como  un  perfecto  es- 
tado de  bienestar  físico,  mental  y espiritual. 
Representa  la  salud  de  un  pueblo:  su  don 
mas  preciado.  Es  el  eje  central  que  mueve 
a un  pueblo  hacia  el  progreso.  Un  pueblo 
que  goza  de  buena  salud  es  uno  que  puede 
poner  en  marcha  cualquier  programa  de  ac- 
ción hacia  la  consecución  de  sus  metas  e 
ideales.  Por  otro  lado,  un  pueblo  que  no 
goza  de  buena  salud  es  uno  que  se  encuentra 
impotente,  inválido  y que  nunca  podrá  po- 
nerse en  marcha  hacia  la  consecución  de  su 
Gran  Civilización. 

Nosotros,  los  médicos  de  Puerto  Rico, 
conscientes  de  que  la  salud  de  un  pueblo  es 
Tesoro  Preciado,  queremos  dejar  expresada 
ante  la  opinión  pública  en  forma  clara  y diá- 
fana, nuestra  posición : que  cada  puertorri- 
queño, como  Hijo  de  Dios,  reciba  la  mejor 
calidad  de  servicios  para  su  salud,  irrespec- 
tivo de  su  condición  social,  económica,  de 
raza,  creencias  religiosas  y políticas,  bajo 
el  sistema  de  libre  empresa,  donde  el  pa- 
ciente tenga  el  sagrado  derecho  de  escoger  li- 
bremente su  médico,  donde  se  respete  la 
dignidad  del  paciente  y donde  se  estimule  el 
desarrollo  de  ciudadanos  responsables  y aler- 
ta de  sus  obligaciones,  para  con  Dios,  con  su 
familia,  su  país  y consigo  mismos. 

Cambios  Sociales,  Económicos  y 
los  Servicios  de  Salud 

Los  cambios  sociales,  económicos  y en  los 
servicios  de  salud  ocurridos  en  estas  últimas 
tres  décadas,  son  de  tanta  importancia  para 


la  planificación  actual  y futura  de  estos  ser- 
vicios, que  quisiera  repasar  con  ustedes  los 
más  sobresalientes: 

Nuestra  Sociedad  se  está  transformando 
rápidamente  de  una  de  carácter  agrícola 
y rural,  a una  industrial  y urbana. 
Nuestro  ingreso  per  cápita  continúa  au- 
mentando a pasos  agigantados. 

Se  ha  desarrollado  una  gigantesca  y cre- 
ciente Clase  Media. 

El  nivel  de  educación  de  nuestro  pueblo 
es  más  alto. 

Hay  hoy  día  más  oportunidades  de  tra- 
bajo. 

Hay  mejores  abastecimientos  de  agua  po- 
table, sistemas  de  disposición  de  aguas 
negras,  electrificación  y carreteras. 
Existen  programas  contra  la  pobreza. 

La  población  «,está  creciendo  a razón  de 
55,000  por  año. 

Nuestras  enfermedades  están  dejando  de 
ser  de  carácter  tropical  e infecciosas,  pa- 
sando a unas  de  carácter  crónico  y gene- 
rativo. 

Ha  habido  una  reducción  dramática  en 
la  mortalidad. 

El  promedio  de  vida  hoy  es  de  70  años. 
La  medicina  que  se  practica  hoy  día  es 
mucho  más  científica. 

A diario  la  industria  farmacéutica  nos 
lanza  al  mercado  medicamentos  maravi- 
llosos, los  cuales  aumentan  la  producti- 
vidad de  nuestro  pueblo  a través  de  una 
reducción  en  la  morbilidad. 

Ha  habido  un  aumento  en  los  costos  de 
servicios  de  salud  comparable  con  los 
costos  en  los  otros  niveles  de  vida. 

Ha  habido  un  aumento  considerable  en 
el  alcoholismo,  enfermedades  venéreas, 
adictos  a drogas,  delincuencia  y abortos 
criminales. 

Tenemos  hoy  día,  alrededor  de  2,500  mé- 


Bol.  Asoc.  Méd.  P.  Rico 
Febrero,  1967 


Epoca  de  Oro 


87 


dicos  lo  que  nos  dá  una  proporción  de  1 
médico  por  cada  1,000  habitantes,  pro- 
porción considerada  como  adecuada  para 
el  1970. 

Todos  los  años  se  licencian  en  Puerto 
Rico  para  ejercer  la  profesión  alrededor 
de  125-150  médicos. 

La  medicina  se  ha  fragmentado  en  más 
de  20  especialidades  y subespecialidades. 
Cada  día  hay  más  personal  para-médico. 
Ha  habido  un  aumento  considerable  en 
los  pacientes  con  seguros  médicos  volun- 
tarios prepagados.  Hoy  día  un  45-50% 
de  nuestra  población  está  acogida  a se- 
guro médico,  aparte  de  que  un  10%  se 
provee  por  sí  solo  sus  servicios  de  salud. 
Nuestro  pueblo  exige  seguros  médicos 
con  libre  selección  de  médico  y hospital 
donde  se  le  trate  individualmente,  con  la 
privacidad  que  se  merece  y donde  se  le 
atienda  como  persona  y no  como  un  sim- 
ple número  o un  caso  de  tal  o cual  en- 
fermedad. 

Los  pacientes  graves  se  atienden  en  los 
hospitales  y no  en  las  casas. 

Contamos  con  12,000  camas  al  presente 
para  la  atención  hospitalaria  de  los  pa- 
cientes, de  las  cuales  8,000  pertenecen  al 
gobierno  y 4,000  a la  comunidad  y a la 
empresa  privada.  Se  planea  remodelar  y 
construir  4,000  camas  gubernamentales 
más,  a un  costo  de  $159,000,000  a 7 años 
plazo. 

Todos  estos  cambios  y hechos  nos  han 
traído  a la  realidad  médico-hospitalaria  de 
Puerto  Rico  el  19  de  noviembre  de  1966. 
Existen  al  presente  dos  sistemas  de  servicios 
de  salud  para  nuestro  pueblo,  un  sistema  gu- 
bernamental para  los  médicamente  insolven- 
tes y un  sistema  de  la  comunidad  para  el 
creciente  sector  de  los  médicamente  solven- 
tes. Nuestro  pueblo  exige  calidad  de  servi- 


cios. Demanda  sistemas  voluntarios  de  ser- 
vicios de  salud  donde  él  tenga  el  sagrado 
derecho  de  escoger  libremente  su  médico  y 
hospital,  exige  facilidades  de  la  comunidad 
para  su  atención  al  progresar  continuamente 
de  la  indigencia  médica  a la  solvencia  mé- 
dica. Ante  la  presente  situación,  creemos  fir- 
memente que  se  impone  una  revisión  de  ca- 
rácter urgente  en  cuanto  a la  programación 
de  los  servicios  de  salud  brindados  a nuestro 
pueblo.  Es  tiempo  ya  de  que  entremos  en 
la  Epoca  de  Oro  de  la  Medicina.  Estamos  en 
la  obligación  de  redescubrir  a Puerto  Rico 
en  cuanto  a la  metodología  y planificación 
de  los  servicios  de  salud.  Es  tiempo  ya  de 
que  le  busquemos  soluciones  puertorriqueñas 
a nuestros  problemas  de  salud  a tono  con 
nuestras  presentes  y futuras  necesidades.  Ob- 
viamente será  nuestro  pueblo  el  que  se  be- 
neficie con  creces  de  la  reestructuración 
del  actual  sistema.  Somos  firmes  creyentes 
de  la  verdadera  justicia  social  médica  para 
un  pueblo  digno  como  el  nuestro  que  se  me- 
rece lo  mejor. 

Para  lograr  nuestras  metas  e ideales,  se 
necesita  el  esfuerzo  mancomunado  del  Go- 
bierno, de  la  Escuela  de  Medicina,  del  Tri- 
bunal Examinador  de  Médicos,  de  las  profe- 
siones para-médicas,  de  las  agrupaciones  cí- 
vicas médicas,  de  las  agrupaciones  cívicas, 
de  la  comunidad  y de  los  proveedores  de 
servicios:  NOSOTROS  LOS  MEDICOS. 

Plan  de  Acción 

Nuestra  profesión  está  atravesando  al  pre- 
sente por  un  período  de  transición  de  vital 
importancia  para  la  buena  salud  de  nuestros 
pacientes.  Además  de  atender  diligentemente 
a nuestros  pacientes,  tenemos  que  dedicarle 
más  y más  tiempo  a nuestra  responsabilidad 
social  en  los  problemas  públicos.  Creo  que 
se  ha  hablado  mucho  sobre  los  años  y sacri- 
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íicios  que  pasamos  para  convertirnos  en 
servidores  de  la  Humanidad  y del  impacto 
que  han  causado  nuestros  gobiernos  sobre 
nuestros  pacientes  y profesiones. 

Compañeros,  ha  llegado  el  momento  de 
Acción  Social  Positiva  dentro  de  un  marco 
Cristiano  y Democrático. 

Lucharemos  con  todas  nuestras  fuerzas  y 
trataremos  a través  de  todos  los  medios  a 
nuestro  alcance  por  lograr  las  siguientes  me- 
tas, las  cuales  redundarán  en  beneficios  posi- 
tivos para  el  pueblo  de  Puerto  Rico: 
Primero:  Llamo  a todos  los  miembros  de 
la  profesión  médica  de  Puerto  Rico  a lo  que 
denominaremos  Operación  Unidad:  los  lla- 
mo a dar  la  batalla  desde  el  seno  de  nuestra 
Asociación.  Compañeros,  no  existen  en  nues- 
tra Isla  dos  clases  de  médicos  para  dos  ti- 
pos de  pacientes,  todos  estamos  al  servicio 
de  la  buena  salud  de  nuestro  pueblo.  No 
estudiamos  en  libros  diferentes,  ni  aprendimos 
técnicas  distintas,  ni  recetamos  medicinas 
diferentes  a los  pacientes.  Lo  que  sí  existe 
en  Puerto  Rico  son  dos  sistemas  de  servicios 
para  nuestro  pueblo,  bajo  dos  sistemas  admi- 
nistrativos. 

Segundo:  Cumplir  a cabalidad  con  los  Man- 
damientos de  la  Ley  de  Dios,  con  el  Juramen- 
to de  Hipócrates  y con  los  principios  de 
ética. 

Tercero:  Además  de  recetar  física  y moral- 
mente a nuestros  pacientes,  tenemos  que  re- 
cetarles cívicamente  sobre  los  graves  proble- 
mas de  salud  que  se  ciernen  sobre  nuestro 
pueblo. 

Cuarto:  Participar  activamente  en  las  agru- 
paciones cívicas  y en  el  partido  político  de 
nuestra  predilección,  expresando  ideas  y to- 
lerando discrepancias,  para  lograr  el  diálogo 
creador  que  propicia  la  madurez  democrática 
y cívica. 

Quinto:  Incrementar  nuestros  esfuerzos  para 


identificarnos  con  los  problemas  de  salud  de 
nuestro  pueblo  asumiendo  el  liderato  en  la 
búsqueda  de  soluciones  puertorriqueñas  a 
nuestros  problemas. 

Sexto:  Presentarle  a nuestro  pueblo  progra- 
mas de  salud  constructivos,  positivos  y facti- 
bles, dentro  de  nuestras  realidades  económi- 
cas y a tono  con  nuestras  actuales  y futuras 
necesidades. 

Séptimo:  Velar  celosamente  por  cada  médico 
que  ejerce  la  profesión,  particularmente  los 
que  trabajan  asalariados,  para  que  se  me- 
joren sus  condiciones  de  trabajo,  vivienda  y 
salarios,  para  que  no  se  hagan  presiones  aje- 
nas a su  profesión  que  intervengan  en  las 
relaciones  con  sus  pacientes  y luchar  por  es- 
tablecer el  concepto  de  pago  por  paciente 
servido. 

Octavo:  Luchar  porque  cada  médico  que 
ejerza  la  profesión,  tenga  su  examen  de  re- 
válida completo  aprobado. 

Noveno:  Ayudar  a la  creación  de  cursos  post- 
graduados para  los  compañeros  médicos  que 
no  han  aprobado  su  reválida. 

Décimo:  Fomentar  los  cursos  post-gradua- 
dos  para  los  médicos  en  el  ejercicio  activo  de 
su  profesión. 

Undécimo:  Luchar  porque  el  exámen  de  los 
Graduados  de  Universidades  Extranjeras  sea 
ofrecido  en  español. 

Duodécimo:  Ayudar  activamente  a la  revi- 
sión de  los  programas  de  acreditación  de 
internados  y residencias. 

Décimotercero:  Solicitar  investigación  de 
aquellos  señores,  por  cierto  una  bien  exigua 
minoría,  que  dicen  llamarse  médicos  y que 
se  dedican  al  crimen  y a prácticas  nocivas 
para  la  salud  de  nuestro  pueblo,  y lograr 
que  se  aplique  sobre  ellos  todo  el  peso  de 
la  Ley. 

Décimocuatro:  Crear  a través  de  la  Funda- 
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ción  Médica  de  Puerto  Rico  un  Directorio  del 
personal  médico  y para-médico  existente. 
Decimoquinto:  Fortalecer  nuestro  Foro  de 
Oradores. 

Decimosexto:  Llamo  a la  familia  Para-médica 
(farmacéuticos  y auxiliares,  industria  farma- 
céutica, droguistas,  técnicos  y auxiliares  de 
Rayos  X,  laboratorio  y enfermeras,  dueños 
de  hospitales,  veterinarios,  administradores 
de  hospitales,  oficiales  e inspectores  de  sa- 
nidad, fisioterapistas,  nutricionistas,  dietistas, 
sicólogos,  sicómetras,  bibliotecarios  de  ré- 
cords médicos,  ópticos,  trabajadores  sociales, 
entrenadores  de  habla  y audición,  compañías 
de  seguros  médicos,  profesores  no  médicos 
de  ciencias),  a formar  el  equipo  de  la  salud 
bajo  el  Concilio  de  Salud. 

Decimoséptimo:  Llamo  a todas  las  organiza- 
ciones cívicas  médicas  y a las  agrupaciones 
cívicas,  que  siempre  han  llevado  un  rayo 
de  luz  y esperanza  a cada  hogar  puertorri- 
queño, a través  de  su  profundo  sentido  de 
civismo  y servicio  a la  Humanidad  a la 
unión  de  esfuerzos  para  una  mayor  producti- 
vidad mancomunada  en  la  integración  del 
equipo  de  la  salud. 

Décimooctavo:  Ayudar  en  todo  lo  posible  a 
combatir  los  problemas  de  accidentes  de 
tránsito,  adicción  a drogas,  alcoholismo,  de- 
lincuencia, enfermedades  venéreas  y abortos 
criminales. 

Décimonoveno:  Llevar  por  toda  la  Isla  el 
autobus  “Clínica  Rodante”  ofreciendo  clíni- 
cas gratuitas. 

Vigésimo:  Presentar  programas  clínicos  y edu- 
cativos gratuitos  propulsando  proyectos  de 
medicina  preventiva  y salud  pública. 

Vigésimo  Primero:  Continuar  ofreciendo 
nuestro  Servicio  Médico  Voluntario  a las  po- 
blaciones que  sufran  escasez  aguda  de  ser- 
vicios. 

Vigésimo  Segundo:  Dotar  a cada  compatrio- 


ta de  una  Tarjeta  de  Identificación  Médica 
de  Emergencia. 

Vigésimo  Tercero:  Propulsar  servicios  médi- 
cos de  emergencia  en  todos  los  pueblos. 
Vigésimo  Cuarto:  Crear  un  Directorio  de 
las  facilidades  médicas  existentes  en  nuestra 
isla,  con  miras  a orientar  a nuestro  pueblo 
a una  mejor  utilización  de  éstas. 

Vigésimo  Quinto:  Ofrecer  orientación  gra- 
tuita a grupos  de  la  comunidad  interesados 
en  conseguir  Seguros  Médicos  Voluntarios 
Prepagados. 

Vigésimo  Sexto:  En  unión  de  la  Cruz  Roja, 
Capítulo  de  Puerto  Rico,  lucharemos  por 
ofrecerle  a los  familiares  y dependientes  de 
los  que  sirven  en  las  fuerzas  armadas  y ve- 
teranos, una  mejor  orientación  en  cuanto  a 
sus  problemas  y necesidades. 

Vigésimo  Séptimo:  Cooperar  con  el  Cuerpo 
de  Bomberos  a través  del  Cuerpo  de  Capi- 
tanes Médicos. 

Vigésimo  Octavo:  Cooperaremos  con  la  De- 
fensa Civil  de  Puerto  Rico,  a través  del  Co- 
mité Médico  de  Desastre. 

Vigésimo  Noveno:  Brindarle  la  más  decidida 
cooperación  a la  Asociación  Interprofesional 
de  Puerto  Rico. 

Trigésimo:  Orientar  a través  de  nuestro  Co- 
ordinador de  Hospitales,  a grupos  interesados 
en  la  construcción  de  hospitales. 

Trigésimo  Primero:  Promover  que  se  con- 
viertan hospitales  privados  a Hospitales  de 
la  Comunidad. 

Trigésimo  Segundo:  Laborar  por  la  construc- 
ción de  más  camas  para  los  pacientes,  por 
una  revaluación  de  la  distribución  de  estas 
a tono  con  las  actuales  demandas  de  nuestro 
pueblo  y de  acuerdo  con  la  letra  y el  espíritu 
de  la  Ley  Hill-Harris  la  cual  aporta  fondos 
para  la  construcción  y remodelación  de  ca- 
mas en  los  hospitales  públicos  y Hospitales  de 
la  Comunidad.  Los  hospitales  de  la  Comu- 
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nidad  ayudan  a nuestro  gobierno  a librarlo 
de  los  costos  y construcción  y del  manteni- 
miento de  éstos. 

Trigésimo  Tercero:  Propulsar  el  concepto  de 
planeamiento  de  áreas  de  servicio. 

Trigésimo  Cuarto:  Fomentar  las  Manos  Vo- 
luntarias en  los  hospitales. 

Trigésimo  Quinto:  Propulsar  para  que  se  le 
brinde  ayuda  religiosa  y espiritual  a los  pa- 
cientes enfermos,  particularmente  a los  hos- 
pitalizados. 

Trigésimo  Sexto:  Estimular  a los  jóvenes  con 
aptitudes  para  estudiar  la  profesión,  promo- 
viendo más  recursos  humanos  y 'materiales 
para  la  Escuela  de  Medicina  y fomentando 
como  hasta  el  presente  la  mejor  calidad. 
Trigésimo  Séptimo:  Propulsar  la  creación  de 
cursos  de  enseñanza  para  los  estudiantes  de 
medicina  en  cuanto  a los  problemas  sociales  y 
económicos  de  nuestra  Isla. 

Trigésimo  Octavo:  Ofreceremos  a nuestra 
Escuela  de  Medicina,  médicos  que  están  dis- 
puestos a servir  gratuitamente  en  la  ense- 
ñanza y formación  de  los  estudiantes  de  me- 
dicina. 

Trigésimo  Noveno:  Estamos  incondicional- 
mente a las  órdenes  de  nuestra  Escuela  de 
Medicina  para  luchar  al  máximo  por  con- 
seguir de  2-3  millones  de  dólares,  que  po- 
drían ser  asignados  por  el  Congreso  de  los 
E.  U.  para  establecer  un  Departamento  de 
Médicos  de  Familias  y ayudar  a su  cons- 
trucción. 

Cuadragésimo:  Propulsar  el  que  se  ponga  en 
práctica  el  Informe  de  la  Comisión  Millis, 
el  cual  recuerda  la  especialidad  del  médico 
primario  o de  familias,  tipo  de  médico  de 
vital  importancia  para  la  salud  de  nuestro 
pueblo  y particularmente  para  las  áreas  ser- 
vidas inadecuadamente  por  escasez  de  ser- 
vicios. Dicho  médico  asume  el  cuidado  com- 
prensivo y continuo  de  las  familias,  no  tan 


sólo  desde  el  punto  de  vista  de  diagnóstico 
y tratamiento,  y si  desde  el  punto  de  medi- 
cina preventiva  y de  rehabilitación. 
Cuadragésimo  Primero:  Fomentar  la  prepa- 
ración de  más  personal  para-médico. 
Cuadragésimo  Segundo:  Luchar  por  lograr 
que  la  aportación  Federal  en  los  programas 
de  asistencia  pública  sea  aumentada  de  un 
55%  a un  83%. 

Cuadragésimo  Tercero:  Revisar  la  implanta- 
ción del  Título  XIX  de  la  Ley  Medicare,  de 
acuerdo  cor.  el  espíritu  y ’a  letra  de  la  Ley, 
a fin  de  que  no  existan  pacientes  de  segunda 
clase,  que  se  le  brinde  al  paciente  calidad 
de  servicios  y que  el  paciente  tenga  el  sa- 
grado derecho  de  escoger  libremente  su  mé- 
dico y hospital. 

Cuadragésimo  Cuarto:  Dar  nuestro  más  de- 
cidido apoyo  y cooperación  para  convertir, 
lo  más  rápidamente  posible,  las  áreas  servi- 
das inadecuadamente  en  nuestra  Isla  por  es- 
casez de  servicios,  en  áreas  atractivas,  no  tan 
sólo  desde  el  punto  de  vista  material  y sí, 
y más  importante  aún,  desde  el  punto  de 
vista  de  facilidades  para  brindarle  buen  ser- 
vicio a nuestros  pacientes. 

Cuadragésimo  Quinto:  Crear  a través  de  la 
Fundación  Médica  de  Puerto  Rico,  un  Ne- 
gociado de  Localizaciones  de  médicos  con 
miras  a ayudar  a una  mejor  distribución 
de  éstos. 

Cuadragésimo  Sexto:  Continuar  propulsan- 
do el  seguro  médico  voluntario  prepagado 
el  cual  representa  un  alivio  económico  sus- 
tancial para  el  Tesoro  de  Puerto  Rico. 
Cuadragésimo  Séptimo:  Propulsar  legislación 
sobre  una  Ley  de  Matrimonios  de  Epilépti- 
cos, niños  maltratados,  droga  L.S.S.  y mu- 
chas más  que  vayan  en  beneficio  de  nuestro 
pueblo. 

Cuadragésimo  Octavo:  Propulsar  legislación 
para  que  se  otorgue  más  fondos  a nuestro 
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Tribunal  Examinador  de  Médicos  para  que 
así  pueda  funcionar  adecuadamente. 
Cuadragésimo  Noveno:  Estamos  a las  órde- 
nes de  nuestro  Gobernador,  el  Hon.  Roberto 
Sánchez  Vilella,  de  nuestro  Secretario  de 
Salud,  el  Dr.  Mario  García-Palmieri,  de  los 
demás  miembros  de  las  Ramas  Ejecutiva, 
Judicial,  Legislativa,  de  la  Asociación  de 
Alcaldes,  del  Tribunal  Examinador  de  Mé- 
dicos de  nuestra  Escuela  de  Medicina,  y de 
todo  nuestro  pueblo,  dispuestos  a luchar 
hombro  con  hombro  en  pro  de  la  salud  y 
el  bienestar  de  todo  el  pueblo  de  Puerto 
Rico  y 

Quincuagésimo:  Propulsaremos  un  proyecto 
que  se  denominará  “OPERACION  IGUAL- 
DAD”, el  cual  muy  pronto  lo  presentaremos 
a Nuestro  Primer  Mandatario,  donde  nues- 
tros compatriotas  médicamente  indigentes  y 
los  de  ingresos  medianos  recibirán,  como  debe 
de  recibir  cada  cristiano  digno  en  un  sistema 
democrático,  la  mejor  calidad  de  servicios 
médicos,  hospitalarios  y farmacéuticos  bajo 
un  sistema  de  libre  selección  de  médicos,  far- 
macia y hospital,  y donde  el  paciente  como 
ciudadano  responsable  de  sus  obligaciones 
aporta,  si  es  que  puede,  o de  acuerdo  a sus 
ingresos,  y ésto  sumado  a las  aportaciones 
patronales,  federales  y estatales,  le  brinda  a 
éstos  compatriotas  un  plan  voluntario  de  ser- 
vicios de  salud,  el  cual  es  factible  dentro  de 
nuestras  realidades  económicas. 

Hacia  un  Puerto  Rico  Mejor 

Cada  puertorriqueño  tiene  un  compro- 
miso con  su  pueblo,  a saber:  el  compromiso 
de  ayudar  a los  dirigentes  de  la  Adminis- 
tración Pública  en  la  difícil  tarea  de  la  crea- 
ción de  nuevas  ideas  y fórmulas,  que  apli- 
cadas inteligentemente,  ayuden  a mejorar 
nuestra  agricultura,  industria,  comercio,  nues- 
tro sistema  educativo,  judicial,  de  servicio 


público  y de  salud.  Este  compromiso  lo  debe 
de  cumplir  cada  puertorriqueño  tanto  como 
individuo  como  esforzándose  al  máximo  en 
los  grupos  comunitarios  a los  cuales  pertenece. 

Cada  uno  de  nosotros  en  su  rol  dual  de 
médico  y ciudadano  puede  contribuir  a la 
formación  de  hombres  y mujeres  saludables, 
fuertes  y contentos.  Hombres  que  pueden  ser 
de  una  gran  utilidad  en  las  cruzadas  cívicas 
por  el  mejoramiento  y engradecimiento  de 
nuestro  pueblo. 

Cada  médico,  individualmente,  constituye 
un  eslabón  más  en  la  cadena  de  aquellos 
que  ofrecen  su  caudal  de  conocimientos,  su 
esfuerzo  físico  y mental  por  el  bienestar  de 
sus  conciudadanos. 

Permítanme  que  en  este  día,  tome  inspi- 
ración y los  exhorte  a todos  ustedes,  mis  her- 
manos en  la  profesión,  a darse  desinteresada- 
mente para  lograr  que  día  a día,  esta  Isla, 
llamada  “LA  ISLA  DEL  ENCANTO”  surja 
de  entre  los  mares  que  la  rodean  como  una 
preciosa  perla  para  “admiración  y ejemplo 
del  mundo  entero”. 

Que  al  terminarse  este  banquete,  que  al 
despedirse  los  unos  de  los  otros,  en  esta  tarde, 
grabemos  en  nuestra  mente  aquel  mandato 
que  en  ocasión  de  la  Cena  Pascual  ordenó 
Jesús  a sus  discípulos:  “AMAOS  LOS  UNOS 
A LOS  OTROS” : Que  durante  todo  este 
año  y en  los  años  por  venir,  la  Asociación 
Médica  de  Puerto  Rico  pueda  decir  con  le- 
gítimo orgullo:  “ESTAMOS  UNIDOS  ES- 
TRECHAMENTE”. 

Nuestro  triunfo  está  al  alcance  de  la  ma- 
no. Adelante  por  el  bien  de  Puerto  Rico. 
¡Que  Dios  Nos  Ayude! 

Muchas  Gracias. 

Dr.  Luis  A.  Izquierdo  Mora 
Presidente 

Asociación  Médica  de  P.  R. 
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EL  DECANO  DE  LA  ESCUELA  DE  MEDICINA 

Nuestro  querido  compañero  de  faena  desde  hace  3 años  ha  sido  nombrado 
últimamente  Decano  de  la  Facultad  de  Medicina  de  la  Universidad  de  Puerto 
Rico.  Es  el  tercer  puertorriqueño  en  ocupar  este  importante  puesto  en  nuestro 
ambiente  médico. 

El  Dr.  José  E.  Sifontes  nació  en  Arecibo  el  17  de  octubre  de  1926  y se 
recibió  de  Doctor  en  Medicina  en  la  Facultad  de  Medicina  de  la  Universidad 
de  Syracuse,  N.  Y.  en  1948  habiendo  hecho  su  internado  en  el  centro  médico  de 
la  misma.  Regresó  a Puerto  Rico  para  empezar  su  residencia  en  Pediatría  en  el 
Hospital  de  Distrito  de  Bayamón  desde  1949  al  1950  y luego  terminó  su  espe- 
cialidad en  el  Hospital  de  la  Capital.  Regresó  a la  gran  urbe  Neoyorquina  en 
en  1951-52  como  Research  Fellow  y Residente  en  el  Servicio  de  enfermedades 
pulmonares  del  Hospital  Belleview.  En  1954  fue  diplomado  por  el  American 
Board  of  Pediatrics.  Ingresó  al  servicio  militar  habiendo  sido  asignado  al  centro 
de  investigaciones  en  tuberculosis  del  Servicio  Federal  de  Salud  Pública  en  Wash- 
ington, D.  C.  Desde  el  1958  hasta  el  presente  ha  trabajado  como  consultor  es- 
pecial a dicho  departamento  federal. 

Desde  el  1960  el  compañero  Sifontes  ha  ocupado  diferentes  puestos  de  im- 
portancia en  nuestra  comunidad  médica  y en  la  Facultad  de  Medicina.  A pesar 
de  sus  múltiples  tareas  ha  podido  publicar  numerosos  trabajos  relacionados  con 
su  especialidad. 

Su  exaltación  al  Decanato  de  nuestra  Facultad  de  Medicina  viene  pues  a 
culminar  varios  años  de  inquietudes  científicas  y de  prolífico  trabajo. 

Los  que  hemos  tenido  la  oportunidad  de  trabajar  de  cerca  con  él  sabemos 
de  su  gran  devoción  al  trabajo,  a la  clase  médica,  al  estudiantado  y al  pueblo 
de  Puerto  Rico  en  general.  Persona  de  “ pocas  palabras”,  analítico  profundo, 
meticuloso  en  su  trabajo,  cuidadoso  en  sus  conclusiones,  juicioso  en  sus  decisio- 
nes, buen  amigo  y compañero,  ciudadano  y esposo  ejemplar  y buen  padre  de  fami- 
lia, son  algunos  de  los  atributos  notables  que  nos  inclinan  a creer  que  el  Dr.  Si- 
fontes se  dedicará  con  alma  vida  y corazón  a su  nueva  tarea,  quizás  la  más  di- 
fícil de  su  brillante  carrera  médica. 
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Le  deseamos  mucho  éxito  y demás  está  decir  que  toda  la  clase  médica  de 
esta  Isla  se  siente  de  plácemes  por  su  nombramiento  y todos  estamos  dispues- 
tos a prestarle  la  ayuda  que  pueda  necesitar  para  continuar  llevando  a nuestra 
Facultad  de  Medicina  hacia  las  más  altas  cimas  del  mundo  médico  y científico. 

F.  Hernández  Morales,  M.D.,  F.A.C.P. 
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ACTUALIDADES  MEDICAS 

Mortality  Trends  in  the  United  States,  1954-1953 

Until  about  1954  the  trend  in  the  death  rate 
for  ihe  United  States  was  downward.  During  the 
ensuing  decade,  however,  it  leveled  off.  Increases 
in  some  of  the  leading  causes  of  mortality  con- 
tributed to  this  result. 

The  rate  for  mortality  attributed  to  arterio- 
sclerotic bean  diseases  increased  23  percent  dur- 
ing 1954-53.  The  relative  increase  was  more  rapid 
for  women  than  for  men,  but  in  1963  men  still 
had  a iate  which  was  more  than  one  and  one- 
half  times  the  rate  for  women. 

The  death  rate  tor  malignant  neoplasm  cf 
the  respiratory  system  lose  about  46  percent. 
Over  90  percent  of  these  deaths  in  1963  were 
attributed  to  cancer  of  the  lung  with  more  than 
half  of  these  occurring  at  ages  under  65  years. 
The  number  of  fatalities  for  men  was  about  six 
times  the  number  for  women.  Mortality  from 
malignant  neoplasm  of  the  respiratory  system 
continued  to  be  greater  for  the  white  population 
than  for  the  nonwhite  but  the  color  differential 
became  smaller  during  the  decade  while  the  sex 
differential  widened. 

There  was  an  increase  in  the  latter  part  of 
the  decade  for  accidents  which  were  the  lead- 
ing cause  of  death  among  children  and  young 
adults  and  the  second  leading  cause  at  ages  25- 
44  years.  The  age  group  15-24  years  had  the 
highest  death  rate  for  motor  vehicle  accidents. 
Males  accounted  for  about  74  percent  of  the  mo- 
tor vehicle  fatalities  during  the  decade  but  the 
sex  differential  did  become  smaller.  The  color 
differential  for  motor  vehicle  fatalities  was  re- 
versed for  females  and  lessened  for  males.  The 
rate  was  higher  for  nonwhite  than  for  white  fe- 
males in  the  early  part  of  the  decade  and  lower 
in  the  later  years.  It  was  higher  for  nonwhite 


Reprinted  from  Vital  and  Health  Statistics, 
U.  S.  Department  of  Healih,  Education,  and  Wel- 
fare Public  Health  Service. 
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than  for  white  males  throughout  the  decade  but 
the  difference  narrowed. 

The  death  rates  for  pneumonia  for  the  years 
without  influenza  epidemics  suggest  that  the 
downward  trend  evident  for  this  disease  prior  to 
1954  lias  been  reversed.  There  were  still  large  j 
color-sex  differentials  ip.  mortality  from  pneu- 
monia, with  the  rates  being  higher  tor  the  non- 
wh'te  population  and  for  males,  but  they  lessen- 
ed during  the  decade. 

The  death  rate  for  diabetes  mellitus  increased 
about  6 percent  during  1954-63  with  the  largest 
relative  increase  in  the  nonwhite  population.  At 
the  beginning  of  the  decade,  the  white  popula- 
tion had  the  higher  rale;  this  was  reversed  in 
1958,  however,  in  the  nonwhite  population,  mor- 
tality for  females  remainded  almost  double  that 
for  males  throughout  the  decade.  In  the  white 
population  the  sex  differential  narrowed. 

Cirrhosis  of  liver  moved  from  13th  to  11th 
place  among  the  leading  causes  of  death.  The 
death  rate  for  the  white  population  was  one  and 
one-half  times  the  rate  for  the  nonwhite  in  1954, 
but  this  color  differential  had  almost  disappear- 
ed by  1963.  In  the  wtiite  population  the  death 
rate  for  cirrhosis  of  liver  for  males  was  about 
twice  the  rate  for  females.  The  difference  was 
not  quite  so  pronounced  in  the  nonwhite  pop- 
ulation. 

Suicide  had  increased  among  teenagers  and 
adults  under  45  years  of  age  and  declined  among 
persons  65  years  and  over.  Mortality  from  suicide 
continued  to  be  greater  for  males  than  for  fe- 
males and  greater  for  white  than  for  nonwhite 
persons  but  the  sex  and  color  differentials  les- 
sened. 

Over  the  decade  the  risk  of  dying  from  ulcer 
of  stomach  and  duodenum  increased  some  54  per- 
cent for  white  females  while  it  remained  almost 
constant  for  white  males.  In  1963  it  was  about 
three  times  greater  for  males  than  for  females, 
compared  with  about  four  times  as  great  for 
males  in  1954. 
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Family  Communications 
and  Disturbed  Adolescents 

Teenagers  are  continually  complaining  that 
their  parents  don’t  understand  them. 

At  Chicago’s  Michael  Reese  Hospital,  a group 
of  psychiatrists  listened  more  closely,  however, 
when  they  heard  this  complaint  again  and  again 
from  young  people  undergoing  psychiatric  treat- 
ment. 

Based  on  subsequent  studies  of  20  families, 
the  investigators  conclude  that  there  may  be 
something  to  youngsters’  complaints. 

Good  communication  witnin  the  family,  they 
said,  seems  to  be  a major  factor  in  helping  the 
teenager  adjust  to  his  problems  and  in  meeting 
the  goals  his  parents  set  for  him.  Conversely, 
it  is  poor  communication  that  seems  to  increase 
the  anxieties  of  disturbed  adolescents.  Carried  to 
extremes,  these  breakdowns  in  family  communi- 
cations may  result  in  the  need  for  psychiatric 
help. 

A report  on  these  findings  appears  in  a cur- 
rent American  Medical  Association  publication, 
tiie  Archives  of  General  Psychiatry  (December)  . 

In  extensive  interviews  with  the  authors,  chil- 
dren from  10  “normal’’  families  expressed  rela- 
tively little  anxiety  about  communicating  with 
their  parents,  brothers  and  sisters.  Their  parents 
seemed  to  be  good  communicators  — persons  who 
could  make  their  wishes  clearly  understood  to 
their  children. 

The  result,  in  these  families  free  of  major 
psychological  disturbance,  was  a closeness  between 
what  parents  expected  of  children  and  what  the 
children  understood  to  be  their  parents’  wishes. 

TP;  adolescent  in  these  so-called  "normal” 
families  had  relatively  little  trouble  in  explain- 
ing how  he  felt  about  himself  — his  self-image  — 
to  his  parents. 

The  situation  was  markedly  different  in  “dis- 
turbed" families.  One  17-year-o!d  high  school  se- 
nior was  hospitalized  because  of  an  acute  with- 
drawal from  social  life  and  failure  in  his  school 
work. 

He  described  his  mother  as  an  “overwhelm- 
ing” person,  and  insisted  that  he  was  unable  to 
follow  her  demanding  expectations. 

A younger  brother  left  home  and  enlisted  in 


the  armed  forces  to  “escape  the  control”  of  the 
mother,  he  said. 

Frequently,  the  mother  of  disturbed  children 
explained  unusual  behavior  of  their  children  as 
a rebellion  against  them  and  their  ideals.  There 
is  considerable  evidence,  however,  that  these  chil- 
dren weren’t  rebelling  at  all,  but  s'mply  didn't 
understand  the  mother’s  expectations,  the  auth- 
ors said. 

“It  was  clear  that  all  members  of  the  normal 
families  understood  what  society  expected  of 
them,  and  generally  they  tried  to  live  up  to  this 
expectation.  When  they  didn’t  they  were  well 
aware  of  the  degree  of  this  deviation. 

In  disturbed  families,  a significant  finding 
was  that  the  mothers  knew  very  well  what  society 
expected.  "However,  this  awareness  was  not  as 
consistent  as  was  that  in  normal  families,  and 
was  considerably  decreased  in  stressful  situations. 

"It  was  as  if  these  mother  had  memorized 
‘the  correct  answer’  but  could  not  keep  to  this 
line  of  reasoning  for  consistent  periods.” 

Disturbed  children  recognized  that  they  were 
not  living  up  to  social  norms,  the  authors  said. 
"In  general,  we  felt  that  the  mothers  of  dis- 
turbed adolescents  were  excessively  critical  of  their 
childrens’  failures  and  tended  to  undermine  their 
successes  by  means  of  confusing  messages.” 

These  mothers  "tended  to  emphasize  mastery 
of  certain  tasks  which,  once  mastered  by  the  chil- 
dren, was  immediately  minimized.” 

In  contrast,  mothers  in  the  normal  families 
used  a more  appropriate  method  of  stimulating 
initiative  in  their  children,  and  showed  a flexi- 
ble approach  to  problems,  one  without  the  ex- 
treme, unrealistic  demands  made  by  the  mothers 
of  disturbed  children.” 

The  children  in  the  healthy  families  showed 
positive  feelings  toward  their  accomplishments  and 
successes,  in  contrast  to  the  children  in  the  dis- 
turbed families  who  were  either  grandiose  or  ex- 
cessively self-depreciating,  the  authors  said. 

The  authors  are  David  Marcus,  M.  D.,  and 
Daniel  Offer,  M.D.,  of  Michael  Ríese  Hospital, 
Chicago;  Sydney  Blatt,  Ph.D.,  Department  of  Psy- 
chiatry, Yale  University,  New  Haven,  Conn.;  and 
Gerald  Gratch,  Ph.D.,  Department  of  Psychology, 
University  of  Houston,  Texas. 
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NOTA  ESPECIAL 

LA  ELEGIA  DE  LA  MUJER  EN  LA  MEDICINA 


Eres  tú,  mujer,  con  tu  nobleza,  bondad  y de- 
licadeza, la  más  llamada  a llenar  tu  cometido  en 
la  vida. 

Has  elegido  una  profesión  muy  noble  y muy 
sacrificada,  pero  puedes  con  tu  inteligencia  y con 
tu  responsabilidad  realizar  una  gran  obra. 

De  tí  por  ser  mujer,  como  médico  eres  la  es- 
cogida, la  privilegiada;  es  un  honor  para  ti  ha- 
berte abrazado  a este  apostolado.  Es  la  Gran 
Cruzada  de  tu  Vida,  la  Jornada  más  larga,  pero 
si  con  sobriedad  y gentileza  ejerces  tu  profesión, 
la  tarea  será  más  dulce  y la  recompensa  traerá 
a tu  ser  esa  felicidad  íntima  que  da  el  deber 
cumplido  con  amor  y ternura. 

Tu  instinto  maternal  y tu  sutileza  hará  que 
realices  tu  trabajo  con  más  propiedad.  Puedes 
calmar  el  dolor  ajeno  y comprender  mejor  a tu 
prójimo. 

Puedes  ser  mejor  compañera,  porque  no  vas 
a competir  con  el  hombre,  lo  vas  a ayudar.  Tu 
perfume  de  mujer  hará  más  suave  y amena  la 
labor  de  tu  compañero  en  la  profesión. 

Es  la  mujer  en  la  medicina  un  complemento 
para  su  colega  varón.  Se  siente  él  más  fuerte  y 
capaz  al  ver  la  delicadeza  de  su  compañera  que 
bajo  fragilidad  tiene  un  gran  tesón  y una  gran 
fortaleza  de  espíritu. 

En  esta  profesión  tan  sacrificada,  conserva  tu 
feminidad,  tu  dulzura,  tu  gentileza,  discreción  y 
bondad.  Aún  en  esta  época  tan  materializada, 
ésas  son  flores  de  espíritu  que  todo  hombre  sa- 
be apreciar.  No  trates  de  esconderlos  bajo  una 
capa  de  rudeza. 

Nunca  seas  vulgar  ni  extravagante.  Para  re- 
saltar tu  personalidad  usa  tu  sentido  común  sin 
jamás  llegar  a los  extremos. 


Huye  del  pecado,  pero  si  cometes  una  falta; 
reconoce  con  valor  tu  error  y trata  de  enmendar- 
lo, porque  el  pecar  es  de  humanos,  pero  Dios  te 
da  la  inteligencia  para  que  recapacites  y no  en- 
vilezcas tu  alma  en  el  mal. 

De  ti  como  médico  se  exige  más.  Todos  te  ad- 
miran por  haber  llegado  a uno  de  los  sitios  más 
altos  que  puede  escalar  una  mujer.  Que  tu  pala- 
bra y tu  conducta  sean  un  ejemplo  de  decoro  y 
de  sobriedad. 

Respeta  a tus  superiores  y sé  gentil  con  fus 
compañeros.  Al  paciente  doliente  trátalo  con  dul- 
zura, conforta  sus  penas.  A veces  las  penas  del 
cuerpo  se  alivian  con  palabras  de  cariño  y de 
bondad.  Haz  que  tu  ausencia  sea  sentida  y que 
deseen  tu  presencia  como  un  faro  de  luz  y de  ca- 
lor humano. 

Sé  firme  y cariñosa  con  el  subalterno  y res- 
pétalo para  que  él  te  devuelva  igual  cortesía.  Guar- 
da las  distancias  y no  confundas  la  autoridad  sa- 
biamente ejercida  con  una  familiaridad  mal  en- 
tendida. 

Si  con  tu  inteligencia  has  logrado  llegar  a la 
cima,  no  malogres  tu  obra  después  de  tantos  años 
de  sacrificios  y de  arduos  estudios.  Aprende  a con- 
vivir con  tus  compañeros  en  un  ambiente  de  ar- 
monía y comprensión  y piensa  que  en  la  vida 
para  ser  admiradas  tenemos  que  dar  ejemplo  pri- 
mero; que  tu  conducta  sea  intachable,  un  decha- 
do de  moralidad,  y que  de  ti  siempre  digan  “es 
una  gran  mujer’”,  digna  del  más  grande  respeto 
y cortesía  y yo  me  descubro  ante  ti  mujer  y te 
rindo  pleitesía  por  tus*  dotes  intelectuales  y por 
tu  exquisita  femineidad. 

Eloísa  Muñoz  de  Carrascal,  M.  D. 


NOTICIAS 


Locales 

BOLETINES  VIEJOS 


La  Asociación  Médica  de  Puerto  Rico  está  in- 
teresada en  obtener  copias  de  los  siguientes  nú- 
meros del  Boletín: 


Años  Meses  Años  Meses 


1903  enero  a diciembre 

1904  

1905  

1906  

1907  

1908  " " 

1911  

1912  " ” • 

1913  

1915  

1917  ” ” 

1918  

1919  

1920  


1921  enero  a diciembre 

1922  

1923  

1924  

1925  

1926  

1927  

1928  

1942  

1943  

1944  


1953  abril,  junio  y agosto 

1956  enero  a diciembre 

1957  agosto 
1962  julio 


Aquellos  miembros  de  nuestra  matrícula  que 
tengan  estos  volúmenes  y deseen  donárselos  a la 
Asociación  Médica,  favor  de  comunicarte  con  el  Sr. 


Eulogio  Bermúdez  Vélez,  Secretario  de  Redacción. 


ZIP  CODE 

NUMERO  DE  ZONA  POSTAL 
Efectivo  el  1 de  enero  de  1967  es  mandatorio 
incluir  el  número  de  zona  postal  en  todas  las  di- 
recciones. Aquéllas  que  no  lo  tengan  no  recibi- 
rán el  Boletín. 


Agradeceremos,  por  lo  tanto,  a nuestros  co- 
rrespondientes de  quienes  no  tenemos  su  número 
de  zona  postal,  nos  lo  suministren  para  comple- 
tar sus  direcciones,  de  manera  que  puedan  seguir 
recibiendo  el  Boletín  en  adelante. 

REUNIONES 

Feb.  7-10  — Convención  anual  de  la  Sección  de 
Pediatría  de  la  Asociación  Médica  de  P.  R.,  co- 
menzando a las  8:00  p.  m.  Para  más  informa- 
ción, favor  de  comunicarse  con  las  oficinas  de 
la  Asociación,  teléfono  725-6969. 

Feb.  17-19  — Asamblea  general  de  la  Asociación 
de  Graduados  de  México,  comenzando  a las 
7:30  p.m.,  en  la  Asociación  Médica  de  P.  R. 
Para  mayor  información,  favor  de  comunicar- 
se con  el  Dr.  Eladio  A.  Montalvo  Durand. 
Feb.  24-25  — Convención  de  la  Asociación  de 
Graduados  de  España,  en  el  edificio  de  la  Aso- 
ciación Médica  de  P.  R.  Para  más  informa- 
ción, favor  de  comunicarse  con  el  doctor  Ra- 
fael Criado. 


Nacionales 

AMERICAN  COLLEGE  OF  PHYSICIANS 
POSTGRADUATE  COURSES 

Feb.  6-10  Biochemical  Mechanisms  in  Internal 

Medicine,  Washington  University  School  of  Me- 
dicine, St.  Louis,  Mo.;  Carl  V.  Moore,  M.D., 
F.A.C.P.,  Sol  Sherry,  M.D.,  F.A.C.P.,  and  William 
Daughaday,  M.D.,  Co-directors. 

Feb.  27  — Mar.  3 — Arthritis  and  Related  Disor- 
ders, New  York  University  Medical  Center,  New 
York,  N.Y.;  Currier  McEwen,  M.D.,  F.A.C.P.,  and 
Edward  F.  Hartung,  M.D.,  Co-directors. 

Mar.  6-10  Recent  Advances  in  Cardiovascular 

Disease,  The  Mount  Sinai  Medical  Center,  New 
York,  N.Y.;  Charles  K.  Friedberg,  M.D.,  F.A.C.P., 
Director. 

Mar.  13-17  Physiological  Aspects  of  Cardiopul- 

monary Disease,  Yale  University-New  Haven  Me- 
dical Center,  New  Haven,  Conn,;  Frank  D.  Gray, 
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M.D.,  F.A.C.P.,  Director;  Donald  F.  Egan,  M.D., 
Co-director. 

Mar.  20-24  — Fundamental  Concepts  of  Gastroen- 
terology, University  of  Michigan  Medical  Center, 
Ann  Arbor,  Mich.;  H.M.  Pollard,  M.D.,  F.A.C.P., 
Director. 

Mar.  27-31  — Psychiatry  for  the  Internist,  Wayne 
State  University  School  of  Medicine,  (Lafayette 
Clinic)  Detroit,  Mich.;  Paul  Lowinger,  M.D., 
Director;  Victor  Bloom,  M.D.,  Co-director. 

May  8-12  — Clinical  Auscultation  of  the  Heart. 
Georgetown  University  School  of  Medicine  and 
Georgetown  University  Hospital,  Washington,  D. 
C.;  W.  Proctor  Harvey,  M.D.,  F.A.C.P.,  Director, 
May  15-19  — Recent  Advances  in  Clinical  Endo- 
crinology, University  of  Washington,  Seattle, 
Wash.;  Robert  H.  Williams,  M.D.,  F.A.C.P.  Di- 
rector; Neil  J.  Elgee,  M.D.,  F.A.C.P.,  and  Francis 
C.  Wood,  Jr.,  M.D.,  Co-directors. 

May  22-26  — Clinical  Applications  of  Recent  Adv- 
ances in  Electrophysiology  of  the  Heart,  New 
York  University  School  of  Medicine  and  Medical 
Center,  New  York,  N.Y.;  Charles  E.  Kossmann, 
M.D.,  F.A.C.P.,  Director;  Jacob  I.  Hirsh,  M.D., 
F.A.C.P.,  Co-director 

June  12-16  — Internal  Medicine:  Current  Physiolog- 
ical Concepts  in  Diagnosis  and  Treatment,  Univ- 
ersity of  Cincinnatti  College  of  Medicine,  Cin- 
cinnatti,  Ohio;  Richard  W.  Vilter,  M.D.,  F.A.C.P., 
Director. 

June  19-21  — Clinical  Applications  — Recent  Adv- 
ances in  Pharmacology,  University  of  Iowa,  Iowa 
City,  Iowa;  William  B.  Bean,  M.D.,  F.A.C.P., 
Director. 

BIBLIOGRAPHY  OF  MEDICAL  REVIEWS 

To  stimulate  broader  exchange  of  biomedical 
information,  the  National  Library  of  Medicine 
of  the  Public  Health  Service  is  publishing  two 
pilot  issues  of  a proposed  monthly  Bibliography 
of  Medical  Reviews,  Dr.  Joseph  Leiter,  Associate 
Director  for  Intramural  Programs,  NLM,  announc- 
ed today. 

The  ever-increasing  volume  of  biomedical  li- 
terature, Dr.  Leiter  pointed  out,  has  highlighted 
the  importance  of  review  articles.  They  provide 
health  scientists,  practitioners,  and  educators  with 
rapid  access  to  information  in  specific  subject 
areas,  as  well  as  in  peripheral  fields.  Function- 


ally, the  review  represents  the  first  effort  to  syn- 
thesize newly  reported  information  and  to  re- 
late it  to  the  cumulated  knowledge  of  a research 
field. 

A bibliography  of  medical  reviews  is  now  in- 
cluded in  the  monthly  Index  Medicus,  the  Li- 
brary’s comprehensive  listing  of  references  to  bio- 
medical journal  articles.  The  Bibliography  of 
Medical  Reviews  has  been  cumulated  annually 
since  1956. 

The  pilot  issues  will  be  distributed  through- 
out the  biomedical  community  for  review  and 
to  determine  interest  in  possible  widespread  dis- 
tribution as  a separate  monthly  subscription  pub- 
lication. The  subscription  rate  from  the  Govern- 
ment Printing  Office  would  be  approximately 
SI. 75  for  the  monthly  publication  and  $1.25  for 
the  annual  cumulation. 

Pilot  Issue  No.  1 contains  a 16-page  listing  of 
citations  by  subject  and  a 6-page  listing  of  au- 
thors. The  citations  are  to  reviews  indexed  in 
the  October  1966  Index  Medicus. 

Copies  of  the  pilot  issues  of  Bibliography  of 
Medical  Reviews  are  available  on  request  from 
the  Assistant  to  the  Director,  National  Library' 
of  Medicine,  8600  Rockville  Pike,  Bethesda,  Mary- 
land 20014. 

MEAD  JOHNSON  AWARDS  AVAILABLE  FOR 
OB-GYN  RESIDENTS 

Applications  for  Mead  Johnson  Awards  for 
Graduate  Training  in  Obstetrics  and  Gynecology, 
which  aid  deserving  young  physicians  who  are 
planning  careers  in  the  discipline,  may  be  for- 
warded to  the  Administrative  Office  up  to  Jan- 
uary 1 . 

Available  from  the  College,  through  a grant 
from  Mead  Johnson  Laboratories,  the  awards  are 
intended  to  assist  obstetric-gynecologic  residents 
who,  because  of  catastrophic  illness  in  the  fam- 
ily, disabling  injury,  or  other  unusual  circum- 
stances, would  not  otherwise  be  able  to  conti- 
nue their  training. 

Here  are  the  requirements  for  obtaining  a 
Mead  Johnson  Award: 

The  applicant  must  have  already  begun  an 
obstetric-gynecologic  residency  program. 

The  applicant  must  be  in  a training  program 
that  is  approved  for  specialty  training  and  in  an 
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approved  hospital  in  the  United  States,  its  ter- 
ritories, or  Canada. 

The  applicant  must  be  preparing  himself  to 
enter  the  parctice  of  obstetrics  and  gynecology. 

The  applicant  must  be  in  need  of  financial 
assistance  to  continue  his  residency  program. 

The  applicant  must  be  endowed  with  the  at- 
tributes for  success  in  the  practice  of  obstetrics 
and  gynecology. 

Award  recipients  are  selected  each  January 
by  the  College’s  Committee  on  Higher  Education 
Loan  Program.  The  awards,  in  lump  sums  of 
51,000  per  recipient,  are  paid  early  in  March. 

Fellows  who  know  of  deserving  residents  are 
urged  to  pass  this  information  to  them.  In  addi- 
tion, a brochure  describing  the  award  program 


is  available  from  the  Administrative  Office. 

Internacionales 

REUNIONES 

Mar.  27-30  — International  Congress  of  Life  As- 
surance Medicine,  Tel  Aviv,  Israel.  Secretariat, 
Box  240,  Tel  Aviv,  Israel. 

Apr.  4-7  Chest  and  Heart  Association  (Interna- 

tional Conference) , Eastbourne,  England.  Miss 
Hilda  Walsh,  The  Chest  and  Heart  Association, 
Tavistock  House  North,  Tavistock  Square,  Lon- 
don, W.  C.  1,  England,  Conf.  Sec’y. 

Apr.  9-15  — Eighth  conference  of  the  Internation- 
al Planned  Parenthood  Federation,  Santiago, 
Chile. 


ANUNCIOS 


COLLECTIONS  WITHOUT 

40% 

PATIENT  IRRITATION 

No  collection 

No  charge 

Bonded 

• Insured  • Ethical  • 

Free  Demand  Forms 

Data  Processed  Monthly  Remittance  Checks 

with  your 

statements  insure  accurácy 

Members: 

Medical  Dental  Hospital  Bureaus 
M.  D.  Recovery  Bureau 

of  America 

P.  O.  Box  13605  • Santurce  • 725-2801 

El  Koury  Bldg.,  Opposite  P. 

R.  Med.  Assoc.  Center 

PSYCHIATRY  RESIDENCY  TRAINING 

Available  to  qualified  physicians  with  licences 
to  practice  in  Puerto  Rico.  Program  fully  accredited 
for  1,  2 or  3 years  of  psychiatry  residency.  Training 
takes  place  on  the  193  bed  Psychiatry  Service  of 
a 920  bed  general  Veterans  Administration  Hospi- 
tal in  metropolitan  Boston,  Mass.,  and  in  five  uni- 
versity-affiliated Outpatient  Clinics  for  adults  and 
children.  Full  range  of  treatment  resources  offered 
by  excellent  full-time,  .part-time  and  consultant 
staff.  Starting  salary  up  to  $12,873  per  year,  depend- 
ing on  qualifications  and  experience.  Write:  Dr. 
David  M.  Holmes,  VA  Hospital,  150  So.  Humting- 
ton  Ave.,  Boston,  Mass.  02130. 


BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico  esta 
semana.  Sea  humanitario.  Done  sus  ojos.  Envíe  su 
contribución. 


Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones : 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 
cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Artículos  referentes  a resultados  de 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

d)  Articulos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar 
como  una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografias  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  numeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j)  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (artículo  de  revista). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in-  I 
dicadas  en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s) ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


Los  pacientes  obstétricos  o post-quirúrgicos 
que  requieren  un  método  seguro  para  elevar 
su  hemoglobina,  recibirán  tanto  hierro  (250 
mg.)  de  una  inyección  de  5 c.c.  de  Imferon 
como  el  que  contiene  una  pinta  (500  c.c.)  de 
sangre  fresca.  El  Imferon  (inyección  de 
hierro  dextrán)  es  menos  costoso  y evita  los 
bien  conocidos  peligros  que  entraña  la  trans- 
fusión de  sangre  total.  En  los  pacientes  que 
no  pueden  tomar  hierro  o en  aquellos  en 
quienes  no  se  puede  confiar  que  lo  hagan,  el 
Imferon  (inyección  de  hierro  dextrán)  sumi- 
nistra rápidamente  el  hierro  necesario  para  los 
depósitos  de  reserva. 


UNA  PINTA 
DE  SANGRE 
NO  PROPORCIONA 
MAS  HIERRO 


QUE  UNA 
AMPULA  DE  5 cc. 
DE 


IMFERON 


(inyección  de  hierro  dextrán) 
LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201,  U.S.A. 

PRODUCTOS 
PARA  PACIENTES 
QUE  UD.  VE 
A DIARIO 


RESUMEN:  ACCION  E INDICACIONES:  Una  sola 
dosis  de  Imferon  (inyección  de  hierro  dex- 
trán) produce  una  alza  apreciable  de  la 
hemoglobina  y una  serie  completa  de  inyec- 
ciones restituye  efectivamente  los  depósitos 
de  hierro.  El  Imferon  está  indicado  úni- 
camente en  casos  diagnosticados  de  anemia 
ferropriva,  en  los  que  resulta  inefectiva  o 
poco  práctica  la  administración  de  hierro 
oral.  Tales  deficiencias  de  hierro  pueden 
incluir:  pacientes  en  el  último  trimestre  de 
gestación;  pacientes  con  trastornos  gastro- 
intestinales o en  vías  de  recuperación  de 
intervenciones  quirúrgicas  del  tracto  gastro- 
intestinal; hemorragias  crónicas  con  pér- 
didas de  hierro  continuas  y masivas  que  no 
responden  rápidamente  al  hierro  oral;  pa- 
cientes refractarios  a transfusiones  como 
fuente  de  hierro;  niños  con  anemia  hipo- 
crómica;  pacientes  en  quienes  no  se  puede 
confiar  que  tomen  hierro  oral. 

COMPOSICION:  El  Imferon  (inyección  de 
hierro  dextrán)  es  una  solución  bien  tole- 
rada de  complejo  de  hierro-dextrán  que 
proporciona  el  equivalente  a 50  mg.  de 
hierro  elemental  por  cada  cc.  La  solución 
contiene  0.9%  de  cloruro  de  sodio  y su  pH 
varía  entre  5.2  y 6.  El  frasco-ámpula  de 
10  cc.  contiene  0:5%  de  fenol  como  preser- 
vativo. 

ADMINISTRACION  Y POSOLOGIA:  La  dosis,  ba- 
sada en  el  peso  corporal  y gramos  de 
hemoglobina  en  100  cc.  de  sangre,  varía 
desde  0.5  cc.  para  lactantes  hasta  5 cc.  para 
adultos,  aplicada  diariamente,  en  días  alter- 
nos, o semanalmente.  El  requerimiento 
total  en  cada  individuo  es  fácilmente  deter- 
minado mediante  la  tabla  de  dosificación 
contenida  en  el  prospecto.  La  inyección 
intramuscular  profunda  en  el  cuadrante 
superior  externo  de  la  región  glútea,  em- 
pleando la  técnica  trayectoria  en  Z (con 
desplazamiento  lateral  de  la  piel,  previo  a 
la  inyección),  sise  gura  buena  absorción  y 
evita  la  coloración  de  la  piel.  Se  recomienda 
una  aguja  de  por  lo  menos  dos  pulgadas  de 
largo  para  el  adulto  normal. 

EFECTOS  SECUNDARIOS:  La  incidencia  de  efec- 
tos secundarios  sistémicos  y locales  es  poco 
común.  Puede  ocurrir  coloración  de  la  piel. 
Una  dosis  excesiva,  superior  a la  requerida, 
puede  producir  hemosiderosis.  A pesar  de 
que  las  reacciones  alérgicas  o anafilácticas 
son  rarísimas,  se  han  presentado  ocasional- 
mente reacciones  serias;  tres  reacciones 
fatales  han  sido  atribuidas  al  Imferon 
(inyección  de  hierro  dextrán).  Raras  veces 
se  ha  reportado  urticaria,  artralgia,  lin- 
foadenopatía,  náusea,  jaqueca  y fiebre.  Se 
recomienda  aplicar  inicialmente  una  dosis 
de  prueba  de  0.5  cc. 

PRECAUCIONES:  gi  hay  reacción  de  sensibili- 
dad a la  dosis  de  prueba  no  deberá  adminis- 
trarse el  fármaco.  El  Imferon  (inyección 
de  hierro  dextrán)  deberá  administrarse 
únicamente  por  vía  intramuscular  profunda. 
La  inyección  deberá  solamente  aplicarse  en 
el  cuadrante  superior  externo  de  la  región 
glútea,  y no  en  el  brazo  u otras  áreas.  El 
riesgo  de  carcinogénesis  en  seres  humanos 
es  insignificante  cuando  se  emplea  el 
Imferon  (inyección  de  hierro  dextrán)  en 
la  forma  recomendada. 

CONTRAINDICACIONES:  £1  IMFERON  (inyección 
de  hierro  dextrán)  está  contraindicado  en 
pacientes  con  sensibilidad  comprobada  al 
complejo  de  hierro  dextrán.  Por  estar  desti- 
nado exclusivamente  a la  terapia  de  las 
anemias  ferroprivas,  no  deberá  utilizarse  en 
el  tratamiento  de  otras  anemias. 
PRESENTACION:  Ampulas  de  2 cc.  cajas  de  10; 
ámpulas  de  5 cc.  cajas  de  4;  frasco-ámpulas 
de  10  cc.  de  dosis  múltiple. 


USTED  PUEDE  CONFIAR  EN  ELLA... 


La  LECHE  EVAPORADA  CARNATION  ha  sido  usada  por  gene- 
raciones en  Puerto  Rico  por  su  probada  reputación,  calidad 
y frescura.  La  LECHE  EVAPORADA  CARNATION  significa  bebés 
fuertes  y saludables. 


why  not  begin  tomorrow's  relief  today? 


for  the  first  time  . 

an  immediate-action  steroid-4— 


a prolonged-effect  fori 
combined  in  one  injectable 


New  Celestone' 

Sollispan 

brand  of  betamethasone  acetate  and  betamethasone  disodium  phosphate 


Each  cc.  of  sterile  aqueous  suspension  contains 
betamethasone  acetate  3.0  mg.,  betametha- 
sone alcohol  as  betamethasone  disodium 
phosphate  3.0  mg.,  dibasic  sodium  phosphate 
7. 1 mg.,  monobasic  sodium  phosphate  3.4  mg., 
disodium  ethylenediaminetetraacetateO.l  mg., 
and  benzalkonium  chloride  0.2  mg. 


Now  available  in  1 cc.  single-dose  vial  for  complete  assurance  of  sterility. 

Control  of  inflammation  comes  fast— in  just  a few  hours— with  Celestone  Soluspan.  Unlike 
other  long-acting  injectables,  Celestone  Soluspan  combines  a rapid-acting  form  with  a 
long-acting  form  of  the  same  corticoid  for  maximum  span  of  relief  from  one  injection. 
No  other  corticoid  requires  so  little  active  material  per  unit  volume  in  tissue  for  full  effect 
(only  3 mg.  percc.  of  repository  corticoid  microparticles).  The  result:  No  “secondary  flare" 
and  virtually  no  post-injection  pain  in  intra-articular  use ...  minimal  crystal  deposition. 

Supplied  6 mg  /cc  in  a 5 cc  multiple  dose  vial  Clinical  Considerations:  Side  Effects  — Celestone  Soluspan  is  potentially  capable  of  causing 
any  of  the  reported  side  effects  of  other  corticoids.  Cushingoid  changes  may  occur.  Side  effects  do  not  ordinarily  include  anorexia,  pro- 
tracted weight  loss,  vertigo,  muscle  weakness  or  severe  headache  associated  with  other  corticoids  Gastrointestinal  distress  and 
“secondary  flare"  after  intra  articular  injection  have  not  been  reported  with  Celestone  Soluspan.  Salt  and  water  retention  or  excessive 
loss  of  potassium  is  not  likely  to  be  a problem  with  the  usual  therapeutic  dose  of  Celestone  Soluspan  As  with  all  corticoids,  side  effects 
are  less  likely  with  short-term  courses  of  small  doses  Contraindicated  absolutely  in  acute  ocular  herpes  simplex,  active  or  latent  tuber- 
culosis (except  in  selected  cases  concomitantly  with  antituberculoso  agents),  and  locally  infected  areas.  Contraindicated  relatively 
(on  the  basis  of  net  therapeutic  benefit)  in  osteoporosis,  marked  emotional  instability,  peptic  ulcer,  diverticulitis,  recent  intestinal 
anastomosis,  and  in  pregnancy,  especially  in  the  first  trimester.  Regional  injection  is  not  contraindicated  by*  infection  elsewhere. 
Precautions  — In  children,  because  of  frequency  of  viral  infections  and  possibility  of  growth  suppression,  prolonged  corticoid  therapy 
should  be  used  with  extreme  caution.  Consider  discontinuing  therapy  in  patients  with  exanthematous  disease  or  exposed  to  it.  Use  in  the 
controlled  diabetic  patient  should  be  closely  observed.  Prolonged  corticoid  therapy  may  depress  adrenal  cortex;  withdrawal  should  be 
gradual.  Observe  newborn  infants  of  corticoid-treated  mothers  for  temporary  hypoadrenahsm  Supportive  corticoid  therapy  is  advisable 
in  surgery,  shock,  injury,  other  severe  stress  Corticoids  may  mask  signs  of  infection  Such  intercurrent  infections  should  be  confirmed 
and  vigorous  anti-infective  therapy  administered  Avoid  subcutaneous  injection  For  more  complete  details,  consult  Schering  literature 
available  from  your  Schering  Representative  or  Medical  Services  Department,  Schering  Corporation,  Union.  New  Jersey  07083.  s-75* 


MAP 

NO.  BOARDWALK  HOTELS  SINGLES  DOUBLES  TWINS  SUITES 


—avoid  the  lines- 

REGISTER 

NOW! 

AMA  116th  ANNUAL  CONVENTION 
JUNE  18-22,  1967 
ATLANTIC  CITY  - HOTELS  & MOTELS 

These  rooms  are  available  only  through  the  AMA  Housing  Bureau. 


□ □ □ 


PENNSYLVAMj 


□ □ r°im0(D- 


CAROLINA  AVE 


~~~]  [— ] i 1 r©Q(D©Q  j 


©©:© © HEADQUARTERS  HOTEL 


S CAROLINA  AVE 


'ENNESSEE  AVE  — 

nnn^ 

NEW  YORK  AVE  W 

□ □ CUE 


KENTUCKY  AVE 


□pal 


MICHIGAN  AVE 


□ □ □ I 

— i o 


ARKANSAS  AVE 


WOMAN'S  AUXILIARY  HOTEL 

ti' 


fl(  BmiN>i| 
MISSOURI  AVE 


Mississippi  ave  y_ 

□ □ zziCs? 

GEORGIA  AVE  — 

□ □ [=□  IZ= 

PLORlOA  AVE 

□ cm  □ czj 

Bio  o o 

&□  i © © i 

OWA  y AVE 

CZOO=] 

:© 


SOVEREIGN  ave 


□ a 


PROviOENCE  AVE 


1. 

ABBEY  NAQ 
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12-14 

1C— 20 

2. 

CHALFONTE- 

(HEADQUARTERS  HOTEL 

HADDON  FALL* 

NO 

ROOMS  AVAILABLE) 

3. 

CLARIDGE  HOTEL* 

10-26 

14-30 

58-88 

4. 

DEAUVILLE  HOTEL* 

14-20 

16-23 

45-130 

5. 

DENNIS  HOTEL*  PAC 

11-21 

15-34 

46-95 

6. 

HOLIDAY  INN  OF 

* 

ATLANTIC  CITY* 

12-20 

17-19 

16-24 

40-62 

7. 

LA  CONCHA  HOTEL* 

12-14 

16-24 

35-75 

8. 

MARLBOROUGH- BLENHEIM  • 

(Ocean  Wmg  Only) 

21-25 

21-25 

42 

9. 

MAYFLOWER  HOTEL* 

8-10 

10-12 

10-16 

2C-24 

10. 

PRESIDENT  HOTEL*  PAC 

11-20 

11-20 

23-50 

11. 

SEASIDE  TOWER  HOTEL*  . 

12 

14-22 

44—60 

12. 

SHELBURNE- 

EMPRESS  HOTEL*  . 

(WOMAN'S 

AUXILIARY  HEADQUARTERS) 

13. 

TRAYMORE*  PAC 

8-22 

10-24 

25-100 

Map 

No. 

OFF-BOARDWALK  HOTELS 

Singles 

DouL.es 
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14. 

CAROLINA  CREST  HOTEL  PAC 

10-12 

12 

12-14 

15. 

COLTON  MANOR  HOTEL*  PAC 

12-21 

15-24 

42-72 
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7-9 

10 
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8 

10 
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12-14 
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12 
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16-20 
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14 
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40 
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14-20 

14-18 
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10-22 

12-24 

45-80 
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14-16 

14-20 
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16-22 
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50-60 
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16-22 
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14 

16 

18 

38. 

DEAUVILLE  MOTEL* 

14-24 

16-32 

100-130 

39. 

DENNIS  MOTEL* 

15-25 

15-29 

40. 

DIPLOMAT  MOTEL 

10-12 

14-24 

30-36 

41. 

DUNES  MOTEL 

16 

16-20 

16-20 

42. 

EASTBOURNE  MOTEL 

16-20 

16-24 

43. 

ELDORADO  MOTEL 

16 

14-18 

44. 

ENVOY  MOTEL 

10 

12 

14-16 

45. 

FIESTA  MOTEL* 

14-16 

16-22 

35 

46. 

FOUR  SEASONS  MOTEL 

14-18 

18-24 

47. 

GALAXIE  MOTEL 

12-16 

10-16 

48. 

HOWARD  JOHNSONS* 

14-18 

14-18 

18-30 

44-90 

49. 

LA  FAYETTE  MOTOR  INN* 

(CO-HQ  S 

HOTEL  NO  ROOMS  AVAILABLE) 

50. 

LINCOLN-ROOSEVELT 

BEACH  MOTEL 

16-18 

14-20 

18-28 

51. 

LOMBARDY* 

12-24 

14-26 

52. 

MALIBU  MOTEL 

12-14 

16-20 

53. 

MARDI  GRAS  MOTEL 

14-16 

16-22 

25 

54. 

MAYFLOWER  MOTEL* 

10-12 

10-16 

55. 

MONTE  CARLO 

BEACH  MOTEL 

11 

13—15 

56. 

MONTEREY  MOTEL 

14-16 

14-16 

18-20 

57. 

MOUNT  ROYAL* 

12-24 

14-26 

58. 

PAGEANT 

MOTOR  INN  MOTEL* 

16-20 

18-26 

40-44 

59. 

PRESIDENT  MOTEL* 

13-22 

13-22 

60. 

SEASIDE  MOTEL* 

14 

16-22 

61. 

SHELBURNE- 

EMPRESS  MOTEL* 

12-24 

14-34 

62. 

SORRENTO  MOTEL* 

10-14 

16-22 

63. 

STRAND  OF 

ATLANTIC  CITY  M0TEL*_  _ 

10-14 

13-17 

64. 

TEPLITZKY'S  MOTEI 

14 

14-18 

65. 

TERRACE* 

14 

16-22 

66. 

TRINIDAD  MOTEL 

14-16 

16-28 

67. 

TROPICANA  MOTEL 

8 

10-12 

14-18 

20-24 

* Restaurant  and  ¡or  Coffee  Shop  on  premises 
All  100%  Air  Conditioned  Except  as  Noted: 

NAC  (No  Air  Conditioning);  PAC  (Partial  Air  Conditioning) 
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(PHENFORMIN  HQ) 


ALONE  PROVIDES  4 
METABOLIC  BENEFITS  FOR  MOST 
STABLE  ADULT  DIABETICS 


Lowers  blood  sugar  without  increasing  lipogenesis 

since  it  stimulates  only  non-lipogenic  glycolysis. 


Increases  muscle  glucose  utilization  since  it  pro- 
motes increased  entry  of  glucose  into  skeletal  muscles. 


Reduces  insulin  oversecretion  since  it  acts  independ- 
ently of  the  islet  cells  to  reduce  the  hyperglycemic  stim- 
ulus to  oversecretion. 


Promotes  gradual  weight  loss  since  it  reduces  the 
high  blood  insulin  levels  which  suppress  lipolysis  and 
could  continue  accelerating  lipogenesis.  Although  ano- 
rexia has  been  suggested  as  a possible  basis  for  weight 
loss,  controlled  studies  do  not  support  this.  In  nondia- 
betic subjects  who  are  overweight,  comparable  doses  of 
DBI-TD  do  not  induce  weight  loss  or  lower  biuod  sugar. 


PRESCRIBE  DBI-TD  AS  YOUR  DRUG  OF  FIRST  CHOICE 
FOR  THE  4 OUT  OF  5 STABLE  ADULT  DIABETICS 
WHO  ARE  OVERWEIGHT  AND  DIET- UNRESPONSIVE 


MULTIPLE  DEFECTS  IN  CARBOHYDRATE 
METABOLISM  IN  DIABETES  MELLITUS 

Hyperglycemia  is  only  one  aspect  of  the  diabetic  patient’s  metabolic 
problem,  for  recent  research  has  revealed  a series  of  disturbances 
interrelated  with  carbohydrate  metabolism  in  the  typical  stable  adult 
diabetic. 

Reporting  that  stable  adult  diabetics  who  are  overweight  usually 
secrete  more  insulin  postprandially  than  a normal  nondiabetic,  inves- 
tigators also  found  an  inability  of  this  insulin  to  transport  glucose 
into  skeletal  muscle.  However,  this  ability  is  retained  for  adipose 
tissue  where  glucose  is  converted  to  storage  fat.  Four  metabolic  aber- 
rations ensue— 


underutilization  of  glucose  in  skeletal  muscles,  leading  to... 

hyperglycemia,  which  acts  as  a continuing  stimulus  to  the  patient’s 
islet  cells,  causing . . . 

oversecretion  Of  insulin,  the  high  levels  of  which  result  in .. . 

body  weight  gains  and  resistance  to  weight  loss  because  of 
accelerated  conversion  of  glucose  to  storage  fat  and  suppression  of 
fat  mobilization. 


Although  all  oral  hypoglycemic  agents  lower  blood  sugar,  DBI-TD 
alone  provides  four-way  action  to  compensate  for  these  multiple 
defects  in  carbohydrate  metabolism. 


(PHENFORMIN  HCI) 


timed-disintegration  capsules  50  mg. 

See  next  page  for  information  on  dosage,  side  effects,  precautions, 
contraindications,  and  pregnancy  warning. 


(PHENFORMIIM  HCI) 

timed-disintegration  capsules  50  mg. 


PRESCRIBE  AS  YOUR  DRUG  OF  FIRST  CHOICE  FOR 
THE  4 OUT  OF  5 STABLE  ADULT  DIABETICS 
WHO  ARE  OVERWEIGHT  AND  DIET-UNRESPONSIVE 


Dosage:  1 to  3 capsules  daily.  Side  Effects:  Gas- 
trointestinal, occurring  more  often  at  higher 
dosage  levels,  abate  promptly  upon  dosage 
reduction  or  temporary  withdrawal.  Precau- 
tions: Occasionally  an  insulin-dependent  pa- 
tient will  show  “starvation”  ketosis  (aceto- 
nuria  without  hyperglycemia)  which  must  be 
differentiated  from  “insulin-lack”  ketosis 
which  is  accompanied  by  acidosis,  and  treated 
accordingly.  Lactic  acidosis  has  been  reported 
in  nondiabetics  and  diabetics  treated  with  in- 
sulin, with  diet,  and  with  DBI.  Question  has 
arisen  regarding  possible  contribution  of  DBI 
to  lactic  acidosis  in  patients  with  renal  im- 
pairment and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial 
or  bowel  infarction.  Periodic  B.U.N.  deter- 
minations should  be  made  when  DBI  is 
administered  in  the  presence  of  chronic  renal 
disease.  DBI  should  not  be  used  when  there  is 
significant  azotemia.  Any  cardiovascular 
lesion  that  could  result  in  severe  or  sustained 
hypotension,  which  may  itself  lead  to  develop- 
ment of  lactic  acidosis,  should  be  considered 
cause  for  immediate  discontinuation  of  DBI 
at  least  until  normal  blood  pressure  has  been 
restored  and  is  maintained  without  vasopres- 
sors. Should  lactic  acidosis  occur  from  any 
cause,  vigorous  attempts  should  be  made  to 
correct  circulatory  collapse,  tissue  hypoxia, 
and  pH.  Contraindications:  Severe  hepatic  dis- 
ease, renal  disease  with  uremia,  cardiovascu- 
lar collapse.  Not  recommended  without  insulin 
in  acute  complications  of  diabetes  (metabolic 
acidosis,  coma,  severe  infections,  gangrene, 
surgery).  Pregnancy  Warning:  During  preg- 
nancy, until  safety  is  proved,  use  of  DBI,  like 
other  oral  hypoglycemic  drugs,  is  to  be 
avoided. 

Also  available:  DBI  tablets  25  mg. 

Consult  product  brochure. 

U.S.  VITAMIN  & PHARMACEUTICAL  CORP. 

800  Second  Avenue,  New  York,  N.Y.  10017 


Producers  of  ARLIDIN  (nylidrin  HCI) 
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AND  OTHER  SKIN  ALLERGIES  AND  ITCHING  DERMATOSES  RESPOND  TO  ANTIPRURITIC,  ANTIALLERGIC 


CYPROHEPTADINE  HCI 


HCI 


A potent  antagonist  of  both  histamine  and  serotonin 

[PERIACTIN  is  not  a phenothiazine] 

“We  found  cyproheptadine  to  be  most  effective  in  the  treatment 
of  patients  with  urticaria  and  angioneurotic  edema.  In  our  ex- 
perience, therapy,with  cyproheptadine  was  safer  and  even  more 
effective  in  certain  patients  than  therapy  with  corticosteroids. 
Certain  patients  with  recurrent  urticaria  and  angioneurotic 
edema  were  maintained  on  cyproheptadine  without  relapse  for 
intervals  as  long  as  one  year.”* 

’’Welsh,  A.  L.,  and  Ede,  M.:  Further  studies  of  cyproheptadine  as  an 
antiallergic,  antipruritic  agent,  J.  New  Drugs  2:88,  March-April  1962. 

Skin  allergies  and  itching  dermatoses  in  which  PERIACTIN  is  in- 
dicated: Angioneurotic  edema  • Chickenpox  • Dermatitis,  includ- 
ing neurodermatitis  and  neurodermatitis  circumscripta  • Drug 
and  serum  reactions  • Eczema  • Eczematoid  dermatitis  • Poison 
ivy  • Pruritus  ani  and  vulvae  • Urticaria. 


PERIACTIN  may  also  be  used  in  patients  being  treated  I 
topical  steroids,  to  enhance  their  effect. 

INDICATIONS:  Acute  or  chronic  allergic  conditions  and  pruritic  d 
toses.  Sometimes  helpful  in  bronchial  asthma. 

CONTRAINDICATIONS:  Do  not  use  in  patients  with  glaucoma  or  in 
predisposed  to  urinary  retention. 

SIDE  EFFECTS:  Although  drowsiness  appears  frequently,  it  may  d 
pear  after  3 to  4 days  of  continuous  therapy.  Dry  mouth,  dizzii 
jitteriness,  nausea,  or  skin  rash  may  occur  occasionally. 

Before  prescribing  or  administering,  read  product  circular  with  | 
age  or  available  on  request.  SUPPLIED:  Tablets.  4 mg.:  Svruo,  2 
per  5-cc.  teaspoonful. 


^ MERCK  SHARP  &DOHME  Division  of  Merck  & Co.,  Inc.,  West  Pon 

where  today’s  theory  is  tomorrow’s  there 


Now  Available 
New 

I-)IXI/)MY(I\ 

DEMETHYLCHLORTETRACYCLINE 
300mg-  FILM  COATED  TABLETS 


It’s  made  for  b.i.d. 

More  and  more  physicians  are  takingthe  option 
of  b.i.d.  dosage  with  DECLOMYCIN...so  stock 
this  new  dosage  form  they’ve  been  asking 
for.  Remember. . .when  doctors  write  for  new 
DECLOMYCIN  300  mg  tablets  it  means... 

One  mid-morning  One  mid-evening 

the  total  daily  dosage  requirement  and  schedule  for  adults 

Effective  in  a wide  range  of  everyday  infections  vaginitis,  dermatitis,  overgrowth  of  nonsuscepti-  exposure  and  at  low  dosage),  patient  should  be 
—respiratory,  urinary  tract  and  others— in  the  ble  organisms,  tooth  discoloration  (if  given  dur-  warned  to  avoid  direct  exposure.  Stop  drug  im- 
young  and  aged— the  acutely  or  chronically  ill  ing  tooth  formation)  and  increased  intracranial  mediately  at  the  first  sign  of  adverse  reaction, 
—when  the  offending  organisms  are  tetracy-  pressure  (in  young  infants).  Also,  very  rarely,  It  should  not  be  taken  with  high  calcium  drugs 
cline-sensitive.  anaphylactoid  reaction.  Reduce  dosage  in  im-  or  food;  and  should  not  be  taken  less  than  one 

Side  effects  typical  of  tetracyclines  include  paired  renal  function.  Because  of  reactions  to  hour  before,  or  two  hours  after  meals, 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  artificial  or  natural  sunlight  (even  from  short  Tablets:300 mgof  demethylchlortetracycline  HCI. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

6575-2336 


■mannouncing  ■ m 

Kondomycm 

methacycline 


& 


a major  new  broad-spectrum  antibiotic  with 
advantages  of  special  benefit  in  the  physician's 
daily  practice  because  it  provides  greater  intensity 
of  activity  against  some  of  the  most  frequently 
encountered  bacterial  pathogens.  Rondomycin 
adds  depth  to  true  broad-spectrum  activity... over 
90%  success  rate  in  resp^ratofTTracT,  acute 
urinary  tract,  and  skin  and  soft-tissue  infections. 


Rx  FOR  ADULTS 

Rx  FOR  CHILDREN 

V 

75  mg./5ec.  syrup 

/V;,/ 

150  mg  capsule 

300  mg.  capsule 

one  q.r.d. 
or  two  b.i.d. 

one  b.i.d. 

3-6  mg. /lb. /day 
in  divided  dosage 

Bottles 

of  16  and  100 

Bottles  of  50 

Bottles 

of  2 oz.  and  1 pint 

Contraindicated:  In  individuals  hypersensitive  to 
methacycline. 

Warning:  In  the  presence  of  renal  dysfunction,  reduce 
usual  oral  dosage  and  consider  serum  level  determi- 
nations to  avoid  liver  damage. 

Discoloration  of  developing  teeth  may  occur  al- 
though such  toothstaining  has  not  been  reported  with 
methacycline  to  date. 

In  certain  hypersensitive  individuals  treated  with 
methacycline,  exposure  to  direct  sunlight  may  precipi- 
tate a photodynamic  reaction.  Such  reactions  have  not 
been  reported  with  Rondomycin  to  date.  In  individuals 
With  a history  of  photoallergic  reactions  to  tetracy- 
clines, exposure  to  direct  sunlight  should  be  avoided 
and  treatment  should  be  discontinued  at  first  evi- 
dence  of  skin  discomfort. 

Precautions:  As  with  any  antibiotic,  overgrowth  of  non- 
susceptible  organisms  may  occasionally  occur.  If  such 
superinfections  are  encountered,  Rondomycin  should 
be  discontinued  and  replaced  by  appropriate  therapy. 

Before  treatment  of  gonorrhea,  if  concomitant  syphi- 


lis is  suspected,  a darkfield  examination  should  be 
made  of  any  lesion  and  serological  tests  for  syphilis 
should  be  made  monthly  for  at  least  three  months 
afterwards. 

Increased  intracranial  pressure  has  occurred  occa- 
sionally in  infants  treated  with  methacycline  but  has 
disappeared  promptly  and  without  sequelae,  once  ther- 
apy was  discontinued. 

Adverse  Reactions:  Glossitis,  stomatitis,  proctitis,  nau- 
sea, diarrhea,  vaginitis,  dermatitis,  and  allergic' reac- 
tions may  occur  rarely.  If  adverse  reactions,  individual 
idiosyncrasy,  or  allergy  occur,  discontinue  medication. 
Supp,y:  Rondomycin  (methacycline)  is  available  as 
150  mg.  capsules  containing  150  mg.  methacycline 
HCI  equivalent  to  140  mg.  of  base  and  300  mg.  cap- 
sules containing  300  mg.  of  methacycline  HCI  equiva- 
lent to  280  mg.  of  base.  Rondomycin  syrup  contains 
75  mg.  per  5 cc.  of  methacycline  HCI  equivalent  to 
70  mg.  per  5 cc.  of  base. 
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In  this  article  I want  to  present  some 
j of  my  thoughts  and  observations  about  psy- 
chological events  during  pregnancy.  As  a 
preface  I will  quote  Dr.  Cerald  Caplan,  from 
his  book  “Concepts  of  Mental  Health  and 
Consultation  ( 1 ) : 

f 

“From  our  point  of  view,  pregnancy 
must  be  recognized  as  a biologically  determin- 
ed psychological  crisis.  During  pregnancy, 
both  the  intra-personal  forces  in  the  pregnant 
woman  and  the  inter-personal  forces  in  her 
family  are  in  a state  of  disequilibrium.  This 
is  a very  important  fact.  It  would  be  a good 
idea  for  us  to  think  in  terms  of  the  pregnant 
v family,  rather  than  the  pregnant  woman. 
From  the  psychological  point  of  view  the 
whole  family  is  pregnant,  and  the  future 
mental  health  of  the  woman  and  of  the 
iamily  may  be  determined  by  how  the 
balance  swings  during  this  period  of  dis- 
P equilibrium.” 

This  quotation  states  my  conceptual  posi- 
tion. In  order  to  understand  a woman’s  psy- 
chological experience  during  pregnancy  we 
; have  to  abandon  the  old  concept  that  all  is 
due  to  her  personal  emotional  makeup  and 
/ adopt  the  following  concept:  pregnancy  is  a 
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period  during  which  inter-personal  relation- 
ships among  the  members  of  a family  are 
very  intense  and  the  psychological  outcome, 
for  the  woman  and  her  family,  depends  on 
intra-personal  factors  as  well  as  inter-personal 
factors.  Her  personality  is  as  important  as 
the  relationships  she  has  within  her  family 
constellation.  To  understand  the  psychody- 
namics of  pregnancy  we  should  start  by  iden- 
tifying the  elements  involved  in  this  field  of 
forces  comprised  of  the  pregnant  woman  her 
surroundings,  and  her  family. 

We  should  start  by  considering  the 
patient’s  personality.  It  is  the  substratum 
where  all  these  crises  take  place,  and  it  is  of 
basic  and  utmost  importance.  If  the  patient 
does  not  have  severe  neurotic  defenses,  if 
she  has  a strong  ego,  and  has  successfully 
handled  other  periods  of  crisis,  she  will  be 
able  to  overcome  possible  emotional  problems 
much  better  than  a less  strong  personality 
would.  Nevertheless  it  is  important  to  keep 
in  mind  that  the  patient’s  personality  is  not 
the  only  element  involved;  and,  even  if  her 
personality  does  not  present  ideal  characteris- 
tics, she  may  be  able  to  handle  this  crisis 
very  well,  providing  other  elements  are  favor- 
able and  capable  of  offering  a positive  con- 
tribution to  this  family  affair  that  is  her 
pregnancy. 

Next  we  will  consider  the  husband’s  par- 
ticipation. Never  in  a woman’s  life  is  she  so 
strongly  bound  to  her  husband  as  during  preg- 
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nancy  and  delivery.  The  inter-action  between 
husband  and  wife  before  conception,  during 
conception,  pregnancy  and  delivery  is  of 
great  importance  in  the  emotional  stability 
and  emotional  growth  of  the  couple.  Nu- 
merous studies  have  strongly  indicated  that  a 
great  deal  of  the  emotional  events  during 
pregnancy  are  related  to  the  relationship  be- 
tween husband  and  wife. 

In  the  third  place  we  will  consider  the 
relationship  between  the  pregnant  woman  and 
her  own  parents  and  family.  The  mother 
figure  is  of  great  importance  for  a pregnant 
woman.  It  is  important  not  only  because  of 
the  impact  that  mother  had  during  the  de- 
velopment of  the  patient’s  personality;  but  it 
is  important  because  during  pregnancy  the 
patient  should,  ideally,  count  on  the  suppor- 
tive attitudes  of  her  mother.  The  same  would 
apply  to  her  father  and  to  a certain  extent 
to  her  siblings. 

Number  four  in  the  line  of  considerations 
will  be  the  patient’s  relationship  with  her  in- 
laws, which  is  dependent  to  a great  extent 
on  her  husband's  personality. 

Last  will  be  the  social  and  economic  cir- 
cumstances in  which  pregnancy  and  delivery 
take  place. 

The  importance  and  value  of  each  one 
of  the  above  elements  will  be  different  in 
each  individual  family.  However,  the  emo- 
tional outcome  of  the  pregnancy,  for  the 
whole  family  will  not  depend  on  isolated 
elements  but  on  the  inter-balance  of  them 
all.  For  example,  in  a situation  in  which  the 
patient  may  have  an  unfavorable  personality, 
she  may  be  able  to  go  through  the  pregnancy 
with  a great  deal  of  ease  if  the  other  ele- 
ments are  favorable.  In  other  cases  a very 
poor  social-economic  situation  may  be  com- 
pensated for  by  a good,  strong  relationship 
between  patient  and  husband  or  other  mem- 
bers of  the  family.  It  is  important  to  keep 


in  mind  that  in  analyzing  any  particular  case 
in  which  the  family  may  be  having  difficulty 
we  should  never  overlook  any  of  the  five 
listed  elements  particularly  because  we  may 
compensate  for  weakness  in  one  element  by 
strengthening  others. 

Now  that  we  have  isolated  several  groups 
of  factors  that  participate  in  the  psychological 
reaction  of  a woman  during  pregnancy  we 
can  begin  to  analyze  them. 

First  let’s  consider  the  woman’s  person- 
ality. It  is  difficult  for  a woman  with  a poorly 
developed  ego  to  deal  with  the  emotional  as- 
pects of  pregnancy.  A primitive  ego,  with  a 
poorly  formed  body  concept  will  be  dread- 
fully afraid  of  laceration  and  destruction 
during  delivery.  A woman  with  weak  ego 
boundaries  will  find  it  difficult  to  differen- 
tiate between  her  own  ego  and  the  baby’s  ego 
and  will  consequently  find  it  difficult  to  dif- 
ferentiate between  her  own  and  the  baby’s 
suffering  or  health. 

In  many  cases,  therefore,  her  extreme 
fear  for  the  baby’s  survival  will  be  only  a 
projection  of  her  fears  about  her  own  sur- 
vival. Indications  of  ego  strength  and  weak- 
ness can  be  obtained  by  brief  inspection  of  a 
patient’s  life  history.  Previous  inability  to 
handle  minor  crisis,  inability  to  establish 
meaningful  relationships,  tendency  to  seclu- 
siveness  and  withdrawal,  and  difficulty  in  ex- 
pressing oneself  are  indications  of  possible 
disorders.  In  the  case  of  a patient  presenting 
such  a history,  the  physician  should  be  alert 
to  possible  signs  of  emotional  disorder  during 
pregnancy  (e.g.  increasing  seclusiveness,  ex- 
aggerated  body  preoccupations,  multiple 
somatic  complaints,  etc.)  These  patients  need 
a great  deal  of  support  from  the  physician, 
relatives,  etc.  And,  if  that  support  is  not  suf- 
ficient to  alleviate  her  symptoms,  a psy- 
chiatric consultation  may  be  indicated. 

However,  it  is  not  only  the  patient  with 
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a weak  ego  structure  that  may  have  difficulty 
during  the  period  of  pregnancy  and  delivery. 
Some  hysterical  characters,  who  become  easi- 
ly frustrated,  women  who  have  always  been 
very  indulgent  with  themselves,  who  have 
never  made  sacrifices  in  pursuing  an  ideal 
and  have  never  thought  that  they  should 
invest  effort  in  order  to  accomplish  a desired 
goal  may  have  a great  deal  of  difficulty  in 
tolerating  the  hardships  of  pregnancy  and 
delivery.  The  same  is  true  for  the  very  im- 
mature, demanding,  self-indulgent,  pampered, 
narcissistic  types  of  characters  that  find  a 
great  deal  of  difficulty  of  giving  of  themselves 
toward  motherhood.  The  patient’s  life  history 
can  again  be  very  useful  in  establishing  the 
patient’s  character. 

It  is  interesting  to  note  that  patients  who 
previously  had  a very  traumatic  emotional 
experience,  unconnected  with  their  sexual 
life,  do  not  necessarily  have  emotional  diffi- 
culty during  pregnancy  and  delivery.  For 
example  women  who  have  survived  concen- 
tration camps  during  the  second  world  war 
have  been  able  to  go  through  pregnancy  and 
delivery  without  difficulties,  at  times  feeling 
that  pregnancy  was  the  most  rewarding  ex- 
perience in  their  entire  lives. 

As  a last  example  there  are  individuals 
who  have  been  emotionally  and  materially 
deprived,  have  suffered  a great  deal  of  frus- 
tration, feel  that  they  have  gotten  nothing 
out  of  their  past  experiences,  and  now  hope 
that  the  future  baby  will  fulfill  their  frustrated 
wishes  and  be  a source  of  endless  pleasures. 
Their  investment  in  their  pregnancy  is  tre- 
mendous. Their  pregnancy  and  the  future 
baby  are  to  them  the  most  precious,  valuable 
and  hopeful  source  of  pleasure.  They  cannot 
tolerate  the  thought  of  losing  the  pregnancy; 
and,  as  a matter  of  fact,  they  are  very  pos- 
sessive with  the  baby  even  before  the  baby 
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is  born.  These  women  become  extremely 
frightened  and  threatened  anytime  their  preg- 
nancy is  or  appears  to  be  in  danger. 

A very  important  aspect  of  the  woman’s 
personality  is  her  concept  of  mother  and  of 
motherhood.  The  basic  model  for  the  devel- 
opment of  the  concept  of  mother  is  obtained 
from  the  initial  contact  of  the  child  with 
her  own  mother.  Therefore,  in  a pregnant 
woman  the  concept  that  she  has  of  mother 
depends  greatly  on  her  experience  as  a child 
and  as  an  adult  with  her  own  mother.  The 
total  concept  of  mother  is  a mixture  of  con- 
scious and  subconscious  elements.  False  con- 
cepts of  motherhood  are  quite  often  the 
source  of  great  discomfort  and  emotional 
anguish. 

Women  in  general  are  very  concerned  and 
worried  about  pain  during  delivery.  Some 
have  a disproportionate  fear  of  the  amount 
of  pain  present  during  delivery,  and  a great 
deal  of  this  fear  comes  from  ignorance  of 
the  mechanism  of  delivery  and  of  the  normal 
adaptational  bodily  changes  in  preparation 
for  delivery.  But  not  all  the  fears  about  pain 
during  delivery  come  from  a misunderstand- 
ing of  the  mechanism  of  delivery.  Much  fear 
originates  from  folklore  tales  and  women’s 
gossip.  Friends,  relatives,  neighbors  etc.,  are 
quite  prone  to  talk  with  a pregnant  woman 
about  pain  during  delivery.  It  is  quite  im- 
portant that  the  obstetrician  explains  why 
normal  delivery  does  not  have  to  be  a painful 
experience. 

Emotional  distress  during  pregnancy  and 
delivery  may  be  expected  if  there  is  a history 
of  traumatic  experiences  during  previous 
delivery;  traumatic  not  only  in  the  sense 
that  the  previous  delivery  was  a painful  one 
but  that  the  outcome  of  the  previous  delivery 
was  undesirable  — as  in  the  case  of  stillborn 
or  malformed  children.  The  mother  of  a 
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mongoloid  baby  may  have  a great  deal  of 
apprehension  in  subsequent  pregnancies.  It 
is  almost  universal  among  women  to  have 
some  apprehension  about  fetal  deformity. 
Here  the  supportive  and  clarifying  attitudes 
of  the  obstetrician  are  extremely  important. 

These  are  only  some  examples  of  the 
many  important  aspects  of  a woman’s  person- 
ality with  which  she  enters  into  the  inter- 
personal inter-play  that  takes  place  in  a 
family  when  pregnancy  occurs. 

The  importance  of  husband’s  participa- 
tion in  the  emotional  life  of  a pregnant 
woman  has  not  been  sufficiently  emphasiz- 
ed until  recent  years.  The  importance  of 
the  husband  starts  even  before  the  actual 
pregnancy.  The  type  of  relationship  exist- 
ing between  husband  and  wife,  the  cir- 
cumstances in  which  the  conception  took 
place  and  the  husband’s  attitude  towards 
the  pregnant  wife  and  the  future  child 
should  always  be  considered  in  attempting 
to  understand  the  emotional  status  of  a 
pregnant  woman. 

Let’s  look  at  some  characteristic  per- 
sonalities and  how  they  hypothetically  inter- 
act with  the  family  when  their  wives  are 
pregnant. 

Some  individuals  have  a great  and  healthy 
desire  to  become  a father.  They  see  paren- 
thood as  the  opportunity  to  be  prop- 
erly creative;  and  at  the  same  time,  they 
can  understand  the  emotional  and  physical 
changes  of  a woman  during  her  pregnancy. 
These  individuals  will  be  able  to  sympa- 
thize with  their  wives  when  they  feel  distress- 
ed and  put  upon.  And  the  alterations  in 
their  wives’  body  shape  are  not  distressing 
to  them.  Here  we  are  talking  about  men 
with  healthy  personality  structures,  good  so- 
cial adjustment,  good  capacity  to  function 
in  society  as  active  members,  and  the  capa- 


bility of  giving  the  family  emotional  and 
financial  support.  These  men  are  able  to 
relate  to  the  wife  not  only  on  a sexual  basis 
but  in  many  other  ways.  They  are  not  prone 
to  see  in  the  future  child  a competitor  for 
the  wife’s  attention.  Hence,  the  wife  will 
be  able  to  count  on  the  husband  for  help 
in  the  future  problems  of  rearing  the  child. 

In  contrast  a narcissistic  husband,  a de- 
pendent, immature  individual,  may  see  the 
future  child  as  a threat  and  as  an  undesir- 
able responsibility.  He  may  be  very  frus- 
trated with  the  changes  that  take  place  in 
his  wife’s  body  and  become  very  rejecting 
of  her,  particularly  if  he  sees  her  as  a sex- 
ual object  and  nothing  else. 

If  he  had  a great  deal  of  sibling  rival- 
ry, he  may  be  prone  to  reenact  this  rivalry 
with  the  future  child.  In  another  situation 
an  immature  and  emotionally  dependent 
husband  may  see  a danger  in  losing  his  de- 
pendency relationship  with  the  wife  when 
the  new  child  arrives.  Conceivably  a man 
that  is  not  capable  of  adjusting  well  social- 
ly and  of  holding  financial  responsibilities 
can  be  frightened  by  the  added  responsibil- 
ities of  a new  child.  Under  these  conditions 
he  will  be  a poor  emotional  partner  to  his 
wife,  particularly  if  she  is  under  stress  and 
needs  support  as  may  happen  during  preg- 
nancy. 

Chertok  (2)  wrote  a very  important  pa- 
per about  the  social,  cultural  and  economic 
aspects  of  pregnancy.  In  this  paper  he  places 
the  husband  in  one  of  the  following  three 
groups : 

1.  The  so-called  positive  contribution; 

2.  The  handicapped  type  of  husband; 

3.  The  absent  type  of  husband. 

In  our  previous  comment  we  made  re- 
ference to  the  husband  who  positively  con- 
tributes and  to  the  handicapped  type  of 
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husband.  The  absent  type  of  husband  are 
those  who  are  unable  to  decide  whether 
they  are  pleased  or  rejecting  of  their  wives 
pregnancy.  They  are  ambivalent  and  un- 
committable.  According  to  the  wife’s  needs 
an  absent  husband  may  become  a potenti- 
ally handicapped  one  or  continue  to  be 
an  absent  type.  If  the  wife  badly  needs  sup- 
port, and  if  he  is  essentially  absent,  he  will 
become  a handicapped  husband  by  default. 

An  alert  physician  may  be  successful  in 
alleviating  the  husband’s  anxiety  and  per- 
haps his  resentments  and  transform  him 
into  a positive  asset  for  a successful  preg- 
nancy, delivery  and  future  child  rearing. 
It  is  always  undesirable  to  ignore  the  hus- 
band. 

Some  knowledge  about  the  husband’s  at- 
titude can  be  obtained  by  encouraging  the 
wife  to  talk  about  her  husband  as  well  as 
by  brief  interviews  with  him  or  by  involv- 
ing him  in  the  so-called  father’s  classes.  In 
some  cases  a social  service  may  be  of  some 
assistance  in  counseling  the  prospective  par- 
ents or  performing  some  manipulation  of 
environment,  as  for  example  in  re-locating 
the  husband  in  a better  job  or  in  engaging 
the  couple  in  marriage  counseling.  In  some 
cases  the  husband  himself  may  need  some 
psychiatric  care. 

In  connection  with  the  husband’s  role 
I want  to  mention  two  other  situations : 
one  is  the  relationship  between  the  hus- 
band and  the  in-laws  and,  the  other,  the 
relationship  between  the  husband  and  the 
obstetrician.  If  there  is  a great  deal  of  con- 
flict between  the  husband  and  her  parents, 
the  woman  may  feel  ambivalent  about 
where  to  place  her  loyalty.  She  may  feel 
split  between  her  husband  and  her  mother; 
and  this  may  produce  a great  deal  of  dis- 
comfort, even  outside  pregnancy;  but  it  will 
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be  a great  problem  when  she  is  pregnant. 

Women  during  pregnancy  are  quite 
prone  to  develop  strong  attachments  to  their 
obstetricians.  This  certainly  has  very  positive 
aspects.  Nevertheless,  one  has  to  be  aware 
that  some  husbands  may  not  be  able  to  toler- 
ate this  relationship  between  the  wife  and 
the  obstetrician.  It  is  quite  important  that 
the  woman  does  not  feel  divided  in  her 
loyalty  between  her  husband  and  obstetri- 
cian. Good  contact  and  good  relationship 
between  husband  and  obstetrician  is  not  on- 
ly desirable,  but  it  is  almost  an  indispensa- 
ble ingredient  for  the  successful  care  of 
a pregnant  woman. 

Now  let’s  consider  the  pregnant  woman’s 
relationship  with  her  own  parents  and  sib- 
lings during  the  time  of  her  pregnancy.  In- 
fantile and  dependent  women  will  need 
more  interaction  with  their  parents  than 
more  mature,  adequate  and  independent 
women.  By  and  large  the  most  important 
figure  is  the  mother.  She  can  be  very  reas- 
suring by  conveying  to  the  pregnant  daugh- 
ter the  existence  of  pleasures  and  rewards 
in  pregnancy,  delivery  and  motherhood.  She 
may  be  able  to  convey  to  the  patient  that 
the  physical  sufferings  during  pregnan- 
cy and  delivery  can  be  minimal  or  almost 
absent.  The  mother  may  be  able  to  con- 
vey to  the  patient  that  motherhood  is  not 
a hardship  and  that  there  are  a great  deal 
of  pleasure  involved  in  raising  a child.  On 
the  other  hand  the  mother  may  do  just 
the  opposite.  She  may,  through  gory  des- 
criptions indicate  to  the  patient  that  preg- 
nancy and  delivery  are  painful,  unpleasant, 
unrewarding  experiences  and  that  mother- 
hood and  child  rearing  are  ungrateful,  un- 
rewarding, and  painful  hardships.  Here 
again,  through  conversation  with  the  pa- 
tient during  the  pre-natal  care  the  physician 
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will  be  able  to  detect  the  mother’s  attitude, 
and  he  may  be  able  to  counteract  any  harm- 
ful influence  coming  from  mother. 

In  some  situations  mother  may  be  ex- 
tremely distressed  by  her  daughter’s  preg- 
nancy and  may  be  a strong  source  of  dis- 
comfort for  the  pregnant  woman.  This  is 
particularly  true  in  situations  in  which  the 
mother  is  reaching  the  menopause  and  feels 
deprived  of  her  womanhood.  She  may  be- 
come very  distressed  by  the  fact  that  her 
child  is  now  a woman  while  she  was  a wom- 
an and  is  becoming  less  of  a woman.  In 
this  case  mother  may  be  very  hostile  toward 
her  daughter  and  by  disguised  attacks  or  by 
her  open  criticism  may  become  a very  de- 
structive figure.  Cultural  traditions  and 
mores  are  re-inforced  by  the  mother  who 
repeats  to  the  daughter  old  ladies  tales 
usually  producing  unnecessary  fears  and  ap- 
prehension. 

Her  father  can  be  very  reassuring  to  the 
pregnant  woman  if  he  conveys  to  her  the 
fact  that  he  as  a father  was  very  pleased 
with  the  wife’s  pregnancy  and  had  derived 
a great  deal  of  pride,  satisfaction,  and 
pleasure  in  his  wife’s  conceiving  a child  with 
him  and  in  raising  this  child.  In  doing  so 
he  will  be  reassuring  the  patient  that  her 
own  husband  will  be  capable  of  enjoying 
the  experience  of  having  children.  Unfor- 
tunately, fathers  can  sometimes  adopt  the 
opposite  attitude  and  convey  to  the  preg- 
nant daughter  the  feeling  that  men  are  very 
annoyed,  distressed  and  disgusted  with 
their  wive’s  pregnancy,  making  her  feel  the 
possibility  that  her  husband  is  distressed,  dis- 
gusted and  annoyed  w'ith  her  pregnancy  as 
her  father  had  been  with  her  mother’s  preg- 
nancy. 

The  relationship  with  siblings  during  the 
period  of  pregnancy  certainly  is  not  as  im- 


portant as  it  was  during  the  period  of  per- 
sonality development;  nevertheless,  in  some 
circumstances  it  may  be  of  great  importance. 
It  is  during  conversations  with  a patient 
that  one  may  find  some  indications  of  the 
value  and  importance  of  the  relationship 
with  her  siblings.  Latent  feelings  of  rivalry 
with  siblings  and  latent  hostility  towards 
siblings  may  be  re-enacted  during  pregnan- 
cy and  may  be  projected  in  the  future  child. 

The  relationship  between  a pregnant  wo- 
man and  her  in-laws  will  depend  greatly 
on  her  relationship  w'ith  her  own  husband. 
If  she  is  not  sure  of  the  strength  of  her  re- 
lationship with  her  husband  she  may  feel 
very  threatened  by  the  in-laws.  A very  dom- 
ineering , controlling,  possessive  mother-in- 
law,  who  constantly  interferes  with  the  pa- 
tient and  her  husband  certainly  is  a poten- 
tially dangerous  threat  to  the  patient’s  rela- 
tionship with  the  future  child.  Conversely 
the  patient  may  find  in  her  in-laws,  her 
mother-in-law  for  instance,  much  more  sup- 
port, much  more  comfort  than  is  coming 
from  her  own  parents.  Here,  as  in  many 
other  aspects  of  our  presentation,  one 
should  not  generalize  or  stereotype  mothers- 
in-law  but  should  rather  listen  attentively 
to  what  the  patient  has  to  say  about  her 
in-laws.  In  some  circumstances  the  in-laws 
represent  security,  stability,  comfort  not  on- 
ly from  a material  point  of  view  but  from 
an  emotional  point  of  view  as  well.  A pa- 
tient may  feel  very  reassured  about  the  fu- 
ture when  she  sees  her  husband  following 
in  the  footsteps  of  his  father  who  is  a stable, 
mature,  reliable  person.  Conversely,  she  may 
be  very  threatened  if  she  sees  her  husband 
following  the  steps  of  an  immature,  irres- 
ponsible, inefficient,  inadequate  father. 

Now  I want  to  mention,  very  briefly, 
some  social  and  cultural  aspects  involving 
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a patient  during  pregnancy. 

Financial  difficulties,  poorly  defined  so- 
cial position,  inability  to  deal  with  social  de- 
mands, lack  of  necessary  social  skills  to  mesh 
with  her  husband’s  position,  preoccupation 
with  social  status,  etc.  may  be  the  source 
of  a great  deal  of  distress  during  pregnan- 
cy. The  woman  whose  husband  is  on  the 
verge  of  losing  his  job,  the  woman  who 
just  recently  moved  to  a new  country  and 
has  no  circle  of  friends  or  relatives  around 
her,  the  woman  who  is  now  climbing  so- 
cial steps  and  has  a great  deal  of  difficulty 
adjusting  to  the  new  social  status:  they  all 
may  have  conflicts  and  difficulties  in  hand- 
ling their  problems.  Here  the  authoritative 
and  knowledgeable  figure  of  the  obstetrician 
may  be  a reassuring  and  supportive  element. 
In  some  circumstances  the  obstetrician  may 
need  to  refer  this  patient  to  some  agency 
for  some  specific  form  of  assistance. 

More  subtle  and  difficult  to  detect  are  the 
cultural  aspects  involving  the  concept  of 
pregnancy,  delivery  and  motherhood.  These 
cultural  aspects  are  particularly  difficult  to 
be  dealt  with  because  the  patient  and  phy- 
sician are  usually  part  of  the  same  culture 
and  both  may  have  the  same  blind  spots. 
I will  not  attempt  to  discuss  the  cultural 
aspects.  I only  want  to  remind  you,  at  the 
risk  of  being  repititive,  that  brief  conver- 
sations with  your  patient  can  elicit  some 
cultural  aspects  influencing  your  patient 
during  her  pregnancy. 

Conclusion 

Pregnancy,  emotionally  speaking,  is  de- 
scribed as  a dynamic  process,  involving  the 
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whole  family,  in  which  intra-personal  (or 
intra-psychic)  as  well  as  inter-personal  for- 
ces are  very  active  and  greatly  influence 
every  family  member.  A few  illustrative 
examples  were  given  of  intra-psychic  ele- 
ments and  inter-personal  exchanges  between 
the  significant  individuals  involved  (i.e.  the 
pregnant  woman  and  her  parents,  the  hus- 
band and  his  parents,  and  socio-economic 
factors) . 

During  pre-natal  care,  if  you  listen  to 
your  patients  you  will  be  able  to  observe 
the  over-all  family  picture  and  recognize  the 
strong  and  the  weak  member  and  the  source 
of  discomfort  and  distress  for  the  pregnant 
woman.  If  the  case  requires  it,  you  will  be 
able  to  call  upon  the  strong  members  to  as- 
sist the  weak  and  to  minimize  some  of  the 
distress. 

Successful  pregnancy,  emotionally  speak- 
ing, is  the  result  of  proper  balance  among  the 
emotional  elements  in  the  family  constellation. 

Our  final  message  is  to  strongly  remind 
you  that  a successful  pregnancy  may  de- 
pend not  only  on  the  well  being  of  the 
mother  (an  uncomplicated  pregnancy,  deli- 
very and  puerperium)  but,  even  more  im- 
portant, the  future  mental  health  of  the 
whole  family,  particularly  the  new  born 
baby. 
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THE  SUBICTAL  STATE 


A.  D.  Jonas,  M.  D. 


In  contemporary  medicine,  a disease  is 
essentially  categorized  on  an  all-or-nothing 
basis.  Either  symptoms  are  present,  permit- 
ting a diagnosis,  or  they  are  absent,  in  which 
case  disease  is  excluded.  There,  is,  however, 
an  intermediary  area  of  formes  frustes  which 
remain  unrecognized.  The  borderland  of 
epilepsy,  the  subictal  forms,  fuse  readily  with 
prevailing  character  traits  of  the  patient,  or 
become  indistinguishable  from  various  habit- 
ually expressed  motor  actions.  The  unreli- 
ability of  the  EEG  in  establishing  a positive 
diagnosis  prevents  this  test  from  providing 
a gradient  for  charting  the  exact  point  at 
which  abnormal  configurations  turn  into  nor- 
mal ones.  The  absence  of  clinically  recogniz- 
able seizures  in  the  past  history  of  a person 
may  then  add  further  difficulty  to  recognition 
of  the  subictal  state. 

The  subictal  state  is  probably  one  of  the 
most  prevalent  afflictions  in  modern  society. 
Yet,  so  far,  it  has  eluded  the  attention  of 
physicians.  Even  a cursory  perusal  of  the 
available  statistics  indicates  a yearly  inci- 
dence of  over  1,000,000  head  injuries  in  the 
U.S.  The  injured  persons  will  be  left  with 
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microscopic  scars  or  functionally  altered  neu- 
ronal cell  groups  capable  of  provoking  spon- 
taneous electrical  discharges.  Add  to  this  the 
children  who  in  the  course  of  the  infec- 
tious childhood  diseases  either  develop  mild 
encephalitic  complications  or  run  excessively 
high  temperatures;  who  fall  off  bicycles  and 
receive  blows  to  their  heads  in  the  rough  and 
tumble  plays;  who  were  born  following  a 
traumatizing  delivery ; then  you  have  an  im- 
pressive reservoir  of  potential  epileptics  rang- 
ing over  the  entire  spectrum  from  the  mildest 
to  the  most  severe  cases.  Unfortunately  no 
figures  of  statistical  reliability  are  available. 
LaFontaine  (1),  chief  medical  officer  of 
Air-France  discovered  a 30%  incidence  of 
significant  changes  in  the  EEG’s  of  otherwise 
healthy  young  employees  of  his  airline.  My 
own  observations  bear  out  his  contention 
when  the  minimal  manifestations  are  in- 
cluded. 

The  brain,  in  its  complexity,  is  a system 
that  relies  upon  living  entities  for  receiving, 
integrating  and  channeling  information.  The 
very  nature  of  a living  system  must  include 
occasional  misinformations  resulting  from 
the  intrinsic  activities  of  its  components. 
Metabolic  disturbances,  toxic  states  and  severe 
stress  situations  are  some  of  the  factors. 

Misfirings  in  the  motor  area  are  readily 
recognizable.  They  are:  fibrillations  of  isolat- 
ed muscle  bundles,  twitching  of  the  eyelids, 
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wavelike  contractions  of  the  abdominal  mus- 
cles, rippling  of  the  biceps;  contractions  of 
synergistic  muscle  groups  giving  rise  to  in- 
voluntary and  somewhat  uncoordinated  move- 
ments of  the  extremities;  many  muscle  groups 
acting  synchronously  capable  of  creating  an 
abrupt  change  of  body  position,  as  in  noctur- 
nal jactations. 

Misfirings  affecting  the  sensory  centers 
have  a wide  distribution.  They  are:  visual, 
auditory,  gustatory,  olfactory  and  skin  sen- 
sations which  have  an  uncanny  or  unnatural 
connotation. 

Autonomic  centers  when  similarly  afflicted 
give  rise  to  all  the  possible  visceral  manifes- 
tations. Patients  perceive  them  in  a manner 
distinctly  different  from  the  physiological 
events  — feeling  as  if  the  body  is  seized  by  an 
extraneous  force,  something  wierd  going  on 
in  the  insides,  sense  of  doom  or  disintegration, 
and  many  others. 

Spontaneous  firings  in  the  ideational  cen- 
ters provide  a great  variety  of  the  most  di- 
verse symptoms:  forced  thoughts,  sudden  at- 
tacks of  anxiety  or  depression,  objects  ap- 
pearing taller  or  smaller  than  usual,  déja 
vue  or  déja  efttendue  phenomena,  distortion 
of  the  body  image,  automatic  behavior,  de- 
personalization, dream-like  states,  lapses  in 
ideation,  sputtering  of  non-sense  words,  and 
many  other  bizarre  sensations. 

Some  of  the  manifestations  have  all  the 
earmarks  of  symbolic  acting  out  behavior. 
Among  its  many  functions  the  thalamus  has 
the  task  to  space  motor  activity  in  their 
proper  sequence.  A person  suffering  from  a 
disturbance  of  this  element  will  be  able  to 
remember  a specific  task  but  will  be  confused 
about  the  sequence  of  the  various  component 
stages. 

A typical  instance  of  disturbed  sequence 
was  illustrated  during  a seizure  of  a 28-year- 


old  male.  He  was  accustomed  to  lighting  the 
stove  for  the  preparation  of  coffee  immediate- 
ly on  return  from  work.  One  evening,  during 
a particularly  hectic  week,  he  returned  home 
accompanied  by  a friend,  and  as  he  stood 
at  his  apartment  door,  he  was  seized  with  an 
odd  sensation  that  he  had  suddenly  turned 
into  a robot.  . . Taking  a book  of  matches 
from  his  pocket,  he  struck  one  of  the  matches 
and  then  stared  at  the  flame.  In  vain,  his 
friend  asked  “What  in  hell  are  you  doing” 
but  when  no  reply  came,  he  shook  my  patient 
by  the  shoulders.  At  this  point,  conscious 
awareness  began  to  set  in.  What  probably 
happened  was  that  a,  minor  fit  in  the  thalamus 
had  upset  the  sequential  patterning  of  be- 
havior; instead  of  putting  the  key  in  the 
lock  and  letting  himself  in,  then  lighting  the 
stove,  the  patient  had  reversed  the  scheme. 
From  such  an  example,  one  can  justly  wonder 
whether  the  bizarre  behavior  of  some  so- 
called  absent-minded  professors-  may  not  be 
a manifestation  of  subclinical  epilepsies. 

Focal  lesions  in  brain-damaged  patients 
impair  the  alerting  capacity.  Similarly  focal 
dysrhythmia  will  lower  the  interacting  speed 
in  demanding  situations.  Persons  afflicted 
with  such  discharges  will  readily  say  that 
at  certain  times,  coincident  with  the  clustering 
of  ictal  episodes,  they  will  act  and  think  more 
slowly.  Such  an  individual,  if  he  harbors 
rigidly  perfectionistic  character  defenses,  will 
fear  that  his  intelligence  is  waning  and  that 
he  will  encounter  contempt  because  of  his 
plodding  stupidity. 

It  is  very  likely  that  subictal  discharges 
are  a universal  phenomenon.  A majority  of 
them  pass  unnoticed.  One  would  hardly  worry 
about  a twitching  eyelid,  a sudden  funny  feel- 
ing or  a jumping  muscle.  It  is  when  an  im- 
mature or  inadequate  person  has  developed 
rigid  defenses  to  cope  with  the  challenges  of 
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every  day  life  that  an  unexpected  occurrence 
within  his  own  body  or  psyche  can  become 
his  undoing.  A panicky  “What  was  ‘That’?” 
sets  off  a series  of  ruminating  questions  for 
which  he  may  supply  the  answers:  begin- 
ning insanity,  cancer,  or  some  other  dreadful 
disease.  Most  typically,  he  will  make  valiant 
efforts  to  suppress  these  thoughts,  and  rarely 
will  he  communicate  them.  If  the  dread  of 
the  unknown  looms  large  enough,  he  will 
probably  have  a general  check-up,  rationaliz- 
ing that  after  all,  he  has  not  had  one  for 
years. 

On  his  way  to  the  physician,  the  worried 
person  will  ponder  what  to  say,  with  thoughts 
along  these  lines:  “Well,  I just  can’t  tell  him 
I had  a funny  feeling  inside  my  head  that 
hit  me  suddenly  the  other  day.  I also  had  a 
little  nausea  and  some  pressure  in  the  stom- 
ach. I felt  a peculiar  dizziness;  it  was  not 
like  falling  down,  more  like  something  turn- 
ing in  my  head.  I can  just  see  the  doctor 
giving  me  that  puzzled  look,  wondering  why 
I am  troubling  him  with  such  trivialities. 
He’ll  tell  me  I shouldn’t  work  so  hard.” 

As  most  individuals  afflicted  with  a similar 
condition,  our  hypothetical  patient  will  with- 
hold the  pertinent  details  of  his  experience. 
His  vague  apprehension  is  not  at  all  alle- 
viated by  his  physician’s  reassurance  that  he 
is  in  perfect  health  and  that  there  is  absolute- 
ly nothing  to  worry  about.  On  the  contrary, 
he  maintains  the  silent  hope  that  in  the  course 
of  examination  one  of  the  many  tests  will 
turn  up  a disturbance  which  will  explain 
everything.  If  they  do  not,  he  fears  his  family 
and  friends  will  call  him  a hypochondriac. 

Unfortunately,  many  patients  harboring 
subictal  fits  do  become  hypochondriacs.  Dur- 
ing their  visit  to  a doctor,  they  tend  to  ex- 
aggerate their  symptoms  for  fear  that  they 
will  not  be  taken  seriously.  But  even  they 


themselves  have,  at  times,  difficulty  in  believ- 
ing the  reality  of  their  symptoms.  Occasional- 
ly, they  will  be  referred  to  a psychiatrist  for 
evaluation  and  treatment.  By  then,  as  a 
rule,  they  will  have  abandoned  all  hope  of 
ever  being  understood  and  will  be  unwilling 
to  believe  that  this  new  doctor  can  shed  anv 
more  light  on  their  puzzling  ailment.  All  too 
often  their  skepticism  is  not  misplaced.  When 
seen  in  the  psychiatrist’s  frame  of  reference,  , 
these  patients  seem  immature  and  inadequate, 
with  tendencies  to  self-pity  and  many  overt 
hysterical  features.  The  essence  of  the  ictal 
manifestations  is  lost  in  the  myriad  charac- 
terological  symptoms. 

Unless  the  physician  suspects  the  possibil- 
ity of  masked  seizure  whenever  the  patient 
expresses  bizarre,  abrupt  and  difficult-to-ver- 
balize  sensations,  he  is  likely  to  miss  an  im- 
portant clue.  The  EEG  may  be  of  some  help, 
but  cannot  be  relied  upon  totally;  it  can  be 
negative  even  in  the  presence  of  overt  epi- 
leptic fits.  The  use  of  anticonvulsants  can 
contribute  considerably  to  the  confirmation 
of  a diagnosis,  although  exceptions  apply 
here  as  well.  The  change  of  the  psychody- 
namic picture  following  their  intake  is  in 
proportion  to  the  severity  of  the  electrical 
disturbance.  Thus,  the  more  severe  the  ictal 
neurosis,  the  more  dramatic  the  change  will 
be.  Through  the  lessening  of  anxiety  and  the 
disappearance  of  uncontrollable  rage  the  ac- 
tual personality  emerges  and  becomes  more 
amenable  to  psychodynamic  or  behavioral  ap- 
proaches. 

It  is  incredible  how  correctly  a person  who 
has  never  had  a grand  mal  attack  and  is  suf- 
fering only  from  subictal  seizures  can  anticip- 
ate the  sequence  of  events  for  a full-blown 
fit.  . . He  may  have  only  minor  symptoms  of 
dizziness,  but  will  express  a disproportionate 
anxiety  and  premonition.  His  pervasive  dread 
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is  that  he  will  behave  in  a weird  fashion,  or 
find  himself  unaccountably  lost  in  a strange 
place,  or  that  he  will  be  surrounded  by 
unfamiliar  objects,  or  that  he  will  faint, 
vomit,  urinate  or  defecate,  losing  all  control. 

A person  with  an  ictal  and/or  subictal 
neurosis  experiences  a seizure  episode  as  ego- 
alien,  its  degree  of  dissociativeness  differing 
to  the  extent  the  basic  ego  structure  has  re- 
mained intact.  The  abnormal  manifestations 
can  so  interpose  themselves  that  a patient  no 
longer  thinks  of  himself  as  a functioning  en- 
tity, but  more  nearly  as  a self  on  the  verge 
of  disintegration.  Since  the  ictal  activity  is 
paroxysmal  and  shortlasting,  it  becomes  un- 
real in  retrospect.  The  initial  detachment  al- 
ternates with  a fear  of  insanity,  and  thus  it 
becomes  almost  a necessity  for  the  individual 
to  lead  a well-circumscribed  life  in  which 
nothing  is  left  to  chance.  Over  a period  of  a 
few  years,  the  self-imposed  restrictions,  the 
rigid  rules,  all  but  lead  to  a functional  paral- 
ysis. The  person  can  no  longer  participate  in 
the  social  goals  in  his  environment.  His  grow- 
ing sense  of  inadequacy  and  embarassment 
further  intensifies  the  process  of  alienation. 
The  anticipation  of  feeling  himself  passing 
from  a real  world  into  a hazy  twilight  state 
in  which  his  actions  and  mental  processes 
have  become  distorted  leads  to  severe  anxiety. 
He  faces  a condition  which  he  can  neither 
describe,  define  or  understand. 

The  subictal  phenomena  are  widespread 
and  known  to  be  manifest  under  different 
guises.  Rarely,  if  ever,  are  they  diagnostically 
connected  with  epilepsy.  They  are  referred 
to  as  dizziness,  giddiness,  spells  and  so  on. 
They  may  be  transient  abdominal  discom- 
forts, constrictions  in  the  chest,  or  headaches, 
or  they  will  appear  as  inconsequential  twit- 
chings  of  the  eyelids,  muscular  fibrilations, 
or  many  others.  Since  the  duration  of  such 


symptoms  is  rarely  more  than  a few  seconds, 
their  reality  is  seriously  doubted  by  those  af- 
flicted. The  clouding,  of  the  consciousness  is 
so  fleeting  that  the  individual  readily  dis- 
misses the  event  with  a casual  rationalization 
that  he  needs  more  sleep,  or  relaxation,  or 
that  he  should  avoid  overwork  or  certain 
foods. 

When  subictal  discharges  affect  emotion- 
ally significant  organs'  such  as  the  heart,  then 
a secondary  anxiety  with  concomitant  tachy- 
cardia will  further  obscure  the  underlying 
condition.  Careful  questioning,  however,  will 
usually  elicit  an  admission  of  unusual  sen- 
sations that  are  clearly  of  non-cardiac  origin.' 

Ictal  and  subictal  events  occurring  during 
sleep  may  go  on  for  years  without  being  re- 
cognized. Certain  signs,  however,  may  call 
attention  to  the  possibility  of  cerebral  dys- 
rhythmia. They  are:  drooling;  bruxism;  un- 
explainable nightsweats;  restlessness;  jacta- 
tions; somnanbulism;  vocal  noises  and  spe- 
cific dream  contents. 

Another  form  of  the  subictal  state  is 
found  in  the  prodromal  phenomena,  or  moye 
commonly  referred  to  as  aura  preceding  the 
actual  seizure  and  lasting  for  a few  seconds 
up  to  several  hours.  The  aura  often  consti- 
tutes an  abortive  attack,  differing  in  many 
ways  from  the  seizure  that  is  to  follow.  It  is 
the  forerunner  of  the  physiological  manifes- 
tation of  a progressive  invasion  of  the  neu- 
ronal structures  by  an  excessive  bio-electric 
discharge. 

At  times,  it  is  difficult  for  the  patient  to 
distinguish  between  the  aura  proper  and  the 
actual  fit.  The  aura  itself,  particularly  if  it 
originates  in  the  temporal  lobes,  has  such  un- 
pleasant and  anxiety-provoking  connotations 
that  the  patient  often  refers  to  it  as  the  at- 
tack, which  should  not  be  surprising  since 
these  attacks  are  accompanied  by  clouding  of 
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the  mind. 

The  most  distressing  aspects  of  the  aura 
are  the  psychological  prodromata.  They  are: 
depersonalization;  a sense  of  unreality;  visual 
haze;  deja  vue  and  déja  entendu  phenomena 
evil  smell  and  taste;  sharp  lightning-like  pain; 
sensation  of  a fist  pushed  against  the  pit  of 
the  stomach;  and  many  others.  Some  of  the 
auras  have  a specific  meaning  content  or 
visual  hallucination  which  makes  ascribing 
them  to  an  ictal  basis  difficult. 

Patients  often  become  aware  of  the  se- 
quence from  aura  to  fit  and.  occasionally,  one 
will  discover  accidentally  that  he  can  abort 
an  attack  in  the  stage  of  aura  by  specific 
means,  such  as  forced  thinking;  rapid  pacing, 
rubbing  of  an  extremity,  breath-holding,  and 
so  forth.  Somewhat  similarly,  an  aura  begin- 
ning in  a limb  may  arrest  a full-blown  attack 
if  a ligature  is  placed  around  the  limb.  This 
was  first  pointed  out  by  Odier,  in  1811  (2). 

Occasionally,  a patient  will,  shortly  be- 
fore losing  consciousness,  experience  the  sen- 
sation of  intense  flexor  contraction  although 
none  has  taken  place.  It  is  as  if  he  possessed 
a subliminal  awareness  of  the-  tonic  spasm. 
Some  persons,  following  a restless  night,  sim- 
ilary  complain  of  fatigue  in  the  flexor 
muscles;  very  likely,  they  were  subject  to 
the  same  abortive  seizures  which  did  not  go 
beyond  the  state  of  aura. 

An  aura  involving  isolated  muscles  will 
give  rise  to  odd  sensations  which,  when  ver- 
balized, seem  to  be  similar  to  the  body  de- 
lusions of  deteriorated  schizophrenics.  For 
instance:  “Something  was  crawling  on  my 
tongue;”  “I  felt  something  crawling  up  and 
down  my  spine;”  “I  had  a funny  feeling  in 
my  back  which  pushed  its  way  down  and 
forward,  giving  me  the  oddest  sexual  sensa- 
tion I ever  had;”  “I  felt  dizzy,  but  the  objects 
around  me  were  not  moving;  it  was  more 


as  if  the  contents  of  my  skull  were  swishing 
around;”  “It  was  a warm  day  and  suddenly 
I started  shivering  like  crazy;”  and  many 
more. 

An  aura  can  be  complex  and  organized, 
having  all  the  qualities  of  a dream  resembling 
childhood  recollections.  Insofar  as  the  patient 
recognizes  his  experience  for  what  it  is,  his 
behavior  remains  normal;  insofar  as  he  does 
not  remain  the  observer,  his  behavior  may 
become  psychotic.  At  times  the  aura  becomes 
an  intrusion  into  consciousness  of  single  words 
or  a string  of  words;  alternatelv  some  previous 
scene  is  evoked  not  on  a reliving  basis,  but 
as  an  irrestible  reminiscence. 

In  another  instance  a patient  will  relive 
a past  event  of  emotional  significance.  The 
attached  conflict  is  readily  recognizable  by 
him  but  is  devoid  of  affective  meaning.  The 
conflict  will,  however,  become  more  signifi- 
cant upon  further  exploration,  resembling 
concealed  or  screen  memories  or  residual 
states  in  which  an  important  event  is  barred 
from  consciousness. 

Such  features  of  the  auras  in  temporal 
iobe  epilepsies  bear  a close  resemblance  to 
the  psychological  mechanisms  of  blocking  and 
repressing.  Their  further  study  could  lead  to 
a better  understanding  of  the  temporal  lobe 
in  relation  to  character  structure.  This  is  true 
because  the  psychodynamic  meaning  of  the 
content  of  highly  organized  psychomotor  sei- 
zures follows  a significant  pattern  of  motiva- 
tion and  has  adaptive  value.  Illusions  and 
delusions  appear  in  the  same  fashion  in 
dreams  and  auras.  In  a period  of  psycholog- 
ical stress,  the  simultaneous  appearance  of 
destructive  impulses  and  the  wish  to  control 
these  impulses  creates  a mounting  tension 
which  cannot  be  released.  The  seizure  may 
then  serve  as  a vehicle  for  the  discharge  of 
tension,  once  the  permissible  limit  has  been 
exceeded. 
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Another  borderline  state  which  can  easily 
be  mistaken  for  a schizoid  condition  consists 
of  periods  of  shifting  dullness,  clouded  mental 
states  and  prolonged  lapses  of  attention.  Of- 
ten the  EEG  will  reveal  spikes  and  spike- 
wave  disturbances  in  the  temporal  leads.  But 
even  in  the  absence  of  a confirming  EEG 
one  should  always  consider  the  possibility  of 
cerebral  dysrhythmia. 

Non-specific  or  poorly-define  sensations 
also  play  an  important  part  in  the  prodromal 
aspects  of  seizures.  The  presence  of  uncom- 
fortable tensions  has  its  counterpart  in  spikes 
following  photic  stimulation.  It  is  quite  gra- 
tifying to  see  such  tension  states  relieved  by 
anticonvulsants  where  the  conventional  tran- 
quilizers failed. 

A frequently  encountered  phenomenon  is 
the  “lapse”;  it  is  a momentary  decrease  of 
attention.  The  person  is  aware  of  what  is 
going  on  and  reacts  appropriately;  however, 
he  will  be  unable  to  will  or  alter  his  motor 
actions  and  thoughts  for  the  duration  of  the 
attack.  Some  patients  will  claim  that  they 
were  hypnotized  or  that  a spirit  entered  their 
bodies,  directing  them  to  carry  out  a mission. 
It  is  not  surprising  that  they  will  be  given  the 
diagnostic  label  of  hysteria,  paranoia  or  schiz- 
ophrenic reaction.  A more  sophisticated  pa- 
tient will  actually  suspect  the  same  condition 
within  himself,  perhaps  regarding  it  as  the 
beginning  of  insanity.  He  will,  however,  re- 
frain from  mentioning  this  to  anyone.  The 
governing  feeling  is  that  “it”  will  go  away  if 
he  avoids  thinking  about  it.  Such  lapses  often 
become  the  driving  force  for  a general  health 
check-up.  The  secret  hope  is  the  discovery 
of  a physical  condition  which  wil  provide  the 
rational  explanation.  Rarely  will  such  a com- 
plaint become  the  cause  for  self-referral  to  a 
psychiatrist,  and  any  suggestion  on  the  part 
.of  the  examining  general  practitioner  that 


the  patient  should  undergo  psychological  tests 
is  met  with  disproportionate  hostility. 

A somewhat  similar  occurrence  may  re- 
sult as  a late  consequence  of  a head  trauma. 
There  may  be  no  more  than  a transient  un- 
consciousness at  the  time  of  the  accident. 
Subsequently,  a variety  of  character  changes 
may  become  apparent,  such  as  instability,  ir- 
ritability, hypochondriasis,  feelings  of  inade- 
quacy, or  inability  to  concentrate.  They  are 
usually  considered  part  of  a traumatic  neuro- 
sis. Patients  so  afflicted  are  prone  to  lapses 
which  are  indicative  of  brain  damage  at  the 
time  of  accident. 

The  diagnosis  of  an  ictal  or  subictal  state 
may  pose  a greater  problem  to  the  psychody- 
namically-oriented  psychiatrist  than  to  a neu- 
rologist who,  however,  will  rarely  see  these 
patients.  This  anomalous  situation  first  arose 
when  psychodynamic  methods  of  investiga- 
tion were  in  their  ascendency.  For  every  be- 
havioral phenomenon,  an  explanation  was 
found  in  the  particular  psychological  constel- 
lation of  the  individual.  Thereby-and  seem- 
ingly thereafter  — the  bizarre  demonstrations 
of  the  various  ictal  states  could  easily  be 
jammed  into  the  general  storehouse  of  pre- 
conscious  and  unconscious  events. 

The  clinical  aspects  of  both  temporal 
and  diencephalic  seizures  pose  little  difficulty 
in  psychologic  evaluation  since  they  occur 
periodically  in  a stereotyped  mold  of  either 
phobic  or  compulsive  traits.  In  compounding 
the  error,  the  interpretation  can  proceed  to 
assign  to  these  phobias  and  compulsions  the 
function  of  a defense  against  a psychotic 
nucleus.  The  very  bizarreness  of  the  symp- 
toms: depersonalization;  the  indication  of 
hallucinatory  experiences  which,  so  the  ex- 
amining psychiatrist  feels,  are  dissimulated; 
the  impulsive  and  poorly  controlled  outbursts 
of  rage,  aie  all  elements  literally  begging  to 
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be  labelled  as  evidence  of  a beginning  de- 
compensation of  character  structure. 

The  inevitable  question  of  whether  one 
deals  with  a neurotic  manifestation  or  a 
psychomotor  phenomenon  becomes  somewhat 
complicated  when  it  is  seen  that  certain  be- 
havioral constellations  are  capable  of  acti- 
vating seizures.  We  cannot  determine  whether 
the  characterological  makeup  of  the  individ- 
ual or  the  abnormal  physio-chemical  state 
of  the  neuronal  structures  becomes  the  ini- 
tiator of  the  seizure  process.  If  we  assume  a 
circular  type  of  positive  feed-back,  then  ei- 
ther condition,  once  stimulated,  can  poten- 
tiate the  other,  resulting  in  intense  anxiety 
or  seizure  or  both.  The  seizure  is  a random 
occurrence  and  uncontrolled,  whereas  the 
neurotic  response  represents  a steady  state, 
and  to  a limited  extent,  a controllable  one. 
From  a therapeutic  standpoint,  the  question 
of  the  initial  condition  is  irrelevant.  Of  more 
importance  is  the  determination  of  which  con- 
tributing factor  has  the  greater  weight  in  per- 
petuating the  psychopathological  condition. 

In  some  instances,  the  sequence  of  events 
is  clear.  An  emotionally  stressful  life  situation 
is  capable  of  increasing  the  level  of  neuronal 
excitability  in  the  so-disposed  patient,  in 
much  the  same  manner  as  an  intravenous  ad- 
ministration of  metrazol.  Then  any  strong  ad- 
ditional stimulus  will  precipitate  a seizure. 
It  is  possible  that  the  basic  response  to  stress, 
the  setting  up  of  an  unstable  condition  of  hy- 
perexcitability, may  lead,  once  a permissible 
limit  is  exceeded,  to  a hypersynchronous  dis- 
charge of  the  neuronal  structures. 

Hysterical  reactions  may  become  a mis- 
leading factor.  Many  of  the  vegetative  ictal 
equivalents  provoke  panic  with  histrionic 
overreactions  in  certain  individuals  (3).  The 
EEG,  unfortunately,  does  not  confer  certainty 
on  the  differential  diagnosis.  Hysterics  may 


show  theta  rhythms,  slow  waves  on  over- 
breathing and  a low  convulsive  threshold. 
Hysteria  may  represent  a clinical  entity  apart 
from  epilepsy,  although  many  patients  label- 
led as  hysterics  respond  to  anticonvulsant 
treatment.  Epilepsy  and  hysteria  may  be  two 
conditions  on  the  same  gradient  yet  on  dif- 
ferent levels.  The  effectiveness  of  an  anti- 
convulsant acts  as  a satisfactory  test  to  dis- 
tinguish  the  two  entities.  Also,  in  every  in- 
stance of  mixed  ictal-psychoneurotic  distur- 
bance, anticonvulsants  are  superior  to  tran- 
quilizers in  alleviating  psychic  discomfort.  (4) 

The  role  of  psychotherapy  in  epileptic 
equivalents  cannot  be  clearly  delineated, 
since  there  are  so  many  variables.  Psycho- 
therapy, however,  has  considerably  less  dif- 
ficulty in  alleviating  the  symptoms  and  in 
fostering  maturation  of  the  individual,  when 
anticonvulsants  reduce  the  emotional  strain. 

To  summarize:  The  large  area  of  emo- 
tional dysfunction  includes  the  subdivision  of 
ictal  and  subictal  neurosis.  Their  identity, 
however,  is  unequivocal  in  only  a small  num- 
ber of  cases.  In  most  instances,  these  con- 
ditions masquerade  under  the  diagnosis  of 
malingering,  hysteria,  hypochondriasis,  psy- 
chopathy, pseudo-neurotic  schizophrenia  and 
schizo-affective  psychosis.  They  fuse  readily 
with  preexisting  character  traits,  thus  add- 
ing a complication  which  has  a psychothera- 
peutic significance.  Verbal  therapy,  at  best, 
is  only  moderately  successful  in  their  treat- 
ment, although  exceptions  exist  where  a re- 
versal of  symptoms  was  thereby  effected. 

The  administration  of  anticonvulsants 
diminishes  or  removes  the  ictal  components 
of  the  psychopathology,  allowing  verbal 
therapy  to  become  effective. 
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PLEASE,  BELIEVE  THE  PATIENT 

N.  Rifkinson,  M.  D. 


One  Saturday  afternoon  I was  waiting 
on  a special  corner.  I was  a Junior  medical 
student  and  I had  a date  with  the  prettiest 
girl  in  Atlanta.  She  was  working  a half  day 
and  we  were  to  meet  at  12 : 30.  At  one  o’clock, 
I became  apprehensive.  My  temples  felt  full 
and  my  heart  started  pounding.  There  was  a 
buzzing  sound  in  my  ears  and  my  head  be- 
came tighter  and  tighter  — and  then  — there 
was  a sudden  sharp  crack  that  left  me  be- 
wildered. I just  barely  made  it  to  a telephone 
booth  and  called  our  Professor  of  Psychiatry 
at  Emory  University.  No,  nothing  burst  in- 
side your  head  — . Yes,  he  assured  me,  emo- 
tions can  do  this.  He  was  sure  my  girl  was 
waiting  on  the  corner  for  me  with  a very 
reasonable  explanation.  And  sure  enough, 
when  I returned  to  the  corner,  there  she 
was  waiting. 

I was  so  impressed  with  this  experience, 
that  for  the  next  several  years  my  medical 
reasoning  was  affected  by  excessive  rational- 
ization. 

Delivered  at  the  Second  Annual  Convention,  Sec 
tion  of  Neurology,  Neurosurgery  and  Psychiatry 
Puerto  Rico  Medical  Association,  Mar.  7,  1966. 


Let  us  skip  a few  years.  I am  now  a 
pathologist  and  am  reading  a chart  in  prep- 
aration for  a clinical-pathological  conference. 

The  patient  is  a young  woman  of  twenty- 
six,  four  months  pregnant,  her  first  pregnan- 
cy. She  is  a little  fearful  of  childbirth  — of 
the  pain  — the  danger  to  herself  — the  un- 
certainty of  bearing  a healthy  child.  She 
has  occasional  headaches,  she  feels  chilly  at 
times  and  even  a bit  feverish.  Her  family 
doctor  assures  her  husband  that  her  symp- 
toms are  due  to  tension.  The  woman  keeps 
complaining  and  returns  several  times.  She 
still  has  occasional  headaches  and  she  is 
jittery  and  tense  and  cries  easily.  After  several 
more  visits  to  several  doctors,  the  patient  is 
told  she  needs  psychiatric  help.  Then  one 
day  she  awakens,  has  a series  of  generalized 
convulsions  and  dies.  Microscopic  sections 
of  the  brain  showed  the  cerebral  veins  packed 
with  malarial  parasites. 

Some  years  pass  and  I am  now  a neuro- 
surgeon. An  attractive  thirty  year  old  woman 
is  sitting  opposite  me  reading  her  history. 
There  are  five  pages,  closely  written  on  both 
sides,  for  it  roughly  covers  ten  years. 
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It  all  began  when  her  engineer  husband 
was  being  transferred  to  a foreign  country. 
There  was  one  young  baby  and  she  would 
have  to  leave  her  wonderful  family.  Her  lower 
back  began  to  hurt.  She  had  frequency  of 
urination.  Her  bladder  was  cauterized,  but 
her  back  still  hurt.  Her  left  leg  then  began 
to  pain.  After  several  years  and  a number 
of  different  doctors  she  ended  up  with  two 
years  of  psychoanalysis.  But  because  she  still 
had  pain,  she  came  to  our  office. 

Examination  showed  a slight  weakness  of 
the  dorsiflexors  of  the  toes  and  a questionable 
Lasegue  sign  on  the  left.  Myelography  was 
suggested.  Previously  this  was  not  done  be- 
cause the  psychiatrist  said  it  would  tend  to 
rivet  her  mind  on  her  back.  The  studies 
showed  a slight  defect  at  the  L4-T5  inter- 
space. When  I told  the  patient  that  she  had 
a ruptured  disc,  she  began  to  cry  and  said  that 
after  ten  years  of  not  being  believed  she  now 
feels  that  her  husband  and  family  will  realize 
that  she  has  no  mental  aberration. 

Because  conservative  therapy  had  not 
helped  for  the  past  ten  years,  surgery  was 
suggested.  However,  her  husband  was  being 
transferred  back  to  Chicago  and  she  preferred 
to  have  her  surgery  done  there  since  this  was 
her  home  and  she  would  be  with  her  family. 
I referred  her  to  an  outstanding  neurosur- 
geon in  Chicago.  Several  weeks  later  I re- 
ceived a letter  from  this  neurosurgeon  giving 
reasons  why  he  decided  not  to  operate  on  her. 

“Dear  Dr.  Rifkinson:  I saw  your  patient  whom 
you  had  so  kindly  referred  to  me.  Among  other 
things,  she  has  also  had  a complex  disturbance  of 
her  bladder.  She  had  urinary  frequency,  went  to 
see  a Dr.  Collins,  who  diagnosed  a bladder  in- 
fection, and  treated  this  with  silver  nitrate.  This 
is  said  to  have  caused  a burn  inside  the  bladder, 
and  this  in  turn  became  infected;  she  was  put  into 
a hospital  for  three  of  four  days  and  given  injec- 
tions for  pain.  She  left  this  hospital  and  went  to 
see  a Dr.  Winston.  He  treated  her  infection  and 


then  treated  a stricture.  She  apparently  was  dis- 
satisfied, and  went  then  to  a Dr.  Hastings.  A cystos- 
copy and  pyelogram  were  done,  and  she  was  told 
that  she  didn’t  really  have  an  infection  originally, 
but  had  had  interstitial  cystitis,  and  she  brought 
a clipping  from  ‘Family  Life’,  concerning  this 
disorder  which  was  described  to  be  of  highly  nerv- 
ous origin  and  frequently  responsive  to  ergot- 
amine.  She  was  then  seen  by  the  neurologist.  Dr. 
Lansing,  and  presumably  he  told  her  her  trouble 
was  in  her  nerves.  — There  were  many  things  left 
unsaid  because  of  lack  of  proper  preparation;  ob- 
viously I did  not  tell  her  that  I firmly  believe, 
that  the  emotional  factors  in  her  illness  were  so 
important  as  to  justify  psychiatric  consultation.” 

The  disappointed  patient  went  to  another 
neurosurgeon  who  wrote; 

Dear  Dr.  Rifkinson:  Your  patient  finally  arrived 
to  our  offices.  Her  symptoms  of  lower  extremity 
pain  appeared  to  be  quite  legitimate  and  I consi- 
dered the  myelogram  positive.  I subsequently  oper- 
ated and  found  a bulging  disc  at  the  L4-L5  inter- 
space with  a thinned  out  nerve  root.  Her  conva- 
lescence was'  uneventful." 

And  then  a letter  came  from  the  patient. 

“Dear  Dr.  Rifkinson:  By  this  time  you  proba- 
bly have  heard  from  both  neurosurgeons.  My  in- 
ternist who  was  so  against  the  surgery,  came  to  me 
and  apologized.  He  said  that  the  diagnosis  of 
interstitial  cystitis  was  probably  wrong  and  my 
symptoms  were  most  probably  caused  by  my  disc. 
And  my  psychiatrist  said  that  he  is  so  very  sorry 
that  all  these  years  he  tried  to  preserve  my  soul 
at  the  expense  of  my  body.  Thanks  you  for  all 
you’ve  done.” 

One  day  a man  took  a “publico”  from 
Arecibo  to  San  Juan.  The  driver  of  the  “pu- 
blico,” living  up  to  the  reputation  of  these 
drivers,  was  racing  the  car  rather  recklessly 
and  our  passenger  was  somewhat  frightened. 
He  asked  the  driver  to  slow  down  but  the 
driver  was  very  surly  and  told  the  man  to  sit 
down  or  to  leave  the  car.  Several  minutes 
later  the  passenger  requested  that  the  driver 
slow  down  and  finally  the  driver  crashed 
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into  another  car  causing  the  passenger  to 
strike  his  head  against  the  roof  of  the  car.  He 
was  so  infuriated  that  he  threatened  to  sue 
the  driver  for  his  recklessness.  On  reaching 
home  the  patient  went  to  his  doctor  and 
related  the  story  saying  that  he  is  going  to 
sue  the  driver.  Several  days  later  the  patient 
complained  of  headache  and  went  to  see  his 
physician  again,  and  each  time  he  went  to 
see  his  doctor,  he  spoke  of  the  recklessness  of 
the  driver  and  that  he  was  going  to  sue  him. 
Several  days  later  the  headaches  persisted 
and  he  went  to  another  physician  and  related 
the  story  and  again. spoke  about  the  reckless- 
ness of  the  driver  and  that  he  was  going  to 
sue  him.  After  two  and  a half  months  the 
patient  still  had  his  headaches.  His  brother 
who  accompanied  this  man  to  the  other  phy- 
sicians was  told  confidentially  that  he  was 
suffering  from  an  obsessive  neurosis  and  sug- 
gested that  he  seek  psychiatric  help.  The 
patient  was  then  hospitalized  for  about  one 
week  and  on  leaving  the  hospital  was  given 
three  typewritten  sheets  of  paper  which  was 
a table  instructing  the  patient  to  get  up  at 
six  AM,  to  shave  at  6:15,  to  eat  breakfast 
at  6:30,  and  so  on  during  the  day.  The 
brother  was  told  that  the  patient  had  this 
obsession  and  in  time  this  would  wear  off. 
However,  the  headaches  persisted. 

When  I saw  the  patient  for  the  first  time, 
he  related  the  story  to  me  saying  how  he  was 
going  to  sue  the  “publico”  driver.  Without 
doing  any  other  neurological  examination,  I 
put  out  the  lights  and  looking  into  his  eye- 
grounds  and  found  a 4 + papilledema  with 
hemorrhages  and  exudates.  That  afternoon 
I operated  on  the  man  under  local  anesthesia. 
When  I opened  the  dura  on  the  right  side 
through  a perforator  opening,  very  little  blood 
was  found  and  the  patient  stopped  breathing. 

I immediately  opened  the  other  side  while 
artificial  respiration  was  being  applied  and 


on  opening  the  dura  there  was  a release  of 
black  liquid  blood  under  tremendous  pressure 
and  on  evacuating  more  than  250  cc  the  pa- 
tient became  fully  conscious  and  the  first  thing 
that  the  patient  said  was : “Do  you  know,  doc- 
tor, that  you  are  the  first  physician  in  all  of 
these  months  who  ever  looked  into  my  eyes?” 

Whenever  a patient  comes  to  a physician 
and  there  is  any  hint  of  litigation,  the  physi- 
cian naturally  shies  away  from  the  case.  Can 
you  imagine  that  seven  physicians  so  dis- 
believed that  this  patient  had  a headache 
that  none  of  them  thought  it  worthwhile  to 
look  into  his  eyegrounds  even  though  there 
was  a history  of  head  injury  and  progressive 
headaches.  The  fact  that  the  patient  stopped 
breathing  when  the  right  side  of  the  cranial 
cavity  was  decompressed,  showed  that  he  was 
on  the  verge  of  cerebral  decompensation  due 
to  excessive  intracranial  pressure,  just  like 
a patient  s diseased  heart  would  decompen- 
sate after  prolonged  overdue  stress. 

Then  one  day  one  of  our  students  provid- 
ed the  answer  to  why  doctors  do  not  believe 
their  patients.  I had  assigned  a case  to  this 
student  and  asked  him  to  present  the  case 
after  working  her  up  neurologically.  She  was 
a sixty  year  old  woman  with  a dry  gangrene 
of  several  of  her  toes.  The  student  gave  a 
very  thorough  history  and  did  a thorough 
physical  examination  and  then  came  the  im- 
pressions which  the  students  were  told  to  put 
in  the  order  of  importance.  I was  amazed  that 
the  very  first  impression  was  hysteria.  None 
of  the  students  who  heard  this  discussion  ex- 
pressed any  surprise.  When  I asked  the  stu- 
dent how  he  reached  that  conclusion,  he 
stated  that  along  with  taking  the  medical 
history  of  the  patient  he  also  questioned  her 
about  her  family  life  and  her  sociological 
background.  He  found  that  she  was  a widow 
and  for  the  past  five  or  six  years  had  been 
living  with  her  daughter  and  husband.  Ap- 
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parently  the  son-in-law  was  not  very  fond 
of  her  and  several  times  a week  threatened 
to  throw  her  out  into  the  street.  The  student 
felt  that  this  caused  her  great  anxiety  and 
that  he  was  taught  that  anxiety  could  cause 
constriction  of  smooth  muscles  and  since  ar- 
teries are  made  of  muscle,  the  repeated  ten- 
sions caused  constant  spasms  of  the  arterioles 
of  the  foot  which  deprived  the  toes  of  the 
blood  which  caused  a dry  gangrene. 

Here  was  a good  student  with  good  rea- 
soning, reaching  wrong  conclusions.  I thought 
of  all  the  “crocks”  who  died,  of  the  many 
hysterics  and  neurotics  who  were  found  to 
later  have  multiple  sclerosis,  of  the  many 
tense  and  unreasonable  elderly  people  with 
subdural  hematomas,  and  of  the  many  peo- 
ple with  emotional  headaches  who  turn  up 
with  brain  tumors  or  who  die  of  ruptured 
aneurysms.  And  I thought  of  the  so  many 
doctors  the  world  over  who  glibly  fit  patterns 
of  symptoms  into  emotional  quotients. 

Why  are  so  many  of  us  physicians  so 
ready  to  ascribe  symptoms  to  emotional  dis- 
turbances? Of  course  it  is  an  easy  way  out. 
It  relieves  the  patient  who  is  told  he  has 
nothing  seriously  wrong  and  at  the  same  time 
the  doctor  avoids  entanglement  in  a difficult 
medical  investigation. 

Now  I do  not  say  that  this  is  done  cons- 
ciously on  the  physician’s  part.  It  is  a con- 
ditioned-reflex-way of  thinking.  A bell  rings 
and  saliva  pours  forth  from  the  dog’s  mouth 


in  anticipation  of  something  pleasant.  A 
patient’s  symptoms  are  weighed  and  suddenly 
there  is  a pleasant  way  out  for  both  the 
patient  and  the  doctor. 

Who  is  responsible  for  this  way  of  con- 
ditioned thinking  on  the  part  of  our  medical 
profession?  The  blame  rests  with  you  psy- 
chiatrists. As  teachers  you  unfold  the  fascina- 
tion of  psychiatry  before  our  students  whose 
minds  are  receptive  to  new  ideas  — especially 
those  that  at  times  border  on  the  metaphysi- 
cal. Their  uncritical  minds  soar  and  speculate 
and  are  thus  released  from  the  tight  chores 
of  assembling  numerous  physiological  and 
pathological  facts  so  essential  in  solving  med- 
ical problems. 

It  is  in  the  Junior  year  that  the  students 
must  learn  to  reason  critically  from  known 
medical  criteria,  and  I firmly  believe  from 
my  long  association  with  students  over  the 
years  that  the  manner  in  which  psychiatry 
is  taught  at  present  often  tends  to  lessen  the 
student’s  diagnostic  acuity. 

If  psychiatry  must  be  taught  at  this  time, 
then  the  psychiatric  faculty  must  more  than 
heretofore  impress  upon  the  student  to  con- 
sider the  organic  nature  of  disease  first  — 
let  that  be  his  conditioned  reflex.  He  must 
be  made  to  realize  that  hysteria  or  neurosis 
is  not  a diagnosis  easily  made  — that  all 
organic  possibilities  must  first  be  ruled  out. 

But  above  all,  he  must  be  taught  to  believe 
his  patient. 


DAY  TREATMENT  CENTER 

Veterans  Administration  Center 

A.  L.  Lombardi,  M.  D 


The  first  VA  Day  Treatment  Center 
(DTC)  was  initiated  in  San  Diego,  Califor- 
nia, in  May  1947.  Its  main  purpose  was  to 
act  as  a half-way  house  between  the  Hospital 
and  the  Community  by  helping  the  process 
of  resocialization  and  rehabilitation  of  the 
psychiatric  patient.  At  present  there  are  over 
30  active  centers  throughout  the  Veterans 
Administration.  Our  Center  was  open  on  the 
22nd  of  October  1963.  We  will  soon  celebrate 
our  3rd  anniversary.  From  personal  obser- 
vations of  5 Centers  in  the  states,  from  articles 
written  on  different  centers,  and  from  the 
Annual  VA  National  Conference,  held  last 
year  in  Chicago,  all  these  centers  are  operat- 
ing in  somewhat  different  manners  depend- 
ing on  the  available  local  staff  and  needs. 
Some  have  structured  programs  with  compul- 
sory attendance  of  certain  activities,  others 
are  on  a voluntary  basis.  Organization  of  the 
staff  varies,  although  in  general  it  consists  of 
a psychiatrist,  a psychologist,  a social  worker, 
an  occupational  therapist  and  a secretary.  Ef- 
forts to  make  these  centers  more  uniform  are 
continuously  being  carried  out  by  communi- 
cation between  centers,  concerning  their  prob- 
lems, activities,  findings,  and  solutions.  In  ad- 
dition, national  conferences  are  being  yeld 
yearly,  the  next  one  being  in  November  at 
Memphis,  Tennessee. 

From  the  Day -Treatment  Center,  Neuro-Psychia- 
tric Service,  Veterans  Administration  Center,  San 
Juan,  Puerto  Rico. 


Material  and  Methods 

The  DTC  in  San  Juan  occupies  3,200  square 
feet  on  the  second  floor  of  the  VA  Regional  Office 
at  Stop  8 on  520  Ponce  de  Leon  Avenue.  This  area 
is  divided  into  offices  for  the  staff,  a kitchen  and 
dining  area,  a lounge,  an  occupational  therapy 
area,  a recreational  area  with  pool  table,  card 
and  ping-pong  tables,  and  a sound-proof  room 
for  music  and  psychotherapy  groups.  In  addition, 
we  have  the  use  of  a large  conference  room  sev- 
eral hours  a week  for  the  showing  of  movies  and 
meetings  of  large  groups. 

Our  patients  are  chronic  schizophrenics  or  manic 
depressives  rated  as  totally  disabled.  The  average 
duration  of  illness  of  these  patients  is  14  years. 
Since  it  started,  the  staff  of  our  Center  has  con- 
sisted of  a psychiatrist,  who  is  in  charge,  a social 
worker,  an  occupational  therapist,  and  a secretary. 
To  date,  attempts  to  obtain  a qualified  psychologist 
have  been  fruitless. 

Before  the  Center  was  activated,  it  was  decided 
that  the  patients  in  our  Mental  Hygiene  Clinic 
and  Trial  Visit  Program  would  be  informed  of 
this  program  by  their  therapists,  provided  the  ther- 
apists believed  that  they  were  appropriate  subjects 
for  this  type  of  therapy.  The  only  restrictions  were 
that  the  patient  had  to  be  100%  disabled,  did  not 
have  an  alcoholic  problem,  was  not  an  overt  homo- 
sexual or  drug  addict.  Of  the  175  cases  referred 
to  our  Center,  only  2 have  been  rejected;  one  was 
a case  of  uncontrollable  epilepsy,  and  the  other 
was  a schizophrenic*  with  a marked  alcoholic  prob- 
lem. We  took  three  alcoholics  with  moderate  be- 
havior problems  and  two  drug  addicts  who  had 
been  off  heroin  more  than  6 months.  For  a few 
months  the  alcoholics  occasionally  came  in  under 
the  influence  of  alcohol  but  they  never  caused  any 
major  problem.  For  over  two  years  these  alcoholics 
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have  apparently  stopped  drinking.  The  two  drug 
addicts  apparently  never  used  any  heroin  during 
their  stay  in  the  Center  and  at  present  have  been 
over  three  years  without  drugs. 

When  these  referred  patients  were  first  inter- 
viewed by  the  psychiatrist  in  charge,  it  was  stressed 
that  the  DTC  was  a completely  voluntary  program. 
Whether  they  attended  or  not,  or  took  part  in  the 
activities,  depended  entirely  on  themselves.  The 
Center  would  furnish  space,  material  and  personnel, 
and  then  it  was  up  to  them  to  make  use  of  them. 
In  addition,  they  were  informed  that  there  would 
be  no  regular  appointments  with  the  psychiatrist. 
The  office  of  the  psychiatrist  would  always  be  open 
and  the  patients  in  the  DTC  could  see  him  at 
any  time  for  their  personal  problems  or  medica- 
tion. After  this  the  patients  were  turned  over 
for  interviews  with  the  social  worker  and  the  oc- 
cupational therapist  who  followed  the  same  pat- 
tern in  their  fields.  In  addition,  the  occupational 
therapist  prepared  a schedule  of  demonstrations 
showing  the  use  of  tools,  equipment,  and  material 
available  in  the  Center.  From  the  start,  our  staff 
has  stressed  the  principle  that  the  patients  them- 
selves had  to  initiate  their  own  activities.  One 
of  our  first  goals  was  that  these  patients  should 
start  a patients’  government  and  make-up  their 
own  rules  of  regulations  and  conduct. 

The  staff  set  certain  goals  it  would  strive  for. 
These  were  the  resocialization  and  rehabilitation 
of  these  patients  with  the  ultimate  aim  that  they 
become  useful,  productive  members  of  society.  From 
the  start,  the  staff  realized  that  the  last  goals  was 
in  most  cases  unattainable;  however,  to  date  we 
are  still  trying.  Our  greatest  block  has  been  the 
marked  dependency  these  patients  had  developed 
on  regular  hospitalizations,  their  medication,  and 
their  therapists. 

As  previously  stated,  our  Center  was  started 
on  October  22,  1963.  We  had  3 patients  and  the 
only  activity  was  carpentry  on  a limited  basis. 
Gradually,  the  number  of  patients  and  activities 
increased.  By  the  end  of  the  first  year  we  had 
picture  painting,  weekly  recreational  movies,  draft- 
ing, ceremonies,  patient-staff  conferences,  patient 
government,  two  discussion  groups,  a periodical 
being  published  entirely  by  patients,  a bi-weekly 
meeting  with  wives  of  patients,  community  mental 
health  films,  and  discussions  every  week,  orga- 
nization of  a patients’  mess  consisting  of  a Mess- 


Steward,  Committee,  cooks  and  helpers  who  started 
serving  a complete  lunch  every  day,  the  patients 
paying  the  entire  cost.  During  the  second  year, 
another  discussion  group,  a literary  hour,  a music 
hour,  soft-ball,  bingo,  were  initiated.  During  the 
3rd  year,  we  have  started  classes  in  English,  guitar 
playing,  and  dramatics  in  addition  to  expanding 
previously  formed  activities. 

Our  staff  spends  most  of  its  time  in  informal 
contact  with  the  patient;  that  is,  playing  cards 
with  them,  informal  discussions  of  small  groups, 
having  lunch  with  them,  doing  carpentry,  ceramics, 
etc.  As  an  example,  before  we  would  get  ceramics 
started  I,  personally,  made  over  20  pieces  of  china. 

In  addition,  for  the  last  years  our  Center  is 
being  used  as  a training  center  for  two  social  work- 
ers who  are  in  their  last  year  at  the  University 
of  Puerto  Rico.  We  have  also  given  short  periods 
of  training  for  small  groups  from  nursing  schools 
and  universities  of  Puerto  Rico  and  South  America. 

At  the  present  time  we  have  105  active  patients 
and  are  averaging  38  patients  per  day.  We  have 
three  patients  under  training  taking  commercial 
courses  at  the  university  level.  One  started  a 
year  ago  and  successfully  completed  the  first  year, 
the  other  two  started  this  semester. 

During  the  last  month  a longitudinal  study 
was  made  of  the  first  100  cases  referred  to  the 
DTC.  This  covered  a period  of  4 years,  the  2 
years  just  prior  to  admission  to  the  Center  and 
the  2 years  these  patients  attended  the  Center. 
Each  case  was  studied  individually.  Data  taken 
into  consideration  was  age,  duration  of  illness, 
attendance  at  the  Center,  and  number  of  days 
of  hospitalization. 

Results 

The  results  showed  that  the  average  age 
of  our  patients  was  40.9  years  and  that  the 
average  duration  of  illness  was  14.1  years 
varying  from  3 to  23  years.  These  patients 
made  5,753  visits  to  the  Center  or  an  indi- 
vidual average  of  57.5  visits  during  the  first 
year  and  a total  of  5,005  visits  or  an  indi- 
vidual average  of  50.5  visits  during  the  second 
year  (Table  I). 

In  order  to  make  a study  of  the  results 
obtained,  these  100  patients  were  divided  into 
a group  of  68  active  and  32  inactive  cases. 
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TABLE  I:  GENERAL  STATISTICS 


Active 

Inactive 

Total 

Number  of  patients 

68 

32 

100 

Average  age  (years) 

41.0 

40.0 

40.9 

Average  duration  of  illness  (years) 

13.9 

14.7 

14.1 

Total  attendance  DTC,  first  yr.  (days) 

5,066 

147 

5,753 

Yearly  average  per  patient  (days) 

82.5 

4.6 

57.5 

Total  attendance  DTC,  2nd.  yr.  (days) 

4,999 

6 

5,005 

Yearly  average  per  patient  (days) 

73.4 

0.2 

50.5 

The  active  cases  were  those  that  have  re- 
mained active  in  the  Center  for  2 years  after 
being  referred  there,  although  at  times  they 
had  been  absent  due  to  hospitalization  or 
other  reasons.  The  inactive  cases  were  those 
that  voluntarily  stopped  coming  to  the  Cen- 
ter after  a few  visits.  Our  policy  has  been 
that  if  a patient  remained  absent  from  the 
Center  for  a month,  unless  he  was  hospital- 
ized, we  would  get  in  contact  with  him  and 
try  to  influence  him  to  return.  If  hospitalized 
he  would  be  visited  in  the  hospital  and  in- 
formed that  we  were  waiting  for  his  return 


as  soon  as  he  was  discharged.  These  32  inac- 
tive patients  are  those  who  refused  to  re- 
turn to  the  Center  but  continued  going  to 
the  Mental  Hygiene  Clinic  for  therapy  and 
medication. 

In  comparing  these  two  groups,  we  find 
that  the  average  age  of  the  active  patient  is 
41,  his  average  duration  of  illness  is  13.9 
years,  the  total  number  of  attendance  for  the 
first  year  was  5,606  or  an  average  of  82.5 
visits  per  patient;  for  the  second  year  the 
total  was  4,999  or  an  average  of  73.4  visits 
per  patient  (Table  II). 


TABLE  II:  TOTAL  HOSPITALIZATIONS* 


Year  DTC 

Prior 

DTC 

100  patients 

2 yrs. 

1 yr. 

1st. 

2nd 

6,440 

6,787 

2,762 

2,820 

Yearly  average 

64.4 

67.8 

27.6 

28.2 

68  active  patients 

7,733 

4,882 

1,240 

1,093 

Yearly  average 

69.7 

71.8 

18.2 

16.1 

32  inactive  patients 

1,707 

1,905 

1,522 

1,727 

Yearly  average 

53.3 

59.5 

47.6 

53.9 
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On  the  other  hand,  our  inactive  patients 
had  an  average  age  of  40  with  the  average 
duration  of  illness  being  14.7  years.  This 
group  made  only  147  visits  to  the  Center, 
with  an  average  per  patient  of  4.6  during 
the  first  year  and  a total  of  6 visits  or  an 
average  of  0.2  visits  per  patient  during  the 
second  year. 

A study  was  then  made  of  the  number 
of  days  of  hospitalization  during  a four-year 
period,  2 years  prior  to  entering  the  Center 
and  the  first  2 years  in  the  Center.  The  re- 
sults showed  that  the  100  patients  spent 
6,440  days  in  the  hospital  2 years  prior  to 
the  Center;  6,787  days  one  year  prior  to  the 
Center  and  2,762  days  during  the  first  year 
of  the  Center  and  2,820  days  during  the  sec- 
ond year  of  the  Center.  The  corresponding 
averages  per  patient  was  64.4,  67.8,  27.6  and 
28.2  days  per  year. 

When  we  make  a comparison  of  the  ac- 
tive and  inactive  patients  we  find  that  the 
68  active  patients  spent  4,733  days  in  the 
hospital  2 years  prior  to  the  Center,  4,882 
days  one  year  prior  to  the  Center,  1,240  days 
during  the  first  year  of  the  Center,  and 
1,093  days  during  the  second  year  of  the 
Center.  The  corresponding  averages  per  pa- 
tient were  69.7,  71.8,  18.2  and  16.1  days  per 
year.  On  the  other  hand,  the  32  inactive 
patients  spent  1,707  days  in  the  hospital  2 
years  prior  to  the  Center,  1,905  days  one 
year  prior  to  the  Center,  1,522  days  during 
first  year  of  the  Center,  and  1,727  days  during 
the  second  year  of  the  Center.  The  corre- 
sponding averages  for  patients  were  53.3, 
59.5,  47.6,  and  53.9  days  per  year. 

The  above  results  show  that  the  yearly 
average  days  of  hospitalization  in  our  active 


patients  dropped  from  70.7  days  per  year 
for  the  two  years  prior  to  the  Center  to  17.1 
days  per  year  during  their  2 years  in  the 
Center.  On  the  other  hand,  our  inactive 
patients,  whom  we  may  call  our  controls, 
showed  practically  no  change,  the  figures 
being  51.4  and  50.7  respectively. 

In  conclusion,  a description  has  been  pres- 
ented for  the  VA  Day  Treatment  Center  in 
San  Juan,  Puerto  Rico,  and  the  results  of 
this  type  of  therapy  on  a group  of  100% 
disabled  veterans,  having  a psychiatrict  diag- 
nosis. 

Summary 

The  organizational  and  functional  pat- 
terns of  a day-treatment  center  for  psychia- 
tric patients  is  described.  The  possible  rela- 
tion of  attendance  to  the  center’s  activities 
to  duration  of  hospitalization  during  a two- 
year  period  was  studied.  Steady  attendance 
to  the  day  center  was  found  to  be  associa- 
ted with  shorter  periods  of  hospitalization 
than  was  poor  attendance.  There  was  a 
significant  decrease  in  total  hospital  stay  for 
the  good-attendance  group  as  compared  to 
the  period  prior  to  the  establishment  of 
the  day  center. 

Resumen 

Se  describe  la  organización  y funciona- 
miento de  un  centro  para  el  tratamiento  diur- 
no de  pacientes  siquátricos.  Se  estudió  la 
relación  entre  participación  en  las  activida- 
des del  centro  y duración  de  hospitaliza- 
ción durante  un  período  de  dos  años.  Se 
encontró  una  baja  en  la  duración  de  los 
períodos  de  hospitalización  en  aquellos  pa- 
cientes cuya  asistencia  al  centro  fue  regular. 


THOUGHTS  ABOUT 
“EMERGENCIES”  IN  PSYCHIATRY 


A.  J.  Esquibel,  M.  D. 


Dr.  Gregory  Zilboorg  in  his  book  “A  His- 
tory of  Medical  Psychology”  (1)  describes 
two  great  revolutions  in  psychiatry.  In  the 
first,  the  French  psychiatrist  Philippe  Pinel 
humanizes  psychiatry  by  removing  the  chains 
and  treating  mental  patients  as  worthwhile 
human  beings.  The  second  revolution  started 
when  Sigmund  Freud  introduced  psychoana- 
lysis, giving  birth  to  the  new  era  of  psycho- 
dynamic psychiatry.  Today  we  are  witnessing 
the  unfolding  of  a third  revolution  in  which 
we  can  see  the  maturation  of  dynamic  psy- 
chiatry, the  development  of  new  psycho-ac- 
tive drugs,  the  implementation  of  commun- 
ity psychiatric  centers  and  increasing  coopera- 
tion between  the  general  practice  of  medicine, 
psychiatry  and  the  behavioral  sciences.  In 
our  present  revolution  there  is  a strong  move- 
ment towards  a much  needed  review  of  tra- 
ditional psychiatric  concepts  and  methods  of 
work.  Hospital  organization  and  structure 
are  being  revised,  remodeled  and  reorganized. 
The  old  state  custodial  hospital  tends  to  disap- 
pear. Psychiatric  services  are  being  incor- 
porated into  general  hospitals.  Community 
mental  health  centers  are  sprouting  all  over 
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the  nation.  New  drugs,  group  therapy,  varia- 
tions of  individual  therapy  have  been  con- 
ceived and  experimented  on.  These  things 
promote  new,  sound,  therapeutic  approaches 
as  well  as  a better  mental  health  of  the  popu- 
lation in  general. 

Despite  the  new  inroads  in  the  field  of 
treatment,  mental  health  still  has  a great 
number  of  unexplored  territories.  Emergency 
care  is  a large,  unknown  area  that  deserves  a 
great  deal  of  thought,  investigation,  study 
and  particularly  the  development  of  new  con- 
cepts. Psychiatric  emergencies  have  not  yet 
been  well  defined,  and  we  do  not  have  a 
clear  broad  concept  of  what  constitutes  an 
emergency  situation  in  mental  health. 

General  medicine  considers  a situation  as 
an  emergency  when  the  patient’s  life  is  in 
immediate  danger,  or  when  the  patient  is  in 
danger  of  acquiring  a permanent  handicap 
if  not  attended  to  immediately.  An  acute 
pulmonary  edema  is  an  emergency  because  if 
not  treated  immediately,  the  patient  will  die. 
A fractured  femur  is  an  acute  emergency  be- 
cause if  the  patient  is  not  treated  promptly 
he  may  acquire  a permanent  walking  disabil- 
ity. The  primary  focus  of  concern  and  atten- 
tion is  the  patient’s  well  being  and/or  pre- 
servation of  the  patient’s  life. 

It  seems  to  me  that  we  do  not  always  as- 
sume an  equivalent  conceptual  position  when 
treating  emotional  disorders;  and,  in  many 
instances,  we  are  not  primarily  interested  in 
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the  patient’s  well  being  for  our  primary  con- 
cern is  shifted  from  the  patient  to  focus  on 
other  individuals.  As  an  example,  let  us  con- 
sider a paranoid  patient.  He  is  very  often  ar- 
I rested  and  jailed,  not  because  of  primary  con- 
cern for  his  well  being  but  rather  because 
he  is  threatening  to  other  people,  his  relatives, 
and  the  community  in  general.  The  treatment 
that  he  receives  is  designed  to  protect  the 
community  from  him  rather  than  to  correct 
his  difficulties.  This  presents  a marked  con- 
trast to  the  situation  of  a patient  who  has 
pulmonary  edema  or  a fractured  femur.  A 
patient  that  is  paranoid  and  is  jailed  is  by 
no  means  receiving  treatment  for  his  paranoia. 
Rather  than  assuming  that  he  is  being  treated 
we  should  see  the  crude  fact  that  his  illness 
is  being  tremendously  aggravated  by  the  so- 
called  treatment  given  to  him. 

Not  only  do  we  at  times  mistreat  well 
recognized  acute  emotional  emergencies;  but, 
on  occasion,  we  even  fail  to  recognize  them. 

A child  presenting  a school  phobia  should 
be  considered  an  emergency  since  she  is 
having  an  acute  emotional  disorder,  that  is, 
an  acute  anxiety  attack.  She  needs  prompt 
treatment  not  only  to  alleviate  her  suffering, 
but  also  because,  lacking  treatment  she  may 
develop  a chronic  anxiety  state,  which  con- 
stitutes a permanent  emotional  handicap, 
comparable  to  the  walking  disability  that  may 
develop  from  an  untreated  femur  fracture. 
Nevertheless  school  phobia  quite  often  is 
overlooked  entirely  and  is  not  considered  a 
psychiatric  emergency.  It  seems  to  me  that 
what  accounts  for  the  immediate  recognition 
of  a medical  emergency  is  the  fact  that  the 
symptoms  are  obvious  and  the  handicap  is 
immediate,  whereas  in  a psychiatric  emer- 
gency the  symptoms  are  obvious  only  to  the 
experienced  eye  and  the  handicap  develops 
in  a rather  insidious  and  slow  manner.  It  is 


much  easier  to  recognize  the  fractured  femur 
patient’s  inability  to  walk  than  the  anxiety 
of  a school  phobic  child. 

Since  we  are  interested  in  understanding 
and  treating  acute  psychiatric  emergencies, 
the  first  logical  step  is  to  identify  them.  In 
examining  several  emergency  situations  in 
the  field  of  mental  health,  I came  to  divide 
them  into  four  main  groups: 

1.  Clear  cut,  traditional  psychiatric  emer- 
gencies in  which  the  symptomatology  is  mark- 
ed; and  the  patient  is  recognized,  by  most 
people,  as  an  acute  psychiatric  emergency. 
For  example:  an  acute  psychotic  episode, 
severe  depression,  delirium  tremens,  etc. 

2.  The  emotional  aspect  of  a primarily 
medical  situation  with  a secondary  emotional 
component.  As  an  example  we  may  cite  de- 
pression in  some  cases  of  acute  cardiac  dis- 
ease or  the  emotional  reaction  presented  by 
a patient  who  suffers  a severe  car  accident 
or  the  emotional  component  of  a patient  suf- 
fering from  extensive  burns. 

3.  Acute  psychiatric  emergencies  that 
manifest  themselves  as  if  they  were  acute 
medical  emergencies.  A number  of  acute  ab- 
dominal pains,  gastrointestinal  disorders,  and 
skin  reactions  are  undoubtedly  physiological 
expressions  of  acute  emotional  stress. 

4.  Acute  adjustment  crisis,  produced  by 
conflict  between  the  individual  and  the  en- 
vironment in  which  the  individual  attempts 
to  harmonize  his  feelings,  needs,  and  inade- 
quacies with  the  demands  of  society  and  the 
demands  involved  in  establishing  meaningful 
relationships  with  other  individuals  and  with- 
in new  groups. 

These  are  episodes  that  at  the  present  are 
not  usually  recognized  as  psychiatric  emer- 
gencies, although,  after  a careful  investiga- 
tion, we  find  them  to  be  very  important  acute 
emotional  crises.  This  fourth  group  will  be 
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the  focus  of  our  attention  in  the  present 
paper. 

Let’s  look  at  some  examples  of  such  si- 
tuations : 

An  adolescent  girl,  starting  college  away 
from  home,  may  face  a great  number  of 
adaptational  problems  resulting  from  being 
given  a higher  degree  of  independence,  may 
face  conflicts  resulting  from  being  exposed 
to  new  ideas  and  situations,  unknown  to 
her  until  entering  college.  Her  active  mind 
may  become  more  inquisitive  and  she  may 
question  the  validity  of  her  religious  inher- 
itance. She  may  be  frequently  confronted 
with  the  need  to  test  the  adequacy  of  her 
attitudes  towards  sex,  and  new  political,  moral 
and  philosophical  ideas  are  presented  for 
her  judgement;  and  she  will  have  to  decide 
w'hich  ones  to  accept  or  reject.  While  all 
these  problems  are  fermenting  in  her  mind, 
she  may  be  suffering  from  the  anxiety  prod- 
uced by  separation  from  family  and  the  fa- 
miliar surroundings  where  she  grew  up.  She 
may  have  practical  problems  of  scheduling 
time  properly  and  efficiently,  she  may  be  in 
charge  of  her  own  budget,  she  may  have  to 
learn  new  methods  of  studying;  and  it  is  now 
up  to  her  to  find  proper  male  and  female 
companionship. 

The  picture  described  and  the  girl’s  reac- 
tion to  it  constitute  an  emotional  crisis. 

Some  adolescents  have,  within  themselves, 
sufficient  resources  to  overcome  this  emotion- 
al crisis  successfully.  Others  will  succumb  if 
not  given  proper  assistance.  The  ones  that 
are  not  able  to  cope  with  the  crisis  may  ex- 
press their  anxieties  and  maladjustments  in 
various  manners.  One  girl  may  find  escape 
in  drinking  and  joining  wild  crowds.  Another 
may  become  a poor  student  even  though  she 
was  an  excellent  one  in  high  school.  Another 
girl  may  express  her  pathological  needs  for 
close  relationships  by  becoming  sexually  pro- 


miscuous. Another  one  may  become  hypo- 
chondriacal, presenting  a multitude  of  soma- 
tic complaints.  These  girls  are  going  through 
an  emotional  crisis,  and,  I think  we  should 
consider  all  of  them  as  psychiatric  emergen- 
cies, and  treat  them  as  such. 

Another  possible  example  of  an  unrecog- 
nized psychiatric  emergency  is  the  young  man 
discharged  from  the  military  service  and  in- 
capable of  finding  adequate  employment. 
Jobs  may  be  available  but  his  emotional 
status  is  such  that  he  is  not  capable  of  select- 
ing an  adequate  job  for  himself.  Nor  is  he 
capable  of  performing  to  the  satisfaction  of 
employers.  He  has  no  particular  skill  and 
is  not  realistic  enough  to  recognize  the  need 
to  learn  a skill.  Quite  often  he  enlisted  in  the 
service  in  order  to  avoid  facing  an  emotional 
crisis.  During  the  time  he  was  in  the  service 
he  was  at  a standstill,  but,  upon  discharge,  he 
was  again  facing  a crisis,  now  however,  it  is 
even  more  severe  because  he  is  older  and 
society  expects  more  from  him. 

As  we  indicated  in  the  case  of  the  college 
girl,  the  young  man  too  may  express  his  emo- 
tional distress  in  various  manners  that  are 
not  ordinarily  recognized  as  psychiatric  emer- 
gencies. He  may  start  drinking  excessively, 
he  may  get  involved  in  anti-social  acts,  or, 
even  worse,  he  may  try  to  find  comfort  in 
the  use  of  narcotics  or  may  become  a hypo- 
chondriac. To  me,  these  young  men  should 
also  be  considered  as  psychiatric  emergencies 
and  treated  as  such. 

Another  example  of  what  possibly  could 
be  considered  as  a psychiatric  emergency  is 
the  following  situation,  quite  frequent  today: 
a young  girl,  married,  is  working  to  support 
the  family  while  her  husband  finishes  his 
studies.  The  family’s  whole  future  depends, 
to  a great  extent,  on  her  ability  to  w'ork  and 
support  the  family  until  husband  finishes 
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school.  By  miscalculation  it  happens  that  she 
becomes  pregnant  and  will  not  be  able  to  con- 
tinue working.  She  will  have  to  cease  being 
the  family’s  provider  and  the  husband's 
schooling  plans  are  shattered.  The  young 
man,  who  had  definite,  ambitious  plans  for 
his  future  now  sees  his  whole  career  being 
shattered  by  his  wife’s  miscalculation  and 
consequent  pregnancy.  Here  again  we  have 
an  emotional  crisis  now  involving  two  people. 
The  outcome  of  this  crisis  is  of  great  im- 
portance since  it  involves  the  life  of  the  couple 
and  of  the  future  child.  Not  only  the  future 
professional  career  of  the  young  man  but  his 
relationship  with  his  wife,  his  relationship 
with  the  newborn  baby,  and  the  mother’s 
relationship  with  the  baby  and  the  husband 
are  involved.  The  couple  may  be  capable  of 
handling  this  crisis  in  a very  satisfactory 
manner;  but,  if  they  are  not  capable  of  solv- 
ing the  crisis  by  themselves,  it  should  be 
considered  a psychiatric  emergency.  Again 
it  is  important  to  realize  that  they  may  man- 
ifest their  emotional  distress  in  a variety  of 
fashions  as  we  saw  in  the  case  of  the  college 
girl  or  in  the  case  of  the  young  unemployed 
man.  The  important  thing  is  to  recognize 
the  psychiatric  emergency  if  that  is  the  case. 

In  the  three  examples  cited  there  is  a 
definite  risk  of  being  plagued  by  emotional 
disorders  for  the  rest  of  their  lives.  Emotional 
disorders  are  very  handicapping.  And,  there- 
fore, if  we  use  one  of  the  criterions  accepted 
for  determining  medical  emergencies  (that 
is,  the  risk  of  acquiring  a permanent  handi- 
cap), we  should  consider  these  cases  as  psy- 
chiatric emergencies;  and  they  should  receive 
immediate  attention.  Nevertheless,  they  are 
very  seldom  treated  as  emergency  cases.  They 
will  be  treated  as  such  only  if  they  present 
overt,  severe  symptoms  of  mental  illness.  The 
college  girl,  if  she  receives  bad  grades  in 
school,  if  she  starts  dating  undesirable  char- 


acters, if  she  skips  classes,  etc.  will  be  con- 
sidered a “bad  girl”  and  will  be  withdrawn 
from  college.  From  there  on  she  may  start 
a career  of  misfortune;  and,  quite  possibly, 
a few  years  later  she  will  present  some  overt 
psychiatric  disorder  like  a psychosis  or  a de- 
pression. Then  she  will  be  considered  a psy- 
chiatric emergency.  Too  late.  Precious  time 
was  lost. 

The  young  man  who  was  not  capable 
of  finding  adequate  employment  may  end  up 
in  skid  row,  become  a bum  or  a criminal,  or 
simply  a chronically  maladjusted  individual 
and  eventually  may  become  very  depressed 
and  attempt  to  commit  suicide.  Then  he 
will  be  considered  a psychiatric  emergency. 
Too  late.  Precious  time  was  lost;  nothing 
was  done  earlier  when  his  symptomathology 
was  not  flourishing,  and  he  was  not  severely 
handicapped  emotionally. 

The  young  couple  were  not  attended  to 
when  they  were  facing  the  acute  emotional 
crisis.  Years  later  the  wife  is  seen  in  the 
emergency  room  being  treated  for  the  lacer- 
ations received  from  her  drunken  husband 
who  was  enraged  by  her  flirtations  with  a 
neighbor.  Now  they  are  seen  in  emergency 
psychiatric  consultation  and  most  likely  the 
child  is  in  a child  guidance  clinic.  Quite  late. 
The  couple  has  a crystallized  and  rigid  pat- 
tern of  mal-adjustment;  and  the  young  child 
has  a bad  start  in  life. 

Gentlemen,  I am  not  overdramatizing  this 
situation.  This  is  not  romance,  but  crude 
reality.  In  our  everyday  practice  of  psychiatry 
we  see  untreated  emotional  crisis  in  almost 
every  patient’s  history.  We  see  the  beginning 
of  their  psychiatric  disorders  dating  back, 
sometimes  years  back,  to  an  acute  emotional 
crisis  that  was  not  recognized  as  an  emer- 
gency. And,  since  then,  increasing  anxiety 
and  compounding  maladjustment  have  oc- 
cured  until  finally  the  patient  reaches  the 
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breaking  point  and  succumbs,  engulfed  in 
an  acute  mental  disorder. 

Today  what  we  usually  consider  as  a 
psychiatric  emergency  (an  acute  paranoid 
episode,  for  example)  is  by  no  means  the 
acute  beginning  of  a psychiatric  illness.  It  is 
rather  an  advanced  state  of  mental  disorder. 
No  mental  illness  starts  its  development  by 
an  acute  paranoid  episode.  When  a person 
reaches  a point  in  which  he  has  to  resort 
to  an  acute  psychotic  episode  in  order  to  be 
able  to  cope  with  the  intra-psychic  conflicts 
or  inter-personal  crisis,  he  has  been  involved 
in  a mental  illness  for  quite  some  time.  Most 
likely  that  person  had  an  emotional  crisis  in 
the  past,  was  unable  to  resolve  it  properly, 
and  then  started  in  a career  of  mental  illness, 
that  finally  erupts  in  an  acute  psychiatric 
episode.  The  ideal  moment  for  therapeutic 
intervention  was  the  early  emotional  crisis  as 
I described  in  the  case  of  the  college  girl, 
the  young  unemployed  man,  and  the  young 
couple. 

It  is  the  general  concensus  of  opinion  that 
the  incidence  of  mental  disorders  is  increas- 
ing. Bio-statistical  reports  are  unanimous  in 
indicating  that  we  have  today  more  cases  of 
mental  disorders  than  in  the  past.  There  are 
many  reasons  for  that  increase.  Among  them 
is  the  fact  that  life  today  is  more  complex, 
more  difficult,  demanding  better  ability  to 
perform  from  our  mental  apparatus,  while, 
at  the  same  time,  our  present  social  structure 
is  less  protective  of  its  members. 

The  social  structure  in  which  we  live  to- 
day does  not  permit  or  does  not  foster  the 
development  of  natural  sources  of  help  as 
they  existed  in  past  decades.  The  high  de- 
gree of  social  and  geographical  mobility,  the 
impersonality  of  urban  life,  the  loose  family 
ties,  the  uecreasing  influence  of  religion  and 
of  the  clergyman,  and  the  vanishing  sup- 


portive, traditional  figure  of  the  family  phy- 
sician — all  these  elements  have  collaborated 
to  eliminate  the  traditional  sources  of  help 
once  available  in  moments  of  crisis.  The  un- 
cle or  aunt,  the  godfather,  the  parish  priest, 
the  family  physician,  the  high  school  teacher, 
etc.  are  no  longer  available  as  natural  sources 
of  help  in  pronounced  contrast  with  the  sit- 
uation of  some  years  ago. 

Society  has  changed  and  has  eliminated 
those  figures  as  a source  of  assistance  in  mo- 
ments of  crisis.  The  same  society  has  to  rec- 
ognize this  fact  and  create  new  sources  of 
assistance. 

Educational  institutions,  social  agencies, 
military  service,  industry,  business,  etc.,  they 
all  need  to  recognize  and  adopt  the  concept 
of  emotional  crisis  and  create  services  where 
their  personnel  can  be  treated  in  moments  of 
crisis. 

It  is  important  that  society  recognize  an 
emotional  crisis,  with  its  paucity  of  symptoms, 
as  an  emergency  situation  without  waiting 
for  the  dramatic  psychotic  symptoms  before 
caring  for  its  members. 

I don’t  believe  we  need  new  types  of  serv- 
ices or  professions  in  order  to  care  for  the 
individuals  involved  in  an  emotional  crisis  but 
that  we  need  to  learn  how  to  properly  utilize 
the  existing  caretaking  professionals.  What 
we  need  is  to  introduce  and  disseminate  the 
new  concepts  of  emotional  crisis  among  these 
existing  professionals. 

Let’s  look  at  the  college  girl  when  she  was 
having  an  emotional  crisis.  In  the  college 
dormitory  there  is  a house  mother;  in  the 
college  chapel  there  is  a chaplain;  in  the 
informary  there  is  a physician  and  a nurse; 
and  there  is  a curriculum  advisor  that  periodi- 
cally should  be  in  contact  with  her.  All  of 
them,  if  properly  trained,  should  be  able  to 
recognize  an  emotional  crisis.  The  house 
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mother  should  be  alert  to  observe  her  charges. 
She  should  pay  particular  attention  to  the 
girl  that  is  not  able  to  concentrate  on  her 
studies,  to  the  girl  that  daydreams,  to  the 
girl  that  dates  excessively  or  does  not  date 
at  all;  and  to  the  many  other  signs  and  in- 
dications of  emotional  crisis.  The  personnel 
manager  in  the  industry  should  be  alerted  to 
the  employee  that  is  frequently  missing  work; 
to  the  employee  that  is  not  producing  up  to 
his  capacity;  to  the  accident  prone  employee, 
etc.  The  physician  in  his  practice,  the  ser- 
geant in  the  Army  and  the  social  worker  in 
the  employment  agency,  they  all  should  be 
able  to  recognize  the  signs  of  emotional  crisis. 
The  physician  and  the  nurse  in  the  school 
infirmary  should  be  quite  alert  to  the  re- 
current headaches,  to  upset  stomachs  that 
repeat  themselves  quite  frequently,  to  the 
unexplainable  dysmenorrhea,  to  the  excessive 
episodes  of  “virus,”  which  are  all  possible 
somatic  manifestations  of  emotional  crisis. 

But  the  problem  is  not  only  to  recognize- 
an  emotional  crisis.  The  real  issue  is  to  recog- 
nize them  as  true  emergencies;  since,  from  an 
emotional  crisis,  we  have  the  beginning  of  a 
serious  mental  disorder. 

After  recognition  of  an  emotional  crisis, 
there  comes  the  problem  of  what  assistance 
to  give  to  the  person.  The  above  mentioned 
professionals,  using  their  own  skills,  will  be 
able,  if  willing,  to  assist  a large  number  of  in- 
dividuals. If  they  are  facing  a more  difficult 
case,  they  should  resort  to  consultation  with 
a more  experienced  colleague  or  with  a dif- 
ferent professional  such  as  a psychologist  or 
a psychiatrist.  Consultation  is  a process  by 
which  a professional  discusses  with  another 
professional  the  problems  he  is  having  in 
dealing  with  a particularly  difficult  case.  For 
example,  the  house  mother  having  a problem 
girl  could  consult  the  college  psychologist  or 


psychiatrist  in  order  to  better  prepare  herself 
to  assist  the  student.  The  obstetrician  that  is 
having  a patient  with  an  emotional  crisis 
could  consult  a psychiatrist  in  order  to  be 
able  to  understand  the  dynamics  of  his  pa- 
tient and  consequently  be  in  a better  position 
to  assist  her. 

Summary  and  Conclusions 

Mental  health  has  advanced  greatly  dur- 
ing the  last  decade.  Nevertheless  there  are 
still  many  unexplored  areas  and  the  whole 
field  of  emergencies  in  mental  health  remains 
almost  virgin,  territory.  I divided  psychiatric 
emergencies  in  four  groups. 

1.  Well  recognized  psychiatric  emergen- 
cies. 

2.  Emotional  component  of  primarily 
physical  illnesses. 

3.  Psychiatric  emergencies  that  manifest 
themselves  by  physical  symptoms. 

4.  Emotional  crises  that  traditionally  are 
not  considered  as  psychiatric  emergencies. 

The  present  paper  deals  with  the  concept 
that  emotional  crisis  should  be  considered 
as  a psychiatric  emergency. 

An  untreated  emotional  crisis,  if  not  prop- 
erly dealt  with,  may  result  in  a permanent 
handicap  and  therefore  should  be  considered 
as  an  emergency  situation,  equivalent  to 
some  medical  emergencies.  Changes  in  social 
structure  during  the  last  decade  have  in- 
creased the  incidence  of  emotional  crises  and 
of  resulting  mental  illnesses.  Society  now  has 
to  develop  means  to  assist  people  in  emotion- 
al crisis.  Existing  social  institutions,  already 
have  resources  which,  if  properly  utilized, 
could  be  of  great  assistance  to  a large  num- 
ber of  individuals  during  periods  of  emotional 
crisis,  thus  preventing  the  development  of 
mental  disorders. 
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Resumen 

Hemos  tenido  grandes  avances  en  salud 
mental  durante  la  última  década.  Hay,  sin 
embargo,  mucho  terreno  aún  por  explorar  a 
fondo,  ejemplo  del  cual  tenemos  en  el  campo 
de  las  emergencias  psiquiátricas.  Para  noso- 
tros, éstas  se  pueden  dividir  en  cuatro  grupos. 

1.  Las  emergencias  psiquiátricas  bien  cono- 
cidas. 

2.  El  componente  emocional  en  una  en- 
fermedad principalmente  somática. 

3.  Las  emergencias  psiquiátricas  que  se 
manifiestan  con  síntomas  somáticos. 

4.  Las  crisis  emocionales  que  tradicional- 
mente no  se  consideran  emergencias 
psiquiátricas. 

En  este  trabajo  desarrollamos  el  concepto 
de  que  la  crisis  emocional  debe  ser  considera- 
da emergencia  psiquiátrica. 

Al  igual  que  otras  emergencias  médicas, 


la  crisis  emocional,  de  no  ser  tratada  ade- 
cuadamente en  el  preciso  momento  que  sur- 
ge, puede  producir  daño  de  carácter  perma- 
nente. Los  cambios  en  la  estructura  social 
de  los  últimos  tiempos  han  sido  responsables 
del  aumento  en  la  incidencia  de  casos  de  cri- 
sis emocional  y de  enfermedad  mental  resul- 
tante. La  sociedad  debe  ahora  desarrollar  los 
medios  necesarios  para  ayudar  estos  casos. 
Muchas  instituciones  activas  en  la  sociedad 
hoy  día  cuentan  con  suficientes  recursos  para 
servir  de  ayuda  a personas  que,  sufriendo  de 
crisis  emocionales,  han  de  desarrollar  desór- 
denes mentales  permanentes,  de  no  ser  éstos 
prevenidos. 
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EDITORIAL 

RESPONSABILIDAD  DEL  MEDICO  ANTE  EL  ALCOHOLISMO 

Desde  tiempo  inmemorial  el  hombre  ha  usado  diferentes  drogas  para 
'aturdir  sus  sentidos  y aplacar  su  conciencia  del  dolor  y así  producir  la  ilusión 
I de  placer.  El  alcohol  ha  sido  sin  lugar  a dudas  la  más  popular  de  estas  subs- 
tancias. Clasificar  el  alcohol  simplemente  como  una  droga  de  escape  es,  sin  em- 
bargo, expresar  sólo  una  fase  de  sus  usos  psicológicos.  La  asociación  del  alcohol 
con  la  alegría,  la  celebración  y la  ceremonia  es  posiblemente  el  más  importan- 
te ejemplo  de  su  utilidad  social. 

El  poderoso  efecto  del  alcohol  sobre  la  función  del  sistema  nervioso  es 
responsable  de  su  extenso  uso  y abuso.  Aunque  superficialmente  parezca  lo  con- 
trario, su  efecto  es  el  de  un  sedante  del  sistema  nervioso  central  que  afecta  es- 
pecialmente aquellas  funciones  que  dependen  de  la  experiencia  o entrenamien- 
to anterior  que  son  por  lo  general  las  conducentes  al  dominio  sobre  uno  mis- 
mo. Usado  con  moderación  no  produce  daño  permanente  alguno.  Debido  a su 
fácil  metabolismo  se  puede  tomar  en  grandes  dosis  con  impunidad.  Sin  em- 
bargo, a pesar  de  su  relativa  baja  toxicidad,  ningún  otro  agente  químico  oca- 
siona tantas  muertes  ni  causa  o intensifica  tantas  otras  enfermedades  físicas  y 
mentales  como  el  alcohol  en  sus  varias  formas.  Aunque  la  participación  etio- 
lógica  del  alcohol  no  es  siempre  una  de  toxicidad  tisular  directa,  se  asocia  el  al- 
coholismo con  la  cirrosis,  la  pancreatitis,  las  úlceras  gastr oduodenales,  el  car- 
cinoma del  esófago,  la  gastritis,  neuritis,  psicosis,  la  car diomiop atía,  etc. 

Tan  o más  importantes  que  sus  efectos  orgánicos  son  los  aspectos  psicoló- 
gicos y sociales  de  la  adicción  al  alcohol.  Aunque  durante  los  primeros  años  el 
alcohólico  a menudo  usa  la  bebida  como  medio  de  alivio  al  dolor  psíquico 
asociado  con  sentimientos  de  inseguridad  y de  insuficiencia,  según  se  establece 
el  estado  patológico,  pasa  a ser  una  forma  de  vida  que  afecta  al  individuo  en 
todas  sus  funciones  sociales.  Es  el  alcoholismo  factor  importante  en  el  dete- 
rioro de  las  relaciones  familiares , en  el  desempleo,  el  crimen,  el  suicidio  y los 
accidentes  automovilísticos.  En  muchos  casos,  la  pérdida  progresiva  de  sus  con- 
tactos sociales  convierte  al  alcohólico  en  un  paria. 
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No  existe  a esta  fecha  unanimidad  en  cuanto  a cuál  es  el  más  efectivo 
método  de  tratamiento  para  esta  condición,  ni  siquiera  en  cuanto  a sobre  quién 
debe  recaer  la  mayor  parte  de  esta  responsabilidad.  No  siempre  ha  sabido  la 
profesión  médica  aceptar  su  obligación,  dando  así  lugar  a que  otros  grupos  pro- 
fesionales o aficionados  la  asuman.  No  hay  sitio  en  la  terapia  moderna  del  al- 
coholismo para  un  enfoque  moralista  o legalista  que  clasifica  a éste  como  una 
persona  “ sin  voluntad”,  pecadora  o delincuente.  En  un  reciente  simposio  so- 
bre este  problema,  Krystal  (1)  enfatiza  que  aunque  el  problema  del  alcohóli- 
co es  básicamente  uno  emocional,  su  naturaleza  no  es  necesariamente  sencilla  o 
uniforme.  Sólo  en  la  forma  de  resolver  sus  conflictos  — mediante  automedica- 
ción,  — son  iguales  los  alcohólicos.  Enfatiza  él  pues,  la  necesidad  de  la  psico- 
terapia individual.  Aunque  el  consumo  excesivo  del  alcohol  sea  sólo  uno  de  va- 
rios disturbios  emocionales  en  el  alcohólico,  su  comportamiento  más  destructivo 
ocurre  durante  la  intoxicación.  Por  esta  razón  Shea  (2)  recomienda  el  ataque 
directo  y obsesivo  contra  el  hábito  del  alcohol  en  sí,  dejando  a un  lado  la  re- 
solución de  los  conflictos  neuróticos  individuales.  Debe,  en  su  opinión  el  psiquia- 
tra llevar  el  liderato  en  un  ataque  multidisciplinario  en  que  se  usen  todas  las 
técnicas  aplicables  de  psicoterapia,  farmacoterapia,  manipulación  ambiental  y 
rehabilitación  física  y social.  Consideraciones  de  carácter  práctico  obligan  a 
usar  todos  los  medios  a nuestro  alcance.  Bajo  condiciones  ideales  es  posible  con- 
seguir el  arresto  de  esta  condición,  es  decir,  la  abstinencia,  en  una  alta  pro- 
porción de  los  sujetos. 

Muchos  alcohólicos  se  esconden  bajo  el  manto  protector  de  su  familia.  Da- 
da su  posición  privilegiada  de  confidente,  el  médico  de  la  familia  está  en  la 
mejor  posición  de  descubrir  en  su  etapa  temprana  al  individuo  en  quien  el  uso 
del  alcohol  ha  de  llevarlo  a choques  con  la  sociedad.  Como  en  muchas  otras 
condiciones  patológicas,  un  diagnóstico  temprano  está  asociado  con  un  mejor 
pronóstico.  Puede  también  el  médico  de  la  familia  participar  en  todas  las  eta- 
pas de  la  terapia  y en  particular  en  la  orientación  de  la  familia  en  el  manejo 
del  enfermo. 

Reconociendo  la  importancia  de  este  problema  en  nuestro  medio,  reciente- 
mente el  Departamento  de  Salud  ha  establecido  una  primera  unidad  para  su 
tratamiento  intensivo.  Durante  su  última  Asamblea  Anual,  la  Asociación  Mé- 
dica ausipició  un  simposio  sobre  los  diversos  aspectos  del  alcoholismo.  En  el 
número  de  noviembre  del  Boletín,  el  Dr.  Fernando  ] Cabrera  (3)  describe  la 
magnitud  del  problema  del  alcoholismo  en  Puerto  Rico.  Es  imperativo  que  to- 
dos los  médicos  aceptemos  estas  iniciativas  y asumamos  nuestra  responsabilidad 
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en  el  manejo  de  este  importante  problema  médico-social.  Esta  incluye  no  sólo 
los  aspectos  de  diagnósticos  y tratamiento,  sino  la  educación  de  la  comunidad 


dirigida  a crear  mejores  facilidades  de 
a la  rehabilitación. 
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ACTUALIDADES  MEDICAS 

Levoprome  ( Methotrimeprazine ) 

A potent,  non-narcotic  analgesic  whose 
pain-relieving  effects  in  man  are  comparable 
to  morphine  has  been  marketed  by  Lederle 
Laboratories,  a Division  of  American  Cyana- 
mid  Company. 

Levoprome  methotrimeprazine  is  a pre- 
scription product  whose  effectiveness  has 
been  established  through  extensive  laborat- 
ory and  clinical  research  conducted  by  Le- 
derle. It  will  be  marketed  under  the  Levo- 
prome trademark. 

Levoprome  has  shown  its  effectiveness  in 
the  relief  of  persistent  pain  associated  with 
such  chronic  diseases  as  arthritis  and  can- 
cer; also  as  an  obstetrical  analgesia  and  for 
pre-and  post-operative  medication. 

In  clinical  studies  to  date,  tolerance  has 
not  been  demonstrated  with  repeated  doses, 
unlike  morphine  which  may  require  increas- 
ing dosage  to  achieve  analgesic  effect. 

The  most  important  side  effects  have 
been  those  associated  with  postural  (stand- 
ing)  hypotension  — fainting,  weakness  or 
dizziness.  For  this  reason,  patients  should  re- 
main in  bed  or  be  closely  supervised  for  a- 
bout  six  hours  after  each  of  the  first  several 
injections. 

Levoprome  is  contraindicated  in  patients 
with  urinary  obstruction  or  those  with  sev- 
ere cardiac  or  hepatic  disease  or  with  a his- 
tory of  phenothiazine  hypersensitivity.  It 
should  not  -be  used  concomitantly  with  the 
barbiturates  unless  their  dosage  is  marked- 
ly reduced. 


Complete  directions  for  use,  contraindi- 
cations, adverse  effects  and  precautions  are 
detailed  in  the  package  insert  which  accom- 
panies the  product. 

The  drug  is  given  by  the  intramuscular 
route  and  is  available  in  1 cc.  (20  mg.) 
ampuls  and  10  and  30  cc.  vials.  The  most 
common  preoperative  dose  is  an  injection 
of  20  mg.  (1  cc.) . 

Obesity  and  Health 

Prime  candidates  for  the  development 
of  obesity  and  its  attendant  association  with 
certain  serious  disorders  and  possible  early 
death  are: 

L Children  whose  relatives  are  obese: 
In  one  study,  73  percent  of  1,000 
obese  patients  had  at  least  one  obese 
parent. 

2.  Heavily  built  persons  who  also  have 
corpulent  tendencies : Obese  individ- 
uals usually  have  a heavier  physique 
than  their  non-obese  counterparts. 
Large-boned  and  thickly  muscled  per- 
sons, particularly  adolescents,  who  fit 
this  description  should  be  watched 
clósely. 

3.  Persons  who  are  becoming  less  active, 
more  sedentary:  Food  intake  does  not 
decrease  proportionately  with  de- 
crease in  energy  expenditure.  As  ac- 
tivity decreases,  for  whatever  reason, 
the  risk  of  developing  obesity  in- 
creases. 

Obese  children  and  adolescents  are  a ma- 
jor reservoir  for  obesity  in  adult  life.  They 
are  more  likely  to  remain  obese  as  adults 
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and  to  have  more  difficulty  in  losing  fat  and 
maintaining  fat  loss  than  people  who  be- 
come obese  as  adults. 

Obesity  and  Health  is  a compendium  of 
current  information  designed  to  assist  the 
health  professions  with  the  obesity  problems 
they  encounter  in  their  respective  fields 
of  activity.  It  was  prepared  by  a panel  of 
specialists  and  released  by  the  Heart  Disease 
Control  Branch,  Division  of  Chronic  Diseases. 

Single  copies  of  Obesity  and  Health  are 
available  free  from  the  Public  Health  Serv- 
ice, Department  of  Health,  Education,  and 
Welfare,  Washington,  D.  C.  20201.  The 
pamphlet  sells  for  60  cents  a copy  and  is 
available  from  the  Superintendent  of  Docu- 
ments, Government  Printing  Office,  Wash- 
ington, D.C.  20402. 

Cadmium-Hypertension  Association 
Reported 

The  amount  of  cadmium  in  the  air  of 
28  American  cities  shows  a marked  corre- 
lation to  the  death  rates  from  hyperten- 
sion and  arteriosclerotic  heart  disease  in 
those  cities,  says  a report  in  the  October  17 
Journal  of  the  American  Medical  Associa- 
tion. 

The  report  urged  great  caution,  how- 
ever, in  interpreting  this  correlation. 

“The  fact  that  two  variables  are  strong- 
ly associated  (such  as  cadmium-content  of 
air  and  heart-disease  rates)  does  not  necess- 
arily mean  that  one  causes  another,”  said 
the  author,  Robert  E.  Carroll,  M.D.,  M.P.H., 
of  the  Division  of  Air  Pollution,  U.S.  Pub- 
lic Health  Service,  Cincinnati,  Ohio. 

Cities  which  show  high  atmospheric  cad- 
mium levels  and  also  relatively  high  death 
rates  from  heart  disease  (except  rheumatic 
disease)  include  Chicago,  111.,  Allentown, 
Philadelphia,  Bethlehem,  and  Scranton,  Pa.; 


Waterbury,  Conn.;  Indianapolis,  Ind.;  New- 
ark, N.J. ; Charleston,  W.  Va.;  Columbus, 
Ohio,  and  New  York  City. 

Among  the  28  cities  studied,  those  with 
little  or  no  measurable  atmospheric  cad- 
mium and  relatively  low  heart-disease  rates 
included  Las  Vegas,  Nev;  Eugene  and  Med- 
ford, Ore;  and  Chattanooga,  Tenn. 

Zinc,  an  element  closely  related  to  cad- 
mium, is  the  only  other  air  pollutant  which 
correlates  significantly  with  heart-disease 
rates,  the  report  said. 

The  association  of  cadmium  and  heart 
disease  cannot  be  explained  by  a tendency 
of  large,  industrialized  cities  to  have  both 
high  heart-disease  rates  and  heavily  pollut- 
ed air,  Dr.  Carroll  said.  The  study  showed 
no  correlation  between  heart  disease  and 
general  air  pollution  in  these  28  cities. 

The  report  is  based  on  air  samples  taken 
every  two  weeks  in  the  cities  during  the  five- 
year  period  1957-1961,  and  on  sampling  for 
airborne  cadmium  in  1960  and  1961. 

A relationship  between  the  “softness”  of 
drinking  water  and  heart  disease  has  been 
demonstrated  in  several  countries,  Dr.  Car- 
roll  pointed  out.  This  is  “not  at  all  incon- 
sistent” with  the  hypothesis  that  cadmium 
is  a cause  of  heart  disease,  he  said. 

“Soft  waters  are  generally  more  corro- 
sive to  metal  pipes  and  would  be  expected 
to  have  a higher  cadmium  content.” 

Cadmium  is  incriminated  by  several  other 
types  of  evidence,  Dr.  Carroll  said.  These 
include  earlier  findings  that  increased  con- 
centrations of  cadmium  appear  in  the  kid- 
neys of  hypertensive  patients,  and  the  ex- 
perimental production  of  heart  disease  in 
rats. 

Further  study  is  needed,  Dr.  Carroll 
said,  “to  determine  whether  cadmium  is 
related  to  the  entire  cardiovascular  death 
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spectrum  or  only  to  the  hypertensive  com- 
ponent.” 

Other  cities  studied  include  Albuquer- 
que, N.M.;  Omaha,  Neb.;  Gary,  Ind.;  Los 


Angeles,  Calif.;  Oklahoma  City,  Okla. ; Ra- 
cine, Wis. ; Wilmington,  Del.;  Phoenix  and 
Tucson,  Ariz.,  and  Youngstown,  Cincinnati, 
Akron,  and  Canton,  Ohio. 
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Locales 

EXAMEN  DEL  ECFMG  EN  ESPAÑOL 
El  17  de  febrero  de  1967  se  aprobó  por  el 
Consejo  Educativo  para  Graduados  de  Medicina  de 
Universidades  Extranjeras,  el  Consejo  de  Educación 
Médica  de  la  Asociación  Médica  Americana.  El  De- 
partamento de  Salud,  la  Asociación  Médica  de 
Puerto  Rico,  El  Tribunal  Examinador  de  Médicos 
y la  Escuela  de  Medicina  de  la  Universidad  de 
Puerto  Rico,  un  plan  piloto  consistente  en  ofrecer 
cuatro  convocatorias  para  los  médicos  puertorri- 
queños graduados  en  universidades  extranjeras,  los 
cuales  podrán  tomar  el  examen  que  ofrece  este 
Consejo  para  graduados  de  medicina  en  universi- 
dades extranjeras,  en  el  idioma  español. 

Constituye  este  plan  un  gran  logro  en  beneficio 
de  nuestros  estudiantes  que  cursan  sus  estudios  de 
medicina  en  universidades  del  extranjero,  ya  que 
de  esta  forma  podrán  tomar  el  examen  en  el  idioma 
en  que  llevaron  a cabo  sus  estudios,  y el  que  hasta 
el  presente  se  ofrecía  en  inglés  exclusivamente. 

REUNIONES 

Marzo  27-30  — Conferencias  auspiciadas  por  la  Sec- 
ción de  Medicina  Física  y Rehabilitación  de  la 
Asociación  Médica  de  Puerto  Rico,  en  el  edi- 
ficio de  la  Asociación,  dictadas  por  el  Dr.  Arthur 

S.  Abramson,  catedrático  y jefe  del  Departamento 
de  Medicina  Física  y Rehabilitación  de  la  Uni- 
versidad de  Yeshida,  Nueva  York. 

Abril  8 — Primera  reunión  ordinaria  de  la  Cá- 
mara de  Delegados  de  la  Asociación  Médica  de 
Puerto  Rico,  a celebrarse  en  Mayagüez,  Puerto 
Rico. 

Abril  10  — Seminario  sobre  medicina  industrial, 
auspiciado  por  la  Sección  de  Medicina  Indus- 
trial de  la  Asociación  Médica  de  Puerto  Rico, 
en  el  edificio  de  la  Asociación  y en  un  hotel 
de  la  capital. 

Abril  17,  18,  19  y 21  — Cursos  sobre  electrodiag- 
nóstico  de  las  enfermedades  neuromusculares, 
por  el  Dr.  Phillippe  Bauwens,  en  el  edificio  de 
la  Asociación  Médica  de  Puerto  Rico. 

SERVICIO  DE  BIBLIOTECA 
La  Sra.  Lillian  Casas  de  López,  bibliotecaria 
de  la  Escuela  de  Medicina,  nos  informa  que  las 


facilidades  de  esa  dependencia  están  dispuestas 
para  el  uso  de  los  médicos  que  residen  en  el  área 
metropolitana.  Los  médicos  de  otros  puntos  de 
la  isla  pueden  usar  el  servicio  de  fotocopias  y las 
facilidades  de  la  Biblioteca  Nacional  de  Medicina. 

Enumeramos  las  reglas  más  importantes  que 
rigen  los  servicios  de  la  biblioteca: 

1.  Todo  médico  que  desee  hacer  uso  de  la  bi- 
blioteca deberá  completar  una  tarjeta  de 
identificación. 

2.  Los  libros  se  prestan  por  un  mes,  sin  ex- 
cepciones, y se  pueden  renovar  una  vez  si 
no  han  sido  reservados  por  otra  persona. 
Ninguna  persona  puede  tener  más  de  siete 
libros  fuera  al  mismo  tiempo. 

3.  Las  revistas  encuadernadas  se  prestan  por 
dos  semanas,  y se  renuevan  como  los  libros. 

4.  Las  revistas  sin  encuadernar  se  prestan  por 
un  día  solamente  y no  se  renuevan. 

5.  Los  últimos  números  de  las  revistas  no  cir- 
culan fuera  de  la  biblioteca,  excepto  en 
caso  verdaderamente  necesario. 

6.  Los  libros  de  referencia  (incluyendo  diccio- 
narios, enciclopedias  y otros  libros  genera- 
les) no  circulan  fuera. 

7.  El  material  listo  y preparado  para  encua- 
dernar no  se  prestará  para  fuera. 

8.  A nadie  le  está  permitido  sacar  libros,  re- 
vistas, u otro  material  sin  dejar  un  recibo 
firmado  por  el  mismo. 

9.  La  persona  que  firma  por  un  libro,  revista 
u otro  material,  será  responsable  por  él.  Evi- 
te pasar  a otra  persona  libros  sacados  por 
usted:  Libros  o revistas  perdido  serán  co- 
brados según  su  valor  actual.  Si  éste  no  se 
puede  determinar  se  cobrará  $5.00.  Libros 
rotos  o mutilados  se  cobrarán  también. 

10.  Se  pueden  obtener  copias  fotostáticas  (Xe- 
rox) de  artículos  en  libros  o revistas  a un 
costo  de  20c  la  página. 

Cualquier  información  adicional  sobre  este  ser- 
vicio se  puede  obtener  de  la  Sra.  Casas  de  López. 

MIEMBROS  ESTUDIANTES 

El  Consejo  Judicial  y Administrativo  de  la  Aso- 
ciación Médica  recomendó  unánimemente  que  ia 
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Asociación  Médica  de  Puerto  Rico  solicite  de  la 
Triple  S que  acepte  incluir  en  el  plan  de  salud 
grupal  ofrecido  a los  miembros  de  esta  Asocia- 
ción a los  Miembros  Estudiantes  que  forman 
parte  de  nuestra  matrícula  y a sus  familias.  Cual- 
quier Miembro  Estudiante  interesado  puede  co- 
municarse con  el  Sr.  Jorge  Ramírez  para  llenar 
los  formularios  correspondientes. 

PELICULA  NUEVA 

El  11  de  octubre  de  1967  tendrá  lugar  el  es- 
treno de  la  película  ‘‘Someone  you  can  Trust  — 
Someone  you  can  Be",  en  ocasión  de  celebrarse 
la  convención  anual  de  la  Academia  Americana 
de  Práctica  General.  Esta  película  fue  produci- 
da para  la  Academia  por  la  firma  Smith,  Kline 
and  French  Laboratories.  Tiene  el  propósito  de 
motivar  la  juventud  para  que  estudie  medicina, 
a fin  de  proveer  al  país  de  un  mayor  número  de 
médicos. 

Para  mayor  información  deben  comunicarse 
con  el  Sr.  William  De  Lay,  Director  de  Relacio- 
nes Públicas  de  la  Academia,  en  Kansas  City, 
Missouri,  Tel.  816-JE  1-0380;  o con  el  Sr.  Wil- 
liam Learnard,  de  Smith,  Kline  & French  Lab- 
oratories, en  Philadelphia,  Pennsylvania,  Tel.  215 
LO  4-2400. 

Nacionales 

REACCIONES  ADVERSAS  A DROGAS 

La  Asociación  Médica  Americana  a través  de 
su  Registro  de  Reacciones  Adversas  del  Concilio 
de  Drogas,  está  tratando  de  obtener  informes  más 
completos  sobre  la  incidencia  de  reacciones  de- 
bidas a medicinas.  Desean  recibir  data  no  pu- 
blicada aunque  las  observaciones  se  basen  sólo 
en  sospecha  o evidencia  circunstancial.  Esta  in- 
formación es  esencial  para  alertar  a la  profesión 
sobre  peligros  insospechados  en  el  uso  de  cual- 
quier medicamento. 

Los  interesados  pueden  obtener  información 
adicional  o las  formas  requeridas  para  hacer  es- 
tos informes,  de  American  Medical  Association, 
Registry  on  Adverse  Reactions,  Council  on  Drugs, 
535  North  Dearborn  Street,  Chicago,  Illinois  60610. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
POSTGRADUATE  COURSES 
Mar.  6-10  — Recent  Advances  in  Cardiovascular 

Disease,  The  Mount  Sinai  Medical  Center,  New 

York,  N.Y.;  Charles  K.  Friedberg,  M.D., 


F.A.C.P.,  Director. 

Mar.  - 13-17  — Physiological  Aspects  of  Cardio- 
pulmonary Disease,  Yale  University— New  Haven 
Medical  Center,  New  Haven,  Conn.;  Frank  D. 
Gray,  M.D.,  F.A.C.P.,  Director;  Donald  F. 

Egan,  M D.,  Co-director. 

Mar.  20-24  — Fundamental  Concepts  of  Gastro- 
enterology, University  of  Michigan  Medical  Cen- 
ter, Ann  Arbor,  Mich.;  H.M.  Pollard,  M.D., 
F . A . C . P . , Director. 

Alar.  27-31  — Psychiatry  for  the  Internist,  Wayne 
State  University  School  of  Medicine,  (Lafayette 
Clinic)  Detroit,  Mich.;  Paul  Lowinger,  M.D., 
Director;  Victor  Bloom,  M.D.,  Co-director. 

May  8-12  — Clinical  Auscultation  of  the  Heart, 
Georgetown  University  School  of  Medicine  and 
Georgetown  University  Hospital,  Washington, 
D.  C.;  W.  Proctor  Harvey,  M.D.,  F.A.C.P.,  Di- 
rector . 

May  15-19  — Recent  Advances  in  Clinical  En- 
docrinology, University  of  Washington,  Seattle, 
Wash.;  Robert  H.  Williams,  M.D.,  F.A.C.P., 
Director,  Neil  J.  Elgee,  M.D.,  F.A.C.P.,  and 
Francis  C.  Wood,  Jr.,  M.D.,  Co-directors. 

May  22-26  — Clinical  Applications  of  Recent  Ad- 
vances in  Electrophysiology  o the  Heart,  New 
York  University  School  of  Medicine  and  Medi- 
cal Center,  New  York,  N.Y.;  Charles  E.  Koss- 
mann,  M.D.,  F.A.C.P.,  Director;  Jacob  I.  Hirsch, 
M.D.,  F.A.C.P.,  Co-director. 

June  12-16  - Internal  Medicine;  Current  Phy- 
siological Concepts  in  Diagnosis  and  Treatment, 
University  of  Cincinnati,  Ohio;  Richard  W.  Vil- 
ter,  M.D.,  F.A.C.P.,  Director. 

June  19-21  - Clinical  Applications  - Recent  Ad- 
vances in  Pharmacology,  University  of  Iowa, 
Iowa  City,  Iowa;  William  B.  Bean,  M.  D., 
F.A.C.P.,  Director. 

Internacionales 

REUNIONES 

Mar.  27-30  — International  Congress  of  Life  As- 


Bol.  Asoc.  Méd.  P.  Rico 
Marzo,  1967 


Noticias 


139 


surance  Medicine,  Tel  Aviv,  Israel.  Secretariat, 
Box  240,  Tel  Aviv,  Israel. 

Apr.  4-7  — Chest  and  Heart  Association  (Interna- 
tional Conference)  , Eastbourne,  England.  Miss 
Hilda  Walsh,  The  Chest  and  Heart  Association, 


Tavistock  House  North,  Tavistock  Square,  Lon- 
don, W.  C.  1,  England,  Conf.  Sec'y. 

Apr.  9-15  — Eighth  conference  of  the  Internation- 
al Planned  Parenthood  Federation,  Santiago, 
Chile. 


Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones: 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 
cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Articulos  referentes  a resultados  de 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

d)  Articulos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar 
como  una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografías  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  numeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j )  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (artículo  de  revista). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s) ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


ANUNCIOS 

PSYCHIATRY  RESIDENCY  TRAINING 

Available  to  qualified  physicians  with  licences 
to  practice  in  Puerto  Rico.  Program  fully  accredited 
for  1,  2 or  3 years  of  psychiatry  residency.  Training 
takes  place  on  the  193  bed  Psychiatry  Service  of 
a 920  bed  general  Veterans  Administration  Hospi- 
tal in  metropolitan  Boston,  Mass.,  and  in  five  uni- 
versity-affiliated Outpatient  Clinics  for  adults  and 
children.  Full  range  of  treatment  resources  offered 
by  excellent  full-time,  part-time  and  consultant 
staff.  Starting  salary  up  to  $12,873  per  year,  depend- 
ing on  qualifications  and  experience.  Write:  Dr. 
David  M.  Holmes,  VA  Hospital,  150  So.  Humting- 
ton  Ave.,  Boston,  Mass.  02130. 

BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico  esta 
semana.  Sea  humanitario.  Done  sus  ojos.  Envíe  su 
contribución. 


RECEPCIONISTA 

Recepcionista  con  experiencia  ofrece  sus  servi- 
cios para  trabajar  en  oficina  de  médico  en  el  Area 
de  San  Juan  o Santurce.  Dos  años  de  colegio.  Favor 
de  comunicarse  con  la  Sra.  Elizabeth  Rolón,  Tel. 
783-2108. 


; Contento? 

¡Si! 

Porque 
soy  fuerte 


Doctores  y hospitales  siempre  pueden  recomendar 
con  confianza  la  LECHE  EVAPORADA 
CARNATION  por  su  probada  reputación, 
calidad  y frescura.  La  LECHE 
EVAPORADA  CARNATION  ha  sido  usada 
por  generaciones  en  Puerto  Rico 
porque  significa  bebés  fuertes  y 
saludables. 


es 


EVAPORATED 


MILK 

^AMlN  d increase^ 


* Fernandito  Castro  Pavía 
ganador  del  Concurso 
del  Bebé  Saludable 
Carnation  de  1965. 


cuando  la  depresión  abruma 


vence  el  abatimiento,  levanta  el 

La  depresión  frecuentemente  se  caracteriza  por 
sentimientos  de  culpabilidad,  inutilidad,  desolación 
y privación.  Estas  manifestaciones,  acompañadas 
de  síntomas  tales  como  insomnio,  malestar,  tristeza 
y recelo,  responden  rápidamente  al  NORPRAMIN 
(clorhidrato  de  desipramina).  La  mejoría  general- 
mente se  manifiesta  2 a 5 días  después  de  iniciado 
el  tratamiento;  algunas  veces  antes.  Los  pacientes 
con  sensibilidad  comprobada  a estimulantes  del 
sistema  nervioso  central,  pueden  experimentar  ex- 
citación al  desaparecer  su  depresión;  en  estos  casos 
se  sugiere  reducir  la  dosis  o administrar  simultánea- 
mente tranquilizantes. 


LAKESIDE 


NORPRAMIN 

(cloihidrato  de  desipramina) 


el  ANTI  DEPRESIVO 
no-sedante  de  acción  rápida 


ánimo,  restablece  la  confianza 

Indicaciones:  Depresiones  de  todo  tipo,  reacciones  depresivas  neu- 
róticas o psicóticas;  reacciones  maniaco-depresivas  o involucionales 
Posologia:  Se  obtienen  resultados  óptimos  con  una  dosis  de  2 
tabletas  de  25  mg.  tres  veces  al  dia  (150  mg.  diarios). 
Contraindicaciones  y Precauciones:  Glaucoma,  espasmo  uretral  o 
ureteral,  infarto  reciente  del  miocardio,  trastornos  cardiacos  coro- 
narios graves  y epilepsia.  No  deberá  administrarse  durante  las  dos 
semanas  subsiguientes  a la  suspensión  de  la  terapia  con  inhibidores 
de  monoaminoxidasa.  La  seguridad  de  su  empleo  en  el  embarazo 
no  ha  sido  aun  establecida. 

Reacciones  Adversas:  Pueden  presentarse  los  siguientes  efectos 
secundarios,  generalmente  leves:  sequedad  de  boca,  estreñimiento, 
mareo,  palpitación,  micción  retardada  "mal  sabor",  ilusiones  senso- 
rias. tinnitus,  agitación  y estimulación,  sudoracion,  somnolencia, 
jaqueca,  hipotensión  ortostatica,  rubor,  náusea,  calambres,  debili- 
dad. visión  borrosa  y midriasis,  salpullido,  alergia,  eosinofilia  transi- 
toria. granulopenia,  alteraciones  de  la  función  hepática  y signos 
extrapiramidales 

Presentación:  NORPRAMIN  (chlorhidrato  de  desipramina)  tabletas 
de  25  mg.  en  frascos  de  50,  500  y 1,000. 

LAKESIDE  LABORATORIES,  INC..  Milwaukee,  Wisconsin  53201,  E.U. A. 

PRODUCTOS 
PARA  PACIENTES 
QUE  USTED 
VE  A DIARIO 


(BETAHISTINE  HYDROCHLORIDE) 


...a  new  molecule 


INTRODUCTION: 

The  typical  clinical  pattern  of  Meniere's  syndrome  is  one  of  recurrent  paroxysms 
of  vertigo,  usually  associated  with  nausea  and  at  times  vomiting,  which  occur 
in  association  with  progressive  deafness  in  one  or  both  ears.  This  deafness  is 
of  the  perceptive  type  and  often  associated  with  tinnitus  in  the  affected  earls). 
The  natural  history  of  Meniere's  syndrome  is  quite  variable;  the  clinical  spec- 
trum with  respect  to  the  vertigo  may  pursue  a course  of  occasional  mild 
episodes  of  vertigo  to  frequent  severe  ones.  Remission  of  attacks  may  occur 
for  many  months  or  years.  It  is  considered  that  the  basis  of  Meniere's  syn- 
drome may  be  related  to  the  histologic  findings  of  distention  and  distortion  of 
the  inner  ear's  membranous  labyrinth  associated  with  an  accumulation  of 
endolymph.  The  treatment  of  the  vertigo  of  Meniere's  syndrome  has  been  gen- 
erally unsatisfactory. 

SERC  (Betahistine  Hydrochloride),  a histamine-like  drug,  may  offer  some  aid  in 
the  management  of  vertigo  in  some  of  the  patients  with  Meniere’s  syndrome. 
The  impetus  for  the  use  of  histamine-like  drugs  in  the  treatment  of  Meniere's 
syndrome  is  an  extension  from  previous  experience  with  the  parenteral  ad- 
ministration of  histamine.  Initial  animal  studies  with  Betahistine  showed  inter- 
esting pharmacological  properties  which  in  part  may  be  related  to  its  close 
structural  similarity  to  the  histamine  molecule.  In  the  course  of  the  animal 
studies  it  was  noted  that  the  response  to  Betahistine  resembled  qualitatively 
the  response  found  with  histamine  in  a variety  of  isolated  and  intact  tissues. 


INDICATIONS: 

There  is  some  evidence  suggesting  that  SERC  (Betahistine  Hydrochloride' 
reduce^  the  frequency  of  episodes  of  vertigo  associated  with  "Meniere) 
drome  in  some  patients.  Clinical  studies  designed  to  evaluate  the  effic» 
SERC  (Betahistine  Hydrochloride)  have  been  concerned  only  with  a small  po 
of  the  clinical  spectrum  of  Meniere's  syndrome.  Such  a sub-group  of  pat 
have  been  characterized  by  a high  frequency  of  vertiginous  episodes  rat 
from  one  a day  to  once  per  two  weeks.  An‘ inference  of  efficacy  with  re: 
to  the  larger  population  of  Meniere's  syndrome  which  is  characterize 
occasional  episodes  of  vertigo  cannot  be  made. 

No  inference  can  be  made  from  available  data  that  SERC  (Betahistine  H 
chloride)  has  any  role  in  the  prophylaxis  and/or  treatment  of  tinnitus  an 
decreased  auditory  acuity  found  in  Meniere's  syndrome  In  addition,  it  ha' 
been  demonstrated  that  the  use  of  SERC  (Betahistine  Hydrochloride)  influe 
the  future  course  of  a given  patient  with  respect  to  the  subsequent  neei 
surgical  procedures  directed  at  ameliorating  incapacitating  vertigo. 

The  safety  and  efficacy  of  SERC  (Betahistine  Hydrochloride)  in  the  treat  | 
of  vertigo  associated  with  cerebral  arteriosclerosis  and  vertigo  associateo  ] 
other  disease  states  have  not  been  established. 

CONTRAINDICATIONS 

In  several  patients  with  a history  of  peptic  ulcer,  there  has  been  an  exact , 
tion  of  symptoms  concomitant  with  the  use  of  SERC  (Betahistine  Hydrochlor , 


WITH  MENIERE’S  SYN 

in  those  patients  with  a high  frequency  of  vertiginous 


ugh  there  are  no  confirmatory  data  with  respect  to  a drug  cause  and 
t relation,  it  is  recommended  that  the  drug  be  contraindicated  in  patients 
'active  peptic  ulcer.  This  finding  would  be  in  keeping  with  SERC  s (Beta- 
ne  Hydrochloride)  hypothesized  histamine-like  activity,  for  histamine  is  a 
rful  gastric  secretagogue 

nts  with  pheochromocytoma  should  be  treated  with  care. 

KINGS: 

possibility  of  a drug-induced  exacerbation  of  a peptic  ulcer  (see  Contra 
ations’  section)  should  be  kept  in  mind  when  the  administration  of  SERC 
rhistine  Hydrochloride)  is  being  considered  for  a patient  with  a prior  history 
;ptic  ulcer.  Although  this  drug  has  not  been  demonstrated  to  exert  a hyper 
itivity  effect,  the  possibility  of  an  idiosyncratic  reaction  should  be  con- 
red  and  as  with  all  new  drugs,  all  patients  should  be  followed  carefully 
ng  and  after  drug  administration.  Although  clinical  intolerance  to  SERC 
ahistine  Hydrochloride)  by  patients  with  bronchial  asthma  has  not  been 
onstrated,  caution  should  be  exercised  in  these  individuals  since  clinical 
rrience  is  inadequate  at  this  time  to  establish  safety  of  use. 

IN  PREGNANCY: 

:ty  of  SERC  (Betahistine  Hydrochloride)  in  pregnancy  has  not  been  estab 
ed.  Therefore,  its  use  in  pregnancy,  lactation,  or  in  the  child-bearing  age 
jires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
ards  to  the  mother  and  child.  Animal  reproductive  studies  with  rats  have 
shown  any  adverse  effects. 


PRECAUTIONS:  . 

In  the  absence  of  studies  determining  whether  there  is  an  interaction  between 
this  histamine  like  drug  and  antihistamine  agents,  it  is  recommended  that  SERC 
(Betahistine  Hydrochloride)  not  be  used  concurrently  with  antihistamine  agents. 

ADVERSE  EFFECTS:  _ . . 

Occasional  patients  have  experienced  nausea  and  headache. 

DOSAGE: 

The  usual  adult  dosage  has  been  one  tablet  (4  mg.)  administered  orally  two  to 
four  times  a day.  The  dosage  has  ranged  from  two  tablets  per  day  to  eight 
tablets  per  day  No  more  than  eight  tablets  are  recommended  to  be  taken  in 
any  one  day.  SERC  (Betahistine  Hydrochloride)  has  not  been  evaluated  in  the 
pediatric  age  group  and  therefore  is  not  recommended  for  use  by  children. 
As  with  all  drugs  SERC  (Betahistine  Hydrochloride)  should  be  kept  out  of  reach 
of  children. 

HOW  SUPPLIED: 

Scored  tablets  of  4 mg.  each  in  bottles  of  100  tablets. 

CAUTION: 

Federal  law  prohibits  dispensing  without  prescription. 


UIMIMED,  INC. 

MORRISTOWN.  NEW  JERSEV 


Allergic  problems  often  need 

more  than  an  Antihistamine.., 


S.A. 

SUSTAINED  ACTIO* 


Provides  3 needed  actions... 


CHLORPHENIRAMINE 

possesses  marked  anti-allergic  effect. 

RACEPHEDRINE 
decongests  swollen  tissues. 

PHENYLTOLOXAMINE 
allays  patient  anxiety. 


Supplied:  Algic  - S.  A. — bottles  of  50  tablets 
(scored).  Each  tablet  contains:  Phenyltoloxamine 
Citrate  100  mg.,  Racephedrine  HCL  60  mg. 
Chlorpheniramine  Maleate  6 mg. 

ALGIC  — in  a non-sustained  action  tablet  is 
also  available  — bottles  of  100  (scored)  Each 
tablet  contains  Phenyltoloxamine  Citrate  50  mg. 
Racephedrine  HCL  30  mg  .,  Chlorpheniramine 
Maleate  3 mg 

Dosage:  Adults:  1 tablet  Algic  - S A.  q 8h.;  1 
to  2 Algic  tablets  q 4h.  Children:  1/2  the  adull 
dose. 

Precaution:  Use  with  care  in  hypertension,  hyper 
thyroidism,  diabetes,  heart  disease,  prostatic 
hypertrophy,  and  glaucoma  Occasional  side  ef- 
fects Drowsiness,  gastrointestinal  distress,  head 
ache,  vertigo,  xerostomia  and  restiveness  If  side 
effects  occur,  reduce  dosage  or  discontinue. 

CAUTION:  Federal  law  prohibits  dispensing  with 
out  prescription. 


UIMIMED,  INC. 


NEW  JERSEY 


-avoid  the  lines- 

REGISTER 

NOW! 


AMA  116th  ANNUAL  CONVENTION 
JUNE  18-22,  1967 


ATLANTIC  CITY  - HOTELS  & MOTELS 


These  rooms  are  available  only  through  the  AMA  Housing  Bureau. 
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MAP 


NO. 

BOARDWALK  HOTELS 

SINGLES 

DOUBLES 

TWINS 

SUITES 

1. 

ABBEY  NAC 

10-12 

12-14 

16-20 

2. 

CHALFONTE- 

(HEADQUARTERS  HOTEL 

HADDON  FALL* 

NO  ROOMS  AVAILABLE) 

3. 

CLARIDGE  HOTEL* 

10-26 

14-30 

58-88 

4. 

DEAUVILLE  HOTEL* 

14-20 

16-28 

45-130 

5. 

DENNIS  HOTEL*  PAC 

11-21 

15-34 

46-95 

6. 

HOLIDAY  INN  OF 

0 

ATLANTIC  CITY* 

12-20 

17-19 

16-24 

40-82 

7. 

LA  CONCHA  HOTEL*  

12-14 

16-24 

35-75 

8. 

MARL  BOROUGH -BLENHEIM  • 

(Ocean  Wing  Only) 

21-25 

21-25 

42 

9. 

MAYFLOWER  HOTEL* 

8-10 

10-12 

10-16 

20-24 

10. 

PRESIDENT  HOTEL*  PAC 

11-20 

11-20 

23-50 

11. 

SEASIDE  TOWER  HOTEL* 

12 

14-22 

44-60 

12. 

SHELBURNE- 

EMPRESS  HOTEL*  . 

(WOMAN'S  AUXILIARY  HEADQUARTERS) 

13. 

TRAYMORE*  PAC 

8-22 

10-24 

25-100 

Map 

No. 

OFF-BOARDWALK  HOTELS 

Singles 

Doubles 

Twins 

Suites 

14. 

CAROLINA  CREST  HOTEL  PAC 

10-12 

12 

12-14 

15. 

COLTON  MANOR  HOTEL*  PAC 

12-21 

15-24 

42-72 

16. 

EASTBOURNE  HOTEL  PAC 

7-9 

10 

11 

17. 

FLANDERS*  NAC 

8 

10 

14 

18. 

STERLING  PAC 

10-12 

12-14 

12-14 

Map 

No. 

MOTELS 

Singles. 

Doubles 

Twins 

Suites 

19. 

ACAPULCO  MOTEL  . . 

12 

14 

16-20 

20. 

ALGIERS  MOTEL* 

12-14 

14-16 

12-20 

45 

21. 

ALOHA  MOTEL 

14-16 

14-28 

22. 

ASCOT  MOTEL 

14-16 

14-18 

23. 

BALA  MOTEL 

12-18 

16-24 

24. 

BARBI20N  MOTEL  INN 

11-13 

15 

17-23 

60 

25. 

BARCLAY  MOTOR  INN 

20-28 

20-30 

55-65 

26. 

BLAIR  MOTOR  INN 

12-16 

16-22 

27. 

BURGUNDY  MOTEL 

12-16 

16-26 

28. 

CARIBE  MOTEL 

10-12 

12* 

14-18 

29. 

CAROLINA  CREST  MOTEL 

14-16 

14-16 

30. 

CASTLE  ROC  MOTEL 

14 

14-20 

14-20 

40 

31. 

CATALINA  MOTEL  

14-20 

14-18 

32. 

COLONY  MOTEL* 

10-22 

12-24 

45-80 

33. 

COLTON  MANOR  MOTEL* 

22-28 

24-30 

54-90 

34. 

CONTINENTAL  MOTEL 

14-16 

14-20 

35. 

CORONET  MOTEL 

16-22 

18-26 

16-24 

50-60 

36. 

CRILLON  MOTEL 

16-22 

18-24 

37. 

CROWN  MOTEL 

14 

16 

18 

38. 

DEAUVILLE  MOTEL* 

14-24 

16-32 

100-130 

39. 

DENNIS  MOTEL* 

15-25 

15-29 

40. 

DIPLOMAT  MOTEL 

10-12 

14-24 

30-36 

41. 

DUNES  MOTEL 

16 

16-20 

16-20 

42. 

EASTBOURNE  MOTEL 

16-20 

16-24 

43. 

ELDORADO  MOTEL 

16 

14-18 

44. 

ENVOY  MOTEL 

10 

12 

14-16 

45. 

FIESTA  MOTEL* 

14-16 

16-22 

35 

46. 

FOUR  SEASONS  MOTEL 

14-18 

18-24 

47. 

GALAXIE  MOTEL 

12-16 

10-16 

48. 

HOWARD  JOHNSONS* 

14-18 

14-18 

18-30 

44-90 

49. 

LA  FAYETTE  MOTOR  INN* 

(CO-HQ  S 

HOTEL  NO 

ROOMS  AVAILABLE) 

50. 

LINCOLN-ROOSEVELT 

BEACH  MOTEL 

16-18 

14-20 

18-28 

51. 

LOMBARDY* 

12-24 

14-26 

52. 

MALIBU  MOTEL 

12-14 

16-20 

53. 

MARDI  GRAS  MOTEL 

14-16 

16-22 

25 

54. 

MAYFLOWER  MOTEL*  . 

10-12 

10-16 

55. 

MONTE  CARLO 

BEACH  MOTEL 

11 

13-15 

56. 

MONTEREY  MOTEL 

14-16 

14-16 

18-20 

57. 

MOUNT  ROYAL* 

12-24 

14-26 

58. 

PAGEANT 

MOTOR  INN  MOTEL* 

16-20 

18-26 

40-44 

59. 

PRESIDENT  MOTEL* 

13-22 

13-22 

60. 

SEASIDE  MOTEL*. 

14 

16-22 

61. 

SHELBURNE- 

EMPRESS  MOTEL* 

12-24 

14-34 

62. 

SORRENTO  MOTEL* 

10-14 

16-22 

63. 

STRAND  OF 

ATLANTIC  CITY  MOTEL* 

10-14 

13-17 

64. 

TEPLITZKY’S  MOTEL 

14 

14-18 

65. 

TERRACE* 

14 

16-22 

66. 

TRINIDAD  MOTEL 

14-16 

16-28 

67. 

TROPICANA  MOTEL _ 

8 

10-12 

14-18 

20-24 

* Restaurant  and/or  Coffee  Shop  on  premises 
All  100%  Air  Conditioned  Except  as  Noted: 

NAC  (No  Air  Conditioning):  PAC  (Partial  Air  Conditioning) 
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DBI-TD  Lowers  Blood  Sugai 

in  a UniqueWay 


DBI-TD  acts  independently  of  the  pancreatic  islet  cells  to 
promote  increased  glucose  utilization  in  skeletal  muscle. 1,5 
Endogenous  insulin,  which  is  often  present  in  excess 
in  the  overweight  stable  adult  diabetic,3'4  is  apparently 
inefficient  in  transporting  glucose  into  skeletal  muscle.5,6 
DBI-TD  may  supplement  the  action  of  endogenous 
insulin  and  compensate  for  its  physiologic  inefficiency 
with  respect  to  glucose  utilization  in  muscle. 1,2,6 


CONCLUSION:  DBI-TD  acts  directly  to  enhance  muscle 
glucose  utilization,  whereas  sulfonylureas  appear  to 
depend  upon  a supply  of  insulin  releasable  from 
the  patient’s  pancreas  for  their  hypoglycemic  effect. 
Unlike  injected  insulin  or  the  endogenous  insulin 
released  under  the  stimulus  of  the  sulfonylureas, 
DBI-TD  does  not  promote  the  conversion  of  glucose 
to  fat  or  prevent  the  mobilization  of  fatty  acids 
from  the  adipose  tissue  depots  of  the  body. 


ffiHE  FRANCIS  A,  COUNTWAY 

LIBRARY  OF  MEDICINÉ 

BOSTON 


This  is  Why  DBI-TD 
should  be  your 
Drug  of  First  Choice 
for  Most  Stable 
Adult  Diabetics 

who  arc  overweight 
and  diet-unresponsive 

DBI-TD 

(phenformin  HCI) 

timed-disintegration  capsules  50  mg. 


■ Increases  muscle  glucose  utilization 

■ Reduces  insulin  oversecretion 

■ Promotes  gradual  weight  loss" 

4 Although  anorexia  has  been  suggested  as  a possible  basis 
for  weight  loss,  controlled  studies  do  not  support  this.  In 
nondiabetic  subiects  who  are  overweight,  comparable  doses 
of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar. 


Dosage:  1 to  3 capsules  daily. 
Side  Effects:  Gastrointestinal, 
occurring  more  often  at 
higher  dosage  levels,  abate 
promptly  upon  dosage  reduc- 
tion or  temporary  withdrawal. 
Precautions:  Occasionally  an 
insulin-dependent  patient  will 
show  “starvation”  ketosis 
icetonuria  without  hyperglycemia)  which  must  be  differentiated 
om  “insulin  lack”  ketosis  which  is  accompanied  by  acidosis, 
nd  treated  accordingly.  Lactic  acidosis  has  been  reported  in 
londiabetics  and  diabetics  treated  with  insulin,  with  diet,  and 
ith  DBI.  Question  has  arisen  regarding  possible  contribution 
f DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and 
zotemia  and  also  those  with  severe  hypotension  secondary  to 
nyocardial  or  bow^l  infarction.  Periodic  B.U.N.  determination 
nould  be  made  when  DBI  is  administered  in  the  presence  of 
ironic  renal  disease.  DBI  should  not  be  used  when  there  is 
gnificant  azotemia.  Any  cardiovascular  lesion  that  could  result 
i severe  or  sustained  hypotension,  which  may  itself  lead  to 


development  of  lactic  acidosis,  should  be  considered  cause  for 
immediate  discontinuation  of  DBI  at  least  until  normal  blood 
pressure  has  been  restored  and  is  maintained  without  vaso- 
pressors. Should  lactic  acidosis  occur  from  any  cause,  vigorous 
attempts  should  be  made  to  correct  circulatory  collapse,  tissue 
hypoxia,  and  pH.  Contraindications:  Severe  hepatic  disease, 
renal  disease  with  uremia,  cardiovascular  collapse.  Not  recom- 
mended without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved, 
use  of  DBI.  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided 
Also  available:  DBI  tablets  25  mg  Consult  product  brochure 
References:  1.  Butterfield.  W.J.H.  and  Whichelow,  M.J.:  Diabetes 
11:281,  1962.  2.  Searle,  G.L.  and  Cavalieri,  R.R.:  Presented  at 
26th  Ann.  Meet.  Amer.  Diabetes  Ass.,  Chicago,  June  25-26, 
1966.  3.  Yalow,  R.S.  and  Berson,  S.A.:  Diabetes  9:254,  1960. 
4.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963.  5.  Gundersen, 
K.  and  Antoniades,  H.:  Proc.  Soc.  Exp.  Biol  Med.  104:411,  1960. 
6.  Williams,  R.H.:  Textbook  of  Endocrinology,  Ed.  3,  Philadel- 
phia, Saunders,  1962. 


ALONE  among  oral  hypoglycemic  agents... 
provides  more  benefits  for  most  stable  adult  diabetics 


■ Lowers  blood  sugar 


U.  S.  Vitamin  and  Pharmaceutical  Corporation,  New  York,  New  York  10017 


why  not  begin  tomorrow's  relief  today? 


for  the  first  time  . 

an  immediate-action  steroid— t— 


a prolonged-effect  for 
combined  in  one  injectable 


New  Celestone' 

Sollispan 

brand  of  betamethasone  acetate  and  betamethasone  disodium  phosphate 


Each  cc.  of  sterile  aqueous  suspension  contains 
betamethasone  acetate  3.0  mg.,  betametha- 
sone alcohol  as  betamethasone  disodium 
phosphate  3.0  mg.,  dibasic  sodium  phosphate 
7 1 mg.,  monobasic  sodium  phosphate  3.4  mg., 
disodium  ethylenediaminetetraacetateO.l  mg., 
and  benzalkonium  chloride  0.2  mg. 


Now  available  in  1 cc.  single-dose  vial  for  complete  assurance  of  sterility. 

Control  of  inflammation  comes  fast— in  just  a few  hours— with  Celestone  Soluspan.  Unlike 
other  long-acting  injectables,  Celestone  Soluspan  combines  a rapid-acting  form  with  a 
long-acting  form  of  the  same  corticoid  for  maximum  span  of  relief  from  one  injection. 
No  other  corticoid  requires  so  little  active  material  per  unit  volume  in  tissue  for  full  effect 
(only  3 mg.  percc.  of  repository  corticoid  microparticles).  The  result:  No  “secondary  flare” 
and  virtually  no  post-injection  pain  in  intra-articular  use ...  minimal  crystal  deposition. 

Supplied  6 mg  /cc.  in  a 5 cc  multiple  dose  vial.  Clinical  Considerations:  Side  Effects  — Celestone  Soluspan  is  potentially  capable  of  causing 
any  of  the  reported  side  effects  of  other  corticoids.  Cushingoid  changes  may  occur.  Side  effects  do  not  ordinarily  include  anorexia,  pro- 
tracted weight  loss,  vertigo,  muscle  weakness  or  severe  headache  associated  with  other  corticoids  Gastrointestinal  distress  and 
“secondary  flare”  after  intra  articular  injection  have  not  been  reported  with  Celestone  Soluspan.  Salt  and  water  retention  or  excessive 
loss  of  potassium  is  not  likely  to  be  a problem  with  the  usual  therapeutic  dose  of  Celestone  Soluspan  As  with  all  corticoids,  side  effects 
are  less  likely  with  short-term  courses  of  small  doses  Contraindicated  absolutely  in  acute  ocular  herpes  simplex,  active  or  latent  tuber- 
culosis (except  in  selected  cases  concomitantly  with  antituberculoso  agents),  and  locally  infected  areas  Contraindicated  relatively 
(on  the  basis  of  net  therapeutic  benefit)  in  osteoporosis,  marked  emotional  instability,  peptic  ulcer,  diverticulitis,  recent  intestinal 
anastomosis,  and  in  pregnancy,  especially  in  the  first  trimester  Regional  injection  is  not  contraindicated  by*  infection  elsewhere. 
Precautions  — In  children,  because  of  frequency  of  viral  infections  and  possibility  of  growth  suppression,  prolonged  corticoid  therapy 
should  be  used  with  extreme  caution  Consider  discontinuing  therapy  in  patients  with  exanthematous  disease  or  exposed  to  it.  Use  in  the 
controlled  diabetic  patient  should  be  closely  observed  Prolonged  corticoid  therapy  may  depress  adrenal  cortex;  withdrawal  should  be 
gradual.  Observe  newborn  infants  of  corticoid  treated  mothers  for  temporary  hypoadrenalism  Supportive  corticoid  therapy  is  advisable 
in  surgery,  shock,  injury,  other  severe  stress  Corticoids  may  mask  signs  of  infection  Such  intercurrent  infections  should  be  confirmed 
and  vigorous  anti  infective  therapy  administered  Avoid  subcutaneous  injection  For  more  complete  details,  consult  Schering  literature 
available  from  your  Schering  Representative  or  Medical  Services  Department,  Schering  Corporation,  Union.  New  Jersey  07083.  s-75» 
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Los  pacientes  obstétricos  o post-quirúrgicos 
que  requieren  un  método  seguro  para  elevar 
su  hemoglobina,  recibirán  tanto  hierro  (250 
mg.)  de  una  inyección  de  5 c.c.  de  Imferon 
como  el  que  contiene  una  pinta  (500  c.c.)  de 
sangre  fresca.  El  Imferon  (inyección  de 
hierro  dextrán)  es  menos  costoso  y evita  los 
bien  conocidos  peligros  que  entraña  la  trans- 
fusión de  sangre  total.  En  los  pacientes  que 
no  pueden  tomar  hierro  o en  aquellos  en 
quienes  no  se  puede  confiar  que  lo  hagan,  el 
Imferon  (inyección  de  hierro  dextrán)  sumi- 
nistra rápidamente  el  hierro  necesario  para  los 
depósitos  de  reserva. 


UNA  PINTA 
DE  SANGRE 
NO  PROPORCIONA 
MAS  HIERRO 


QUE  UNA 
AMPULA  DE  5 cc. 
DE 


IMFERON 

(inyección  de  hierro  dextrán) 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201,  U.S.A. 


LAKESIDE 


PRODUCTOS 
PARA  PACIENTES 
QUE  UD.  VE 
A DIARIO 


RESUMEN:  ACCION  E INDICACIONES;,  Una  sola 
dosis  de  Imferon  (inyección  de  hierro  dex- 
trán) produce  una  alza  apreciable  de  la 
hemoglobina  y una  serie  completa  de  inyec- 
ciones restituye  efectivamente  los  depósitos 
de  hierro.  El  Imferon  está  indicado  úni-  ] 
camente  en  casos  diagnosticados  de  anemia 
ferropriva,  en  los  que  resulta  inefectiva  o 
poco  práctica  la  administración  de  hierro 
oral.  Tales  deficiencias  de  hierro  pueden 
incluir:  pacientes  en  el  último  trimestre  de 
gestación;  pacientes  con  trastornos  gastro- 
intestinales o en  vías  de  recuperación  de 
intervenciones  quirúrgicas  del  tracto  gastro- 
intestinal; hemorragias  crónicas  con  pér- 
didas de  hierro  continuas  y masivas  que  no 
responden  rápidamente  al  hierro  oral;  pa- 
cientes refractarios  a transfusiones  como 
fuente  de  hierro;  niños  con  anemia  hipo- 
crómica;  pacientes  en  quienes  no  se  puede 
confiar  que  tomen  hierro  oral. 

COMPOSICION:  El  Imferon  (inyección  de 
hierro  dextrán)  es  una  solución  bien  tole- 
rada de  complejo  de  hierro-dextrán  que 
proporciona  el  equivalente  a 50  mg.  de 
hierro  elemental  por  cada  cc.  La  solución 
contiene  0.9%  de  cloruro  de  sodio  y su  pH 
varía  entre  5.2  y 6.  El  frasco-ámpula  de 
10  cc.  contiene  0:5%  de  fenol  como  preser- 
vativo. 

ADMINISTRACION  Y POSOLOGIA:  La  dosis,  ba- 
sada en  el  peso  corporal  y gramos  de 
hemoglobina  en  100  cc.  de  sangre,  varía 
desde  0.5  cc.  para  lactantes  hasta  5 cc.  para 
adultos,  aplicada  diariamente,  en  días  alter- 
nos, o semanalmente.  El  requerimiento 
total  en  cada  individuo  es  fácilmente  deter- 
minado mediante  la  tabla  de  dosificación 
contenida  en  el  prospecto.  La  inyección 
intramuscular  profunda  en  el  cuadrante 
superior  externo  de  la  región  glútea,  em- 
pleando la  técnica  trayectoria  en  Z (con 
desplazamiento  lateral  de  la  piel,  previo  a 
la  inyección) , asegura  buena  absorción  y 
evita  la  coloración  de  la  piel.  Se  recomienda 
una  aguja  de  por  lo  menos  dos  pulgadas  de 
largo  para  el  adulto  normal. 

EFECTOS  SECUNDARIOS  La  incidencia  de  efec- 
tos secundarios  sistémicos  y locales  es  poco 
común.  Puede  ocurrir  coloración  de  la  piel. 
Una  dosis  excesiva,  superior  a la  requerida, 
puede  producir  hemosiderosis.  A pesar  de 
que  las  reacciones  alérgicas  o anafilácticas 
son  rarísimas,  se  han  presentado  ocasional- 
mente reacciones  serias;  tres  reacciones 
fatales  han  sido  atribuidas  al  Imferon 
(inyección  de  hierro  dextrán).  Raras  veces 
se  ha  reportado  urticaria,  artralgia,  lin- 
foadenopatía,  náusea,  jaqueca  y fiebre.  Se 
recomienda  aplicar  inicialmente  una  dosis 
de  prueba  de  0.5  cc. 

PRECAUCIONES:  Si  hay  reacción  de  sensibili- 
dad a la  dosis  de  prueba  no  deberá  adminis- 
trarse el  fármaco.  El  Imferon  (inyección 
de  hierro  dextrán)  deberá  administrarse 
únicamente  por  vía  intramuscular  profunda. 
La  inyección  deberá  solamente  aplicarse  en 
el  cuadrante  superior  externo  de  la  región 
glútea,  y no  en  el  brazo  u otras  áreas.  El 
riesgo  de  carcinogénesis  en  seres  humanos 
es  insignificante  cuando  se  emplea  el 
Imferon  (inyección  de  hierro  dextrán)  en 
la  forma  recomendada. 

CONTRAINDICACIONES:  El  Imferon  (inyección 
de  hierro  dextrán)  está  contraindicado  en 
pacientes  con  sensibilidad  comprobada  al 
complejo  de  hierro  dextrán.  Por  estar  desti- 
nado exclusivamente  a la  terapia  de  las 
anemias  ferroprivas,  no  deberá  utilizarse  en 
el  tratamiento  de  otras  anemias. 
PRESENTACION:  Ampulas  de  2 cc.  cajas  de  10; 
ámpulas  de  5 cc.  cajas  de  4;  frasco-ámpulas 
de  10  cc.  de  dosis  múltiple. 


In  family  planning  . . . 


Complete  confidence  with  the  only 
complete  choice  of 


Medically  Accepted  Contraceptives 


for  the  Oral  Method 
ORTHO-NO  VUM* 

Norethindrone  with 
Mestranol  Tablets 


for  the  “alone”  method, 
without  diaphragm 

DELFEN* 

Vaginal  Cream 

DELFEN 

Vaginal  Foam 

PRECEPTIN* 

Vaginal  Gel 


for  the  Diaphragm  Method 
ORTHO-GYNOL* 

Vaginal  Jelly 

ORTHO-CREME* 

Vaginal  Cream 
ORTHO*  Diaphragm 

(Coil  Spring) 

ORTHO-WHITE*  Diaphragm 

(Flat  Spring) 

ALL-FLEX*  Diaphragm 
for  the  Intrauterine  Method 

GYNEKOIL*  Intrauterine  Spiral 
LIPPES  LOOP* 

Intrauterine  Double-S 


ORTHO  PHARMACEUTICAL  CORPORATION 
Raritan,  New  Jersey,  U.S.A. 
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¡PIENSE  EN  EL  DIA  -MEMOS'  PENSADO ! 


¿QUIEN  LE  ASEGURA  QUE  EL  NACIMIENTO  DE  UN  HIJO  NO  LE  OCASIONARA  SERIOS  PROBLEMAS  ECONOMICOS? 
LA  SSS  LE  ASEGURA  PROTECCION  A MADRE  Y CRIATURA  i Y TAMBIEN  A SU  PRESUPUESTO! 


La  SSS  — Seguros  de  Servicios  de  Salud — es  la  más  completa  protección  para 
personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una  módica 
prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  todos  los  servicios 
indispensables  con  el  médico,  hospital  o laboratorio  de  su  selección.  Los  servicios 


de  maternidad  de  la  SSS  cubren  práctica- 
mente todos  los  gastos  desde  el  momento  en 
que  la  madre  ingresa  al  hospital.  La  SSS  pone 
a su  disposición  todas  las  ventajas  de  la  me- 
dicina privada,  a través  de  873  médicos  y 
especialistas,  31  hospitales  y 40  laboratorios. 
Algunos  de  nuestros  planes  incluyen  hasta 
servicios  dentales,  con  240  dentistas  asocia- 
dos. Para  más  detalles,  llene  el  cupón  que 
publicamos  aqui  y envíelo  a la  dirección  que 
aparece  en  el  mismo.  También  puede  visitar 
nuestras  oficinas  o llamar  a los  teléfonos: 
724-3737  en  San  Juan,  878-1248  en  Arecibo, 
842-7367  en  Ponce  y 832-6942  en  Mayagüez. 


SSS.  Apartado  11215.  Santurce 
Calle  Europa  620, 

Parada  22.  Santurce 

Señores 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 
sus  beneficios  para  mi. 

NOMBRE — 

DIRECCION 

(Calle  y número,  o apartado) 

CIUDAD  O PUEBLO ZIP  CODE  — 


LA  SSS  LE  DA  TRIPLE  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 


MALARIA  AMONG 
PUERTO  RICAN  VETERANS 
OF  THE  VIET  NAM  CONFLICT 


Malaria,  a disease  long  eradicated  in 
Puerto  Rico,  is  again  a challenge  to  the  phy- 
sician with  the  finding  of  this  protozoan  in- 
action among  servicemen  returning  from 
Viet  Nam.  With  the  expansion  of  military  ac- 
tivities  by  the  Armed  Forces  in  South-East 
Asia,  the  dispersion  of  Peace  Corps  workers 
and  tourists,  malaria  is  also  increasing  in  the 
United  States  ( 1 ) . 

The  history  of  malaria  in  Puerto  Rico  is 
interesting.  It  was  introduced  and  rapidly 
spread  by  African  slaves  brought  to  the  is- 
land during  the  Spanish  period.  At  the  time 
that  epidemiological  studies  were  first  con- 
ducted in  1920  the  parasitic  index  in  the 
coastal  areas  of  the  island  was  31%  and  in 
the  mountain  areas  1.3%.  At  that  time  the 
annual  mortality  rate  was  estimated  at  300/ 
100,000  inhabitants.  Between  1931  and  1940 
there  were  24,007  deaths  due  to  malaria  with 
a monthly  average  of  200  deaths.  Blackwater 
fever  was  rare  while  cerebral  malaria  was 
most  frequent,  mainly  in  the  younger  age 
group.  Although  Plasmodium  vivax  infections 
predominated,  Plasmodium  falciparum  was 
the  most  frequent  organism  found  in  fatal 


From  the  Medical  Service,  Veterans  Adminis- 
tration Hospital  and  the  Department  of  Medicine, 
University  of  Puerto  Rico  School  of  Medicine,  San 
Juan,  Puerto  Rico. 

Presented  at  the  Puerto  Rico  Medical  Associ- 
ation Annual  Meeting,  San  Juan,  Puerto  Rico, 
November  18,  1966. 


Ramón  Bermúdez,  M.  D. 

P.  H.  García  Pont,  M.  D. 

Julio  V.  Rivera,  M.  D.,  F.A.C.P. 

cases.  It  was  estimated  during  this  period 
that  55%  of  the  terrain  of  the  island  was 
malarial.  In  1925,  the  Bureau  of  Malarial 
Control  was  established,  mostly  through  funds 
provided  by  the  Rockefeller  Foundation.  Dr. 
W.  C.  Earle  was  sent  to  Puerto  Rico  by  the 
Foundation  to  pioneer  in  the  struggle  against 
malaria.  Initially,  anti-mosquito  programs 
were  the  principal  measures  applied,  but  in 
1935  this  approach  was  abandoned  and  it 
was  attempted  to  eradicate  the  disease  by 
treating  carriers  and  cases.  This  approach, 
however,  brought  disastrous  results.  During 
the  period  1932-1936  there  were  28,817  re- 
corded cases  and  2,000  deaths  per  year.  In 
1939,  there  were  24,101  recorded  cases  with 
1,637  deaths  and  in  1940  there  were  1,817 
deaths  attributed  to  malaria.  The  initiation 
of  the  Second  World  War  brought  more 
federal  aid  to  fight  malaria,  but  there  was 
actually  a temporary  increase  in  the  number 
of  cases  of  malaria  because  efforts  were  direct- 
ed at  clearing  malaria  around  military  camps 
and  the  rest  of  the  island  was  neglected. 
During  the  period  1942-1946  the  introduction 
of  DDT  made  a tremendous  change  in  the 
malarial  control  program.  In  1953,  the 
malaria  eradication  program  was  terminated 
and  since  1955  practically  no  cases  of  malaria 
arising  in  the  island  have  been  reported  ( 2 ) . 

During  the  Korean  Conflict  and  shortly 
afterwards  there  occurred  in  Puerto  Rico 
thirteen  recorded  cases  of  malaria  due  to 
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Plasmodium  vivax.  All  of  these  patients  had 
had  a tour  of  duty  in  Korea  and  all  of  them 
responded  favorably  to  a drug  combination 
of  primaquine  and  chloroquine  with  no 
relapses.  No  secondary  cases  were  reported 
(3). 

Up  to  the  time  of  this  writing  nine  cases 
of  malaria  have  been  seen  at  the  V eterans 
Hospital,  all  arising  from  the  Vietnam  Con- 
flict. 

A description  of  the  clinical  and  labora- 
tory findings  and  the  therapeutic  problems 
presenting  in  these  cases  is  the  object  of  this 
report. 

Clinical  and  Laboratory  Data 

Our  patients  were  all  between  the  ages 
of  20  and  27  years,  were  otherwise  healthy 
and  had  been  discharged  from  the  service 
after  a tour  of  duty  in  Vietnam.  Two  of  them 
had  malaria  and  had  been  treated  while  in 
uniform,  and  the  disease  recurred  following 
the  return  to  civilian  life.  (Cases  2,  4).  All 
of  them  had  supposedly  taken  during  their 
tour  of  duty  suppressive  antimalarial  treat- 
ment as  given  by  the  Armed  Forces  to  per- 


sonnel in  an  endemic  area.  They  also  were 
instructed  to  take  this  medication  for  six 
weeks  after  discharge.  Four  patients  develop- 
ed full  clinical  pictures  of  malaria  the  same 
month  they  were  discharged,  when  suppres- 
sive antimalarial  therapy  had  been  discon- 
tinued. In  three  other  patients  this  recur- 
rence was  delayed  for  a month.  Irregular 
suppressive  therapy  may  account  for  the  dif- 
ference noted. 

Five  of  our  patients  had  anemia  at  the 
time  of  admission  (Table  I).  Only  one  case 
had  recognizable  jaundice  on  physical  ex- 
amination (Case  2).  Reticulocytosis  was  noted 
in  only  one  case  (Case  6).  Hemoglobinuria 
was  found  in  one  case,  (Case  3).  Several 
patients  showed  an  increase  of  indirect  bilir- 
ubin. Two  cases  had  slight  elevation  of  trans- 
aminases (Cases  1 and  3).  Diagnosis  in  six 
of  the  cases  were  first  made  at  the  Veterans 
Administration  facilities.  The  other  three 
cases  were  diagnosed  at  other  hospitals. 

The  diagnosis  was  established  from  thick 
smears.  Species  diagnosis  and  morphological 
details  were  based  on  examinations  of  thin 
smears.  The  group  includes  6 Plasmodium 
vivax  and  3 Plasmodium  falciparum  cases.] 


TABLE  I:  LABORATORY  FINDINGS 


Cases 

Species 

Leukocytes 
(/cu.  mm.) 

Hemoglobin 
(g/100  ml.) 

Hct. 

(%> 

Ret. 

(%) 

Bilirubin 

(mg/100  ml) 

SCOT 

SGPT 

(units) 

LDH 

i 

P. 

vivax 

10,000 

12.2 

41 

0.6 

0.95 

48 

28 

240 

2 

P. 

vivax 

8.350 

16.0 

52 

0.7 

1.49 

- 

- 

- 

3 

P. 

falciparum 

7,850 

10.6 

36 

- 

0.10 

33 

45 

- 

4 

P. 

falciparum 

5,450 

11.0 

37 

- 

0.55 

- 

- 

- 

5 

p. 

vivax 

12,350 

9.8 

30 

- 

0.45 

- 

- 

- 

6 

p. 

vivax 

6,872 

7.8 

30 

4.9 

0.55 

- 

- 

- 

7 

p. 

vivax 

3,415 

14.0 

45 

- 

0.70 

30 

21 

850 

8 

P. 

falciparum 

5.286 

12.6 

42 

1.3 

- 

10 

20 

320 

9 

p. 

vivax 

3,123 

11.6 

38 

- 

1.95 

- 

- 

— 
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(Table  II).  The  symptoms  were  not  usually 
classic  at  first  but  eventually  all  the  patients 
developed  chills  and  fever. 


TABLE  II:  MALARIAL 

SPECIES 

Species  • 

No.  of  cases 

Plasmodium  vivax 

6 

Plasmodium  falciparum 

3 

A clinical  picture  very  similar  to  an  in- 
fluenzal syndrome  was  present  in  all  at  one 
time  or  another,  and  at  some  stage  in  the 
course  of  the  illness  they  were  treated  as  such, 
while  on  active  duty  or  by  private  local  doc- 
tors. Sweating,  low  grade  fever,  myalgias,  ab- 
dominal pain,  nausea,  vomiting  and  sensation 
of  cold  were  the  most  prominent  symptoms. 
Six  of  the  cases  had  splenomegaly,  some  of 
them  with  tenderness.  Two  of  the  cases  had 
hepatomegaly,  variably  tender. 

Figure  I shows  the  geographic  distribu- 
tion of  the  cases  reviewed  here. 

The  following  cases  illustrate  some  of  the 
diagnostic  and  therapeutic  problems  encoun- 
tered in  our  experience. 


Case  Reports 

Case  1 : A 20-year-old  white  male  was  ad- 
mitted on  February  2,  1966,  because  of  fever,  chills 
and  sweats  of  one  week  duration.  The  history 
dated  back  to  October,  1965,  when  while  stationed 
in  \ iet  Nam  and  taking  chemoprophylactic  anti- 
malarial  drugs  weekly,  he  developed  low  grade 
fever,  anorexia,  generalized  malaise,  weakness,  and 
myalgias  following  a ten-day  period  of  patrol  in  the 
battlefield.  He  was  treated  with  antipyretics,  but 
symptoms  persisted  and  he  was  then  transferred  to 
Triplet-  Army  Hospital,  Hawaii,  and  continued 
on  weekly  suppressive  therapy.  He  was  separated 
from  the  Army  in  December,  1965.  In  January, 
1966,  symptoms  recurred  and  he  was  seen  by 
private  physicians  in  Bayamón,  who  prescribed 
tablets  and  injections.  He  apparently  improved 
following  treatment  until  a week  prior  to  ad- 
mission when  symptoms  recurred. 

When  hospitalized  he  was  febrile  and  had 
tender  splenomegaly.  Thin  blood  smears  revealed 
P.  i’ivax  and  the  patient  was  initiated  on  a 
chloroquine  primaquine  regime,  the  latter  for  15 
days.  He  promptly  became  asymptomatic  and  was 
discharged  doing  well  on  weekly  dosage  of  prima- 
quine base  45  mg  and  chloroquine  base  300  mg 
for  eight  weeks.  Repeated  thick  and  thin  blood 
smears  following  discharge  were  negative.  On 
follow  up  he  has  continued  asymptomatic. 


Fig.  1:  Geographic  distribution  of  malaria  cases,  1966-67. 
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This  case  is  a typical  one  of  P.  vivux  malaria, 
which  received  a combination  of  primaquine  and 
chloroquine  and  no  recurrence  or  relapse  has  been 
observed. 

Case  2:  A 22-year  old  white  male  was  admit- 
ted for  the  first  time  on  March  21,  1966,  with 
fever,  dehydration,  myalgias  and  abdominal  pain. 
According  to  the  patient  he  had  been  on  suppres- 
sive therapy  while  in  Viet  Nam  in  December,  1965 
and  had  been  told  that  he  had  malaria  and  was 
treated  in  Vietnam  and  Japan.  He  was  discharged 
from  the  Army  in  February,  1966.  Physical  exam- 
ination disclosed  tender  splenomegaly  and  labora- 
tory studies  revealed  bilirubinemia  ajid  anemia. 
There  were  ring  forms  of  P.  vivax  in  the  blood 
smears. 

While  hospitalized  he  had  a febrile  course  of 
the  tertian  type  and  was  given  the  usual  dosage  of 
choloroquine  and  primaquine  base  for  9 days.  He 
was  discharged  asymptomatic  on  April  4,  1966, 
and  was  to  be  followed  at  the  outpatient  clinic 
receiving  a weekly  dosage  of  primaquine  and 
chloroquine  for  eight  weeks.  When  seen  at  the 
outpatient  clinic  he  apparently  remained  asymp- 
tomatic, and  stated  he  was  taking  the  medication 
as  directed. 

This  patient  was  readmitted  on  November  26, 
1966,  with  fever,  chills,  and  tender  splenomegaly. 
Laboratory  studies  revealed  ring  forms  of  P.  vivax 
on  thick  and  thin  smears,  but  he  had  no  anemia, 
bilirubinemia,  reticulocytosis  or  hemoglobinuria. 
He  was  treated  with  the  usual  dose  of  chloroquine 
and  primaquine  thereafter  for  14  days.  He  was  also 
given  a course  of  pyrimethamine  (Daraprim®)  and 
sulfadiazine.  He  was  discharged  asymptomatic  on 
January  16,  1967,  on  a weekly  dosage  of  chlor- 
oquine 300  mg  base  and  primaquine  45  mg  base 
to  be  followed  at  the  outpatient  clinic. 

This  patient  probably  did  not  receive  adequate 
therapy  with  primaquine  during  the  first  hospital- 
ization, and  this  caused  a relapse. 

Case  3:  A 26-year  old  mulatto  male  was 
admitted  to  the  "University  Hospital  on  October 
31,  1965,  because  of  fever  and  chills  followed  by 
profuse  sweating.  W’hile  in  Vietnam  he  received 
suppressive  medication  which  he  took  until  Octo- 
ber 22,  1965,  the  day  prior  to  his  arrival  in  Puer- 
to Rico. 

The  day  after  his  arrival  he  noted  the  above 


symptoms  which  prompted  his  hospitalization  at 
University  Hospital.  Physical  examination  revealed 
hepatosplenomegaly.  Laboratory  studies  on  admis- 
sion revealed  indirect  bilirubinemia,  reticulocytosis, 
anemia,  and  hemoglobinuria.  Thick  and  thin  smears 
revealed  ring  forms  and  gametocytes  of  P.  falci- 
parum. He  was  treated  with  the  usual  doses  of 
chloroquine,  becoming  afebrile  on  the  second  day 
of  therapy.  Symptoms  later  recurred  and  he  was 
given  a course  of  quinine  sulfate  after  which  he 
improved.  He  was  then  transferred  to  this  hospital 
on  November  11,  1965  and  was  discharged  No- 
vember 25,  1965.  Repeated  smears  during  this 
hospitalization  were  negative.  There  is  no  record 
of  this  patient  receiving  suppressive  medication 
following  his  discharge. 

This  patient  presented  the  problem  of  chloro- 
quine resistant  Plasmodium  falciparum.  For  this 
reason  he  received  quinine  sulfate,  which  gave 
good  results. 

Case  4:  A 21 -year  old  white  male  was  admitted 
on  April  25,  1966,  because  of  chills  and  fever.  He 
was  diagnosed  as  suffering  from  P.  falciparum 
malaria  while  in  Vietnam  in  1965.  He  received 
treatment  consisting  of  chloroquine  and  quinine 
sidfate  while  in  Vietnam,  but  symptoms  recurred 
once  medications  were  stopped.  Clinical  symptoms 
were  chills  and  erratic  fever.  When  admitted  to  j 
this  hospital  he  had  anemia  and  thin  smear 
revealed  ring  forms  and  typical  gametocytes  of 
P.  falciparum.  He  was  then  started  on  the  usual 
dosage  of  chloroquine.  Serial  smears  revealed  the 
disappearance  of  ring  forms,  but  persistence  of 
gametocytes  of  P.  falciparum.  He  was  subsequently 
given  a dose  of  pyramethamine  (Daraprim®)  and 
sulfadiazine  which  resulted  in  prompt  eradication 
of  gametocytes  from  the  blood  stream  and  cure. 
He  was  discharge  doing  well  on  a weekly  dose  of 
primaquine  and  chloroquine. 

This  case  represents  one  of  Plasmodium  falci- 
parum, in  which  gametocytes  persisted  in  the  blood, 
after  initial  chloroquine  therapy  and  which  re- 
sponded well  to  pyrimethamine-sulfadiazine  me- 
dication. 

Discussion 

Our  falciparum  malaria  cases  did  not 
present  bizarre  clinical  pictures,  as  described 
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in  the  older  literature,  and  have  been  seen 
in  the  United  States  among  veterans  return- 
ing from  the  same  areas.  Gastrointestinal  and 
musculoskeletal  complaints,  unexplained  high 
fevér,  postural  hypotension,  irrational  beha- 
vior and  delirium  may  be  the  presenting 
symptoms.  The  diagnosis  can  be  missed  if  the 
physician  is  not  aware  of  these  variations. 
Untreated  falciparum  malaria  carries  a very 
high  mortality.  Malaria  should,  therefore,  be 
considered  as  a possibility  in  any  obscure  ill- 
ness in  a patient  who  has  been  in  an  endemic 
area. 

Our  cases  were  diagnosed  by  thick  and 
thin  blood  smears.  It  is  generally  accepted 
that  for  diagnosis  the  thick  blood  smear  is 
more  reliable,  but  for  species  and  morphologic 
diagnosis  the  thin  smear  is  preferred.  Con- 
centration of  parasites  from  the  blood  using 
saponin  with  destruction  of  the  red  blood 
cells  also  have  been  successfully  employed 

(6) .  As  a further  diagnostic  aid,  immuno- 
fluorescent  tests  for  malaria  are  now  available 

(7) .  This  test  is  available  free  of  charge  to 
any  physician  and  is  performed  by  the  De- 
partment of  Health,  Communicable  Disease 
Center,  Atlanta,  Georgia. 

The  present  chemoprophylactic  treatment 
given  by  the  Armed  Forces  consists  of  a 
combined  tablet  containing  300  mg  chloro- 
quine  base  and  45  mg  primaquine  base.  It 
is  given  weekly  to  all  soldiers  in  South-East 
Asia.  Since  most  of  the  cases  (90%)  in  that 
area  are  due  at  present  to  Plasmodium  falci- 
parum, it  has  been  suggested  that  chemopro- 
phylactic treatment  suppresses  mainly  the 
Plasmodium  vivax  infection  (4). 

The  accepted  standard  treatment  for 
Plasmodium  vivax  cases  and  previously  un- 
treated Plasmodium  falciparum  cases  is  as 
follows:  Chloroquine  Phosphate  1 gm  (2 
tablets  each  containing  300  mg  of  base)  fol- 


lowed by  0.5  g six  hours  later  and  then  0.5  g 
daily  for  the  next  two  days.  If  the  patient 
cannot  retain  the  drug  given  orally,  it  should 
be  given  as  the  dihydrochloride  250  mg  in- 
tramuscularly and  repeated  in  six  hours 
switching  as  soon  as  possible  to  the  oral  med- 
ication. This  regime  should  be  employed  ini- 
tially for  all  patients  with  any  type  of  malaria 
who  are  not  critically  ill  and  in  whom  the 
record  does  not  indicate  that  such  a course 
of  therapy  has  been  already  administered. 
Five  of  our  cases  with  Plasmodium  vivax  in- 
fection were  treated  successfully  by  this  me- 
thod. This  treatment  was  followed  by  the 
use  of  300  mg  chloroquine  base  and  45  mg 
primaquine  base  weekly  for  eight  weeks  to 
further  insure  against  relapse.  Two  cases 
received  primaquine  15  mg  base  daily  for  15 
days.  Follow  up  demonstrated  complete  cure. 

All  cases  of  P.  vivax  should  receive  a 
course  of  primaquine  base  15  mg  daily  for 
14  days  (5).  This  drug  is  very  active  against 
sexual  forms  (gametocytes)  of  sensitive  strains 
and  against  tissue  stages  as  well  as  against  the 
development  of  gametocytes  in  the  mosquito 
(sporontocidal  action).  Primaquine  in  the 
above  dosage  should  not  be  given  in  acute 
cases  of  P.  falciparum  since  cases  of  black- 
water  fever  have  been  reported  w'ith  the  use 
of  this  drug  (3).  We  have  not  encountered 
as  yet,  a case  of  P.  vivax  malaria  arising  from 
Vietnam  whose  sexual  forms  (gametocytes) 
have  been  resistant  to  primaquine  therapy. 

In  patients  who  are  gravely  ill  or  have  not 
responded  to  chloroquine  treatment  or  have 
had  a relapse  in  spite  of  the  aforementioned 
tréatment,  quinine  is  the  drug  of  choice. 
Quinine  is  administered  as  the  sulphate,  1 g 
three  times  daily  for  two  days  followed  by 
0.65  g three  times  a day  for  the  next  eight 
days.  Because  of  its  tendency  to  cause  postural 
hypotension,  the  patient  should  be  kept  in 
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bed  during  treatment.  The  urine  output 
should  be  watched  for  oliguria  in  which  case 
quinine  should  be  discontinued.  When  the 
patient  cannot  tolerate  quinine  because  of 
vomiting,  or  when  coma  is  present  in  cases 
of  falciparum  malaria,  the  drug  must  be 
given  intravenously.  This  treatment  carries  a 
serious  hazard  and  should  be  resorted  to  only 
when  other  forms  of  treatment  are  not  feasi- 
ble. Quinine  is  given  intravenously  as  the 
dihydrocholoide,  600  mg  in  600  ml  of  normal 
saline  by  very  slow  intravenous  drip  over  a 
period  of  at  least  30  minutes  with  constant 
monitoring  of  the  blood  pressure  and  pulse. 
The  same  dose  can  be  repeated  at  intervals 
of  6 to  8 hours  if  the  patient’s  condition  so 
requires.  Oral  tube  therapy  should  be  utilized 
as  soon  as  possible.  We  did  not  have  to  resort 
to  quinine  treatment  in  our  cases  although 
one  received  oral  quinine  at  the  University 
Hospital  prior  to  transfer  to  the  Veterans 
Administration  Hospital  (case  3>.  Another 
patient  received  quinine  while  in  Vietnam, 
(case  4).  Both  patients  were  falciparum  cases. 
Because  of  recurrence  after  chloroquine  and 
quinine  treatment  in  one  of  our  patients  and 
persistence  of  gametocytes,  we  resorted  to 
pyrimethamine  (Daraprim  ®)  given  in  50 
mg  dose  daily  for  three  consecutive  days  to- 
gether with  sulfadiazine  which  potentiates 
its  effect  in  a dosage  of  0.5  gm  every  six 
hours  for  five  days.  This  treatment  resulted 
in  total  cure  (case  4).  Pyrimethamine  belongs 
to  the  group  of  drugs  known  as  folic  acid 
antagonists  and  precautions  as  to  bone  mar- 
row effects  should  be  taken. 

All  of  these  patients  should  be  checked 
weekly  after  treatment  with  thick  blood 
smears.  In  addition,  patients  should  take  the 
combined  chloroquine-primaquine  prophy- 
lactic tablet  at  weekly  intervals  for  a total  of 
eight  weeks  as  further  insurance  against  re- 


lapse. 

The  infrequent  but  serious  complications 
of  falciparum  malaria — blackwater  fever,  con- 
tinues to  be  a serious  threat.  This  is  an  acute 
intravascular  hemolytic  episode  with  the  he- 
moglobinuria being  the  cardinal  diagnostic 
sign.  Mannitol,  hydration  and  alkalinization, 
together  with  peritoneal  and  hemodyalisis,  if 
renal  failure  occurs,  are  the  main  therapeutic 
weapons.  Even  though  quinine  has  been 
blamed  as  a possible  etiologic  agent  in  black- 
water  fever,  it  should  be  given  to  a patient 
with  hemolysis  if  there  is  demonstrable  para- 
sitemia. 

Corticosteroids  have  been  used  by  some 
for  cerebral  malaria  and  unresponsive  black- 
water  fever.  Although  many  other  forms  of 
treatment  are  being  constantly  tested,  the 
ones  mentioned  above  are  the  safest  and  the 
most  effective  available  at  this  time. 

As  previously  mentioned,  malaria  was  a 
serious  threat  to  the  island  in  the  early  part 
of  the  century.  Considering  the  fact  that  the 
Anopheles  mosquito  is  quite  widespread  on 
the  island,  the  possibility  of  the  occurence  of 
secondary  cases  exits.  Given  the  small  number 
of  cases  it  does  not  seem  likely  that  this 
should  become  a serious  public  health  prob- 
lem. 

We  cannot  end  our  discussion  without 
mentioning  that  malaria  is  still  a universal 
problem.  Continuous  research  is  being  carried 
on  from  all  aspects.  New  techniques  in  diag- 
nosis, treatment,  and  in  research  of  the  in- 
fection are  being  constantly  developed.  We, 
as  physicians,  are  now  in  a position  where  we 
have  to  review  our  knowledge  of  the  disease, 
learn  the  new  advances,  and  most  of  all, 
be  aware  of  its  existence  in  our  environment. 

Summary 

The  history  of  malaria  in  Puerto  Rico  is 
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reviewed.  The  laboratory  findings  as  well  as 
physical  and  clinical  findings  in  nine  cases 
of  malaria  arising  among  Puerto  Rican  ve- 
terans of  the  Vietnam  conflict  aie  presentid 
and  discussed. 

Cases  presenting  different  therapeutic 
problems  are  discussed  separately.  Methods 
of  diagnosis  and  present  day  treatment  aie 
discussed. 

An  attempt  is  made  to  alert  local  physi- 
cians to  the  fact  that  malaria  is  again  present 
in  our  environment.  Prompt  diagnosis  and 
treatment  is  essential  to  prevent  secondary 
cases  among  our  citizens. 

Resumen 

Se  revisa  la  historia  de  la  malaria  en 
Puerto  Rico.  Se  presentan  y se  discuten  los 
hallazgos  de  laboratorio,  así  como  también  los 
hallazgos  físicos  y clínicos  en  nueve  casos  de 
malaria  en  veteranos  puertorriqueños  parti- 
cipando en  el  conflicto  bélico  de  Vietnam. 

Se  discuten  por  separado  cuatro  casos 
que  presentan  diferentes  problemas  terapéu- 
ticos. Se  discuten  los  métodos  de  diagnóstico 
y tratamiento  más  recientes. 

Queremos  exhortar  al  médico  puertorri- 


queño a que  esté  consciente  de  que  la  malaria 
otra  vez  se  encuentra  en  nuestro  medio  am- 
biente. Es  de  gran  importancia  hacer  un  diag- 
nóstico temprano  y tratar  la  enfermedad 
para  evitar  casos  secundarios  entre  nuestros 
ciudadanos. 
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ESOPHAGEAL  PERFORATION 


Esophageal  perforation  is  a lethal  condi- 
tion if  not  treated  promptly  and  adequately. 
Its  incidence  has  been  increasing  due  to  the 
increased  frequency  of  esophageal  instrumen- 
tation in  the  diagnosis  and  treatment  of  le- 
sions of  the  esophagus  and  stomach.  (1,  2, 
3,  4,  5)  Perforation  is  nearly  always  due  to 
trauma;  the  trauma  associated  with  esopha- 
geal instrumentation,  with  the  ingestion  of 
foreign  bodies,  and  with  blunt  or  penetrating 
injuries  to  the  neck  or  chest.  A small  group 
of  cases  is  non  traumatic  in  origin  and  in- 
cludes spontaneous  rupture  of  the  esophagus. 
This  is  a rare  condition  of  obscure  etiology 
and  usually  preceded  by  a severe  bout  of 
vomiting  associated  with  gastric  retention 
(2). 

We  have  reviewed  the  cases  of  esophageal 
perforation  seen  at  the  Veterans  Adminis- 
tration Hospital,  San  Juan,  Puerto  Rico,  in 
order  to  emphasize  the  management  of  this 
condition  and  the  hazards  of  instrumental 
procedures  involving  the  esophagus. 

Clinical  Material  and  Results 

Twelve  cases  of  esophageal  perforation 
have  been  diagnosed  at  this  hospital,  in  the 
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past  ten  years.  The  average  age  of  the  pa- 
tients was  56  years,  the  oldest  being  78  years 
old  and  the  youngest  24.  Four  perforations 
were  caused  by  the  accidental  ingestion  of 
foreign  bodies  (chicken  or  beef  bones).  Two 
of  the  patients  had  penetrating  injuries,  one 
a stab  wound  to  the  neck  with  laceration  of 
the  esophagus  and  trachea,  the  second  a 
gun-shot  wound  of  the  right  side  of  the  neck 
with  injury  to  the  brachial  plexus  and  eso- 
phageal pertoration.  The  remaining  six  were 
secondary  to  instrumentation  of  the  esopha- 
gus. During  the  same  period  of  time,  670 
esophagoscopies  were  performed,  giving  an 
incidence  of  perforation  of  0.9  per  cent.  No 
cases  of  spontaneous  rupture  of  the  esophagus 
were  diagnosed. 

The  relation  between  the  level  of  perfora- 
tion and  the  causative  factors  is  shown  in 
Table  I.  Most  instrumental  perforations  occur 
in  the  cervical  area. 


TABLE  I:  LEVEL  OF 
PERFORATION  AND  CAUSE 


Level 

Instrumental 

Foreign 

Penetral- 

Body 

ing  Injury 

Cervical 

4 

2 

2 

Upper  Thoracic 

— 

2 

Lower  Thoracic 

2 

- 

- 

Clinical  Picture : This  varies  according 
to  the  location  of  the  esophageal  perforation 
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and  the  time  interval  from  perforation  to 
diagnosis.  Most  of  our  instrumental  perfora- 
tions were  diagnosed  early,  the  average  in- 
terval from  perforation  to  diagnosis  being 
less  than  five  hours,  which  accounts  for  the 
paucity  of  symptoms.  The  endoscopist  sus- 
pected the  perforation  because  of  the  diffi- 
culty of  the  procedure  or  the  patient’s  com- 
plaint of  substernal  pain  during  or  after 
esophagoscopy  prompting  us  to  perform  ap- 
propriate diagnostic  studies. 

The  patients  sustaining  a cervical  perfora- 
tion complained  of  discomfort  in  the  neck 
of  varying  intensity.  In  some  the  pain  was 
severe  and  was  aggravated  by  movement  of 
the  head,  and  there  was  tenderness  in  one 
or  both  sides  of  the  neck.  Dysphagia  was 
present  in  only  half  of  the  patients.  However, 
it  was  not  as  common  a symptom  in  the  cases 
with  instrumental  perforation,  again  due  to 
the  early  diagnosis  and  prompt  institution 
of  treatment  in  these  cases. 

The  patients  with  perforation  due  to 
foreign  bodies  complained  of  the  sensation 
that  something  was  stuck  somewhere  along 
the  esophagus  and  could  point  to  the  ap- 
proximate level  of  the  esophagus  where  the 
foreign  body  was  lodged. 

Subcutaneous  emphysema  in  the  cervical 
region  is  a reliable  and  important  sign.  It 
was  present  in  five  of  the  patients.  One  of 
the  patients  with  perforation  of  the  lower 
third  of  the  esophagus  was  described  as  hav- 
ing abdominal  distention. 

It  is  interesting  to  note  that  none  of  the 
patients  developed  shock  as  is  frequently 
described  in  the  literature  in  this  condition. 
Only  three  of  the  patients  experienced  a 
slight  increase  in  the  pulse  rate  and  in  only 
one  fever  was  a part  of  the  presenting  picture. 
Leukocytosis  was  present  in  only  three  of  the 


patients. 

. In  one  patient,  mediastinitis  advanced  to 
rupture  into  the  right  pleural  space  with 
profound  sepsis,  empyema,  and  death. 

Diagnosis:  Roentgeograms  of  the  chest 
and  soft  tissues  of  the  neck  and  esophago- 
gram  are  the  most  useful  adjuncts  in  the 
diagnosis.  (2,  5)  They  were  of  value  in  the 
diagnosis  in  eleven  of  the  twelve  patients 
studied.  In  instrumental  perforations  of  the 
cervical  esophagus  air  in  the  prevertebral 
space  or  in  the  soft  tissues  of  the  neck  was  a 
constant  finding  (Figures  la,  2).  Air  was 
not  seen  in  the  soft  tissues  of  the  neck  in  the 
patients  with  perforations  secondary  to  fore- 
ign bodies.  In  the  latter  group  there  was 
widening  of  the  prevertebral  space  seen  in 
lateral  views  of  the  neck.  We  assume  that 
the  inflammatory  reaction  was  greater  in  the 
foreign  body  perforation  and  that  either  the 


Fig.  la:  Lateral  X-ray  of  the  neck  showing  air 
in  the  prevertebral  region  following  perforation 
of  the  cervical  esophagus. 
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Fig.  lb:  Barium  swallow  of  the  same  patient 
showing  extravasation  of  barium  into  the  cervical 
region  and  mediastinum. 
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12-10-67. 
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Fig.  2:  Lateral  view  of  the  neck  showing  ex- 
tensive subcutaneous  emphysema  following  esophag- 
eal perforation. 


perforation  was  in  general  smaller  or  that 
edema  prevented  the  escape  of  air  into  the 
periesophageal  tissues.  Mediastinal  emphy- 
sema and  widening  of  the  superior  medias- 
tinum may  be  seen  in  perforations  of  both 
cervical  and  thoracic  esophagus,  although 
more  frequent  in  the  latter  (Fig.  3).  In 
six  of  the  seven  patients  in  which  esophago- 
gram  was  performed  the  perforation  was 
demonstrated  (Figures  lb,  4,  5).  In  perform- 
ing esophagograms  we  have  used  both  radio- 
paque oil  and  barium.  We  have  not  found 
that  the  use  of  barium  increases  the  mor- 
bidity or  mórtality  of  esophageal  perforation. 

Treatment : Eleven  of  the  twelve  patients 
were  operated  upon.  A transcervical  approach 
was  used  in  six  and  a transthoracic  approach 
in  five  (Table  II).  The  interval  from  per- 
foration to  operation  ranged  from  three  hours 
to  ten  days.  Simple  drainage  of  the  perieso- 
phageal soft  tissue  at  the  site  of  perforation 


A * 
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k 

Fig.  3:  Subcutaneous  and  mediastinal  emphy- 
sema following  instrumental  perforation  of  cervical 
esophagus. 
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Fig.  5:  Barium  swallow  in  patient  with  perfora- 
tion of  distal  third  of  the  esophagus  with  extrava- 
sation of  barium  into  the  retroperitoneal  space. 

was  accomplished  in  five  patients.  Closure  of 
the  perforation  was  performed  in  five.  Gen- 
erally we  would  only  attempt  to  repair  the 
perforation  when  the  interval  from  perfora- 
tion to  repair  is  short  and/or  the  periesophag- 
eal reaction  is  judged  to  be  minimal.  Pri- 
mary resection  was  performed  once,  in  a 
patient  with  carcinoma  of  the  lower  third  of 
the  esophagus  who  during  esophagoscopy  sus- 
tained a perforation  just  proximal  to  the  le- 
sion. Gastrostomy  was  included  as  part  of 
the  surgical  procedure  in  six  patients  where 
we  wished  to  avoid  a prolongued  period  of 
parenteral  alimentation  and  the  condition 
of  the  patient  was  such  that  a high  caloric 
intake  was  desirable.  Table  III  lists  the  forms 
of  treatment  according  .to  the  etiologic  factor. 

None  of  the  seven  patients  operated  upon 
within  24  hours  died.  One  of  four  patients 
operated  upon  after  24  hours  died.  This  42 


Fig.  4 a:  Foreign  body  perforation  with  extrava- 
sation of  barium  outlining  the  pericardial  sac. 


Fig.  4b:  Same  study  a month  later  showing  a 
normal  esophagus.  Please  disregard  the  artefacts. 
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TABLE  II:  TREATMENT 


Transcervical 

Transthoracic 

Approach 

Approach 

Total 

Primary  closure 

2 

3 

5 

Drainage  only 

4 

1 

5 

Primary  resection 

- 

1 

1 

No  surgical  treatment 

— 

— 

1 

TABLE  III:  RELATION 

OF  TREATMENT 

TO  ETIOLOGIC 

FACTOR 

Treatment 

Instrumental 

Foreign  Body 

Penetrating  Injury 

Primary  closure 

with  Gastrostomy 

2 

1 

— 

without  Gastrostomy 

Drainage  only 

1 

1 

— 

with  Gastrostomy 

1 

- 

1 

without  Gastrostomy 

- 

2 

I 

Primary  resection 
with  gastrostomy 

1 





No  surgical  treatment 

1 

— 

— 

year  old  patient  accidentally  swallowed  a 
beef  bone  which  lodged  in  the  middle  third 
of  his  esophagus.  The  next  day  esophagos- 
copic  removal  was  attempted  elsewhere  which 
was  unsuccessful.  The  patient  was  transferred 
here  where  esophagogram  demonstrated  the 
foreign  body  and  a perforation  of  the  lower 
middle  third  of  the  esophagus.  The  foreign 
body  was  removed  at  left  thoracotomy  and 
two  perforations  were  repaired.  The  patient 
developed  a right  sided  empyema  and  esoph- 
ago-pleural  fistula.  The  empyema  was  drain- 
ed and  gastrostomy  performed.  He  then  de- 
veloped a left  subdiaphragmatic  abscess  and  a 
liver  abscess  and  died  34  days  following  the 
initial  surgical  procedure. 

One  patient  was  not  operated  on  because 
of  failure  to  recognize  the  condition.  This 


patient  had  advanced  cirrhosis  of  the  liver, 
early  hepatic  decompensation  and  a history 
of  gastrointestinal  bleeding.  Esophagoscopy 
was  performed  as  part  of  the  diagnostic 
survey  of  patients  included  in  the  Cooperative 
Study  of  Esophagogastric  Varices.*  The  at- 
tending physicians  failed  to  consider  the  ! 
possibility  of  perforation  when  the  patient 
developed  fever  the  day  after  esophagoscopy.  , 
The  mediastinitis  was  not  recognized  and  in 
spite  of  massive  doses  of  antibiotics  progress- 
ed to  rupture  into  the  right  pleural  space 
with  empyema,  massive  sepsis,  and  death  15 
days  following  instrumentation. 


* A cooperative  study  being  conducted  with  \ 
other  Veterans  Administration  Hospitals. 
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Discussion 

The  majority  of  esophageal  perforations 
follow  attempts  at  dilatation  or  esophagos- 
copic  examination  of  the  organ.  We  perform 
few  esophageal  dilatations  and  so  our  cases  all 
followed  endoscopic  study.  In  the  undiseased 
organ  perforation  occurs  at  one  of  the  areas 
of  normal  narrowing,  the  most  common  site 
being  just  below  the  crycopharyngeous  mus- 
cle. The  next  commonest  site  is  above  the 
esophageal  hiatus.  In  the  diseased  esophagus 
perforation  may  also  occur  just  proximal  to 
a constricting  lesion  such  as  carcinoma  or 
stricture. 

This  condition  should  not  be  difficult 
to  diagnose  if  the  possibility  is  kept  in  mind. 
The  most  important  factor  in  the  diagnosis 
is  a high  index  of  suspicion.  The  endoscopist 
should  suspect  a perforation  if  he  encounters 
any  difficulty  with  esophagoscopy,  or  if  the 
patient  complains  of  unusual  pain  or  discom- 
fort during  or  after  the  procedure.  If  a per- 
foration is  suspected  appropriate  diagnostic 
studies  should  be  obtained  immediately. 

Good  sedation  and  anesthesia  are  essential 
prior  to  any  esophageal  instrumentation.  We 
use  local  anesthesia  in  the  majority  of  pa- 
tients, but  occasionally  resort  to  general  anes- 
thesia particularly  with  an  uncooperative  pa- 
tient. 

The  pain  of  esophageal  perforation  may 
vary  from  slight  discomfort  to  severe  pain. 
It  may  be  aggravated  by  movement  of  the 
neck  or  by  bending  over.  It  is  most  commonly 
substernal  but  may  be  cervical  or  upper  ab- 
dominal. The  latter  location  is  seen  in  low 
esophageal  perforation  and  can  suggest  an 
intraabdominal  catastrophe  and  tempt  the 
inexperienced  to  perform  a laparotomy. 

As  emphasized  by  others  (5,  7)  esophageal 
perforation  should  be  regarded  in  the  same 
way  as  perforation  of  any  other  part  of  the 


alimentary  tract  and  should  be  treated  sur- 
gically. As  soon  as  the  diagnosis  is  made  oral 
feedings  are  discontinued,  antibiotics  begun, 
and  nasogastric  suction  instituted.  The  sur- 
gical management  of  choice  is  primary  closure 
of  the  perforation  through  a cervical  or  tho- 
racotomy incision  depending  on  the  level  of 
perforation.  If  repair  of  the  tear  is  not  pos- 
sible, adequate  drainage  is  established  and 
usually  suffices. 

We  adhere  to  the  policy  that  antibiotics 
are  only  adjuncts  to  prompt  surgical  treat- 
ment and  disagree  with  those  who  would 
temporize  with  cervical  perforations  in  the 
hope  of  avoiding  surgical  intervention  (4,  9, 
10).  As  stated  by  Nealon  (8)  the  morbidity 
and  mortality  is  higher  in  patients  who  have 
had  delayed  operation  and  drainage. 

Summary 

Twelve  cases  of  perforation  of  the  esoph- 
agus two  of  which  died  have  been  review- 
ed. Instrumentation  was  the  most  frequent 
cause  of  perforation.  Most  important  in  the 
diagnosis  is  a high  index  of  suspicion.  Early 
recognition  is  mandatory  in  the  treatment  of 
these  lesions.  Prompt  operation,  closure  of 
the  perforation,  and  adequate  drainage  are 
recommended.  Esophagoscopy  is  a potentially 
hazardous  procedure  which  should  be  per- 
formed only  on  specific  indications,  and 
only  by  trained  endoscopists. 

Resumen 

Doce  casos  de  perforación  esofágica,  dos 
de  los  cuales  murieron,  fueron  estudiados. 
Las  maniobras  instrumentales  en  el  esófago 
fueron  la  causa  más  común  de  la  perfora- 
ciones. Un  alto  índice  de  sospecha  es  lo  más 
importante  en  el  diagnóstico.  El  diagnóstico 
temprano  es  mandatorio  y se  recomienda  ope- 
ración inmediata  con  reparación  de  la  per- 
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foración  y drenaje  adecuado.  La  esofagosco- 
pia  es  un  procedimiento  que  conlleva  riesgos 
y debe  hacerse  con  indicaciones  específicas  y 
por  endoscopistas  con  entrenamiento. 
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Although  many  studies  have  been  made 
on  the  absorption  of  fats  by  sprue  patients, 
the  absorption  of  specific  fatty  acids  has  not 
been  studied  thoroughly.  Previous  studies  by 
Asenjo,  Rodriguez-Molina  and  Cancio  dem- 
onstrated that  tropical  sprue  patients  ex- 
hibit a steatorrhea  of  exogenous  origin,  which 
disappears  when  a very  low  fat  diet  is  in- 
gested, and  reappears  when  a steatorrhea 
test  diet  is  given.  The  level  of  endogenous 
fat  excretion  is  the  same  for  the  sprue  patient 
as  for  the  normal  control.  Therefore,  the  fat 
balance  technic  is  useful  in  the  study  of  fat 
absorption  in  sprue  patients,  since  the  fecal 
fat  excretion  represents  mainly  unabsorbed 
dietary  fat  (1,  2).  Poor  absorption  of  long- 
chain  saturated  fatty  acids  was  also  obser\ed 
in  12  tropical  sprue  patients  studied  while 
receiving  a steatorrhea  test  diet  consisting  o. 
43%  saturated  and  57%  unsaturated  fatty 
acids.  The  same  group  of  patients  absorbed 
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95%  of  the  unsaturated  fatty  acids  (3). 

Preliminary  work  by  Cancio  and  Me- 
néndez-Corrada  indicated  that  medium  chain 
triglycerides  are  absorbed  very  readily  by 
tropical  sprue  patients  (4). 

Therefore,  it  may  be  of  great  theoretical 
as  well  as  practical  advantage  to  study  in 
greater  detail,  by  means  of  modern  analytical 
tools,  the  comparative  absorption  of  fatty 
acids’  of  different  structures,  fed  in  the  form 
of  triglycerides  in  these  patients.  Additional 
knowledge  regarding  the  influence  of  fatty 
acid  structure  upon  fat  absorption  could  be 
of  value  in  the  management  of  the  patient 
with  disturbed  fat  absorption,  since  the  pos- 
sibility exists  that  some  fatty  acids  may  be 
absorbed  more  readily  than  others  by  these 
patients. 


Materials  and  Methods 

Tropical  sprue  patients  hospitalized  at  the 
'eterans  Hospital  were  the  subjects  in  this  mvesti- 
ation.  Fat  balance  studies  were  performed  first 
luring  a period  of  eight  days  in  which  the  stea- 
orrhea  test  diet  (STD)  containing  80-100  grams  of 
inimal  and  vegetable  fats  was  given,  and  continued 
vhile  substituting  isocalorically  all  the  fat  in  t e 
iiet  for  one  of  the  following  sources  of  triglcendes: 

(1)  MCT  oil,  which  contains  mainly  fatty  acids  of 
medium  chain  length  (78%  caprylic,  20%  capnc)  ; 

(2)  hydrogenated  soya  oil,  which  contains  main  y 
saturated  fatty  acids  of  long  chain  length  (LCT) 
(10%  palmitic,  90%  stearic)  ; and  (3)  olive  oil, 
which  contains  mainly  mono-unsaturated  fatty-aci  s 
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(MUT)  , (76%  oleic)  . Each  experimental  diet  was 
given  for  a period  of  two  weeks. 

Twenty-four  hour  samples  of  diet  and  stools 
were  collected  starting  on  the  third  day  with  the 
STD  diet,  and  continued  throughout  the  trials. 
Diet  and  stool  samples  were  analyzed  for  total  fat 
content  by  the  method  of  Van  de  Kamer  (5)  , and 
for  fatty  acid  composition  by  gas  liquid  chroma- 
tography (GLC)  . Samples  of  fat  extracted  from 
diets  and  stools  were  esterified  to  form  fatty  acid 
methyl  esters  for  the  gas  chromatographic  an- 
alysis (6) . 

The  gas  chromatograph  used  was  a Barber- 
Colman,  Model  5000,  with  dual  column,  dual  de- 
tector, temperature  programming  system  (Fig.  1) 


Fig.  1:  Flow  diagram  of  main  components  of 
gas  chromatograph. 


Argon  is  continuously  passing  through  the  system 
at  a flow  rate  of  60  ml  per  min.  The  “U”-shaped 
columns,  6 ft.  long  and  1/4  in.  diameter  contain 
12%  ethylene  glycol  succinate  (EGS)  , suspended  on 
Anakrom  ABS  80-90  mesh,  plus  2%  phosphoric 
acid.  Injector  temperature  was  kept  at  235<?C  in 
order  to  effect  flash  vaporization  of  the  sample. 
The  volume  of  the  sample  applied  was  0.6  ul. 
Column  temperature  was  programmed  from  1459C 
to  198?C  at  a rate  of  rise  of  10<?C  per  minute. 
It  is  the  passage  of  the  flash-vaporized  sample 
molecules  through  the  material  in  the  column, 
(called  the  stationary  or  liquid  phase,  offering 
large  surface  area)  , being  carried  through  the 
column  by  the  carrier  gas  (argon)  , which  effects 
the  separation  of  the  various  fatty  acids  in  thé 
sample  by  virtue  of  selective  absorption,  and  ad- 
sorption taking  advantage  of  the  different  degrees 


of  solubility  of  the  various  fatty  acids  in  the  liquid 
phase. 

As  the  fatty  acid  molecules  emerge  from  the 
column  they  pass  through  the  detector  (Sr  90- 
Argon  ionization  detector)  , kept  at  200^  and  at 
a potential  of  800  volts,  where  they  are  ionized 
emitting  a small  current  (detector  signal)  which 
is  amplified  by  means  of  the  electrometer  to  a 
measurable  level  and  recorded  in  a conventional 
recorder. 

The  instrument  was  standardized  by  means  of 
fatty  acid  methyl  ester  standard  mixtures  contain- 
ing fatty  acids  (with  6 to  20  carbon  atoms.)  Anal- 
ysis was  completed  in  10  minutes.  The  various 
fatty  acids  were  identified  by  means  of  the  time 
of  appearance  after  injection  of  sample  under 
standardized  conditions.  The  chromatogram  was 
integrated  by  means  of  a disc  integrator  attached 
to  recorder. 

Results 

The  results  of  this  investigation  are  sum- 
marized in  Tables  I and  II  and  in  Figs.  3 
4,  5,  and  6. 

Fig.  2 shows  the  legend  which  is  utilized 
in  the  following  figures. 

The  common  name  of  each  fatty  acid 
from  C 8 to  C 18  with  three  double  bonds 
is  given  as  well  as  the  shorthand  nomenclature 
used  to  designate  the  number  of  carbon 
atoms.  Unsaturated  fatty  acids  are  identified 
by  number  of  carbon  atoms  followed  by  the 
number  of  double  bonds  present  per  molecule. 

Average  Composition  of  Dietary  Fat 
(Fig.  3 and  Table  I)  : The  MCT  diet  con- 
tains 65%  caprylic,  18%  capric,  1%  lauric, 
1%  myristic,  3%  palmitic,  1%  stearic,  5% 
oleic,  5%  linoleic  and  1%  linolenic  acids, 
with  a total  of  84%  medium-chain  fatty 
acids. 

The  STD  diet  contains  1%  capric,  1% 
lauric,  4%  myristic,  1%  myristoleic,  38%  pal- 
mitic, 1%  palmitoleic,  10%  stearic,  38% 
oleic,  5%  linoleic  and  1%  linolenic  acids  with 
a total  of  46%  unsaturated  and  54%  saturat- 
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TABLE  I:  FATTY  ACID  COMPOSITION  OF  TEST  DIETS 


Fatty  Acid  MCT  (6) *  * •* STD  (8) 


C 8 
C 10 
C 12 
C 14 
C 14:1 
C 16 
C 16:1 
C 18 
C 18:1 
C 18:2 
C 18:3 


65  (61-68)  •* 
18(16-21) 
<1  (0.1-0. 4) 
< 1 (0.1 -0.3) 
0(0) 

3 (3-4) 

0(0) 

1 (1-2) 

5 (5-6) 

5 (5-7) 

1 (1-3) 


0 

1 (0.6- 1.6) 

1 (0.5-1. 1) 

4 (3.5-5.0) 

1 (0.5-1. 8) 

38  (35.9-42.0) 
1 (0.5- 1.5) 
10(8.1-12.0) 
38  (35.7-42.6) 

5 (2 .5-6.5) 

1 (0.6-2.0) 


Remarks: 


84%MCT  46%  Unsaturated 


• Number  of  diet  samples  examined  in  parenthesisM%  Saturated 

•* Figures  represent  average  of  all  samples.  Range  in  parenthesis.  (%) 


MUT  (8)  LCT  (1) 

0 o 

0 o 

0 0 

0 0 

0 0 

17  (15-20)  14 

1 (0.1 -1.2)  0 

3(1. 0-5.0)  81 

69  (66-73)  5 

9(5-17)  0 

<1  (0.01-0.6)  0 


70%MUT  95%LCT 


FATTY  ACIDS 


{ COMMON  NAME 

SHORTHAND 

NOMENCLATURE 

LINOLENIC 

CI8.3 

LINOLEIC 

C 18!  2 

OLEIC 

CI81 1 

STEARIC 

CI8 

PALMITOLEIC 

C 161 1 

PALMITIC 

CI6 

MYRISTOLEIC 

ci4:i 

MYRISTIC 

CI4 

LAURIC 

CI2 

CAPRIC 

CIO 

CAPRYLIC 

C 8 

Fig.  2:  Fatty  acid  nomenclature. 


ed  fatty  acids. 

The  MUT  diet  contains  17%  palmitic, 
1%  palmitoleic,  3%  stearic,  69%  oleic,  9% 
linoleic,  and  1%  linolenic  acids,  with  a total 


MCT 


STD 


MUT 


LCT 


Fig.  3:  Fatty  acid  composition  of  test  diets. 

of  70%  mono-unsaturated  fatty  acids. 

The  LCT  diet  contains  14%  palmitic* 
81%  stearic  and  5%  oleic  acids  with  a total 
of  95%  long-chain-saturated  fatty  acids. 
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TABLE  II:  FATTY  ACID  EXCRETION  BY  SPRUE  PATIENTS  ON  VARIOUS  DIETS 


Normal  Control 


Fatty  Acid 

MCT  (5)  * 

STD  (5) 

MUT  (5) 

STD  (5) 

LCT  (3) 

STD  (3) 

MCT  (1) 

STD  (1) 

C 

8 

0»* 

0 

0 

0 

0 

0 

0 

0 

C 

10 

<.01 

<.01 

0 

0 

0 

0 

0 

<01 

C 

12 

<.01 

<.01 

<.01 

<.01 

0 

<.01 

0 

<.01 

C 

14 

<.01 

0.27  (0.14-0.3) 

<01 

0.06  (0-0.13) 

<.01 

0.07  (0.04-0.13)  0.01 

0.02 

C 

14:1 

<.01 

<.01 

<0. 

<.01 

<.01 

<.01 

0.01 

0.01 

C 

16 

2.6  ( 1 .8-3.6) 

9.3(5.2-14.5) 

3.7  (1.8-5. 7) 

3.9  (2.0-6.3) 

3.3  (2.3-5.3) 

3.6  (2.0-6.3) 

1.3 

1.5 

C 

16:1 

.<•01 

<.01 

<.01 

0 

0 

0 

0 

0 

C 

18 

14(0.6-2.6) 

4.5  (2.7-9.7) 

1.1  (0.7 -2.1) 

1.8(1. 1-2.6) 

21.2  (6.2-35.0) 

1.6(1. 1-2.6) 

1.2 

0.9 

C 

18:1 

0.9  (0.5- 1.6) 

1.7  '0.5-2.6) 

1 .2  (0.2-2.5) 

0.5  (0.04-1.3) 

<i01 

0.5  (0.04-1.3) 

0.2 

0.4 

C 

18:2 

0.07  (0-0.1) 

<•01 

<.01 

<.01 

<.01 

<.01 

tr 

0.02 

c: 

18:3 

<.01 

<.01 

<.01 

<.01 

<01 

<.01 

0.01 

<.01 

* Number 

of  patients 

studied  in  f>ar 

en  thesis. 

**  Figures  represent  average  excretion  for  all  patients  studied.  Range  in  parenthesis.  ( g/24  hours). 


Composition  oj  Fecal  Fat  (Table  II)  : 
The  fatty  acid  composition  of  the  fecal  fat 
output  as  obtained  by  GLC  for  five  sprue 
patients  and  a normal  control  while  on  the 
MCT  and  STD  diets  is  summarized  in  Fig.  4. 


tig.  4.  Fecal  fatty  acid  output  for  five  sprue 
patients  and  one  control  while  on  the  MCT  and 
STD  diets. 


All  patients  had  steatorrhea  while  on  the 
STD,  which  decreased  significantly  while  on 
the  MCT  diet.  4 he  fatty  acids  present  in  the 
stools  of  the  sprue  patients  vc^r-e  palmitic, 
stearic  and  oleic  in  decreasing  order  of  mag- 
nitude. No  oleic  was  present  in  the  stools  of 


the  control  while  on  the  MCT  diet.  Absorp- 
tion of  caprylic  was  100%  and  that  of  capric 
was  99%  or  better. 

The  average  fatty  acid  composition  of  the 
stool  fat  of  five  sprue  patients  studied  while 
on  the  ML  4 and  STD  diets  is  given  in  Fig. 
5.  No  significant  difference  in  total  amount 

( 6ms  per  24  Hours  ) 


ESI  c 18  i 

HI  CIS 


SPRUE  PATIENTS 

Hg-  5.  iecal  fatty  acid  output  for  five  sprue 
patients  while  on  the  MUT  and  STD  diets. 

of  fecal  fat  output  is  noticed  while  the  pa- 
tients were  receiving  these  two  diets.  In  both 
instances  fecal  fatty  acid  output  consisted 
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mainly  of  palmitic,  and  stearic  acids,  with 
some  oleic  especially  while  on  the  MU  I 
diet.  Absorption  of  oleic  acid  was  95%  or 
better  in  all  cases. 

The  composition  of  stool  fat  for  three 
patients  while  on  the  LCT  and  STD  diets 
is  presented  in  Fig.  6.  Fat  output  increased 


I 4 5 

SPRUF  PATIENTS 

Fig.  6:  Fecal  fatty  acid  output  for  three  sprue 
patients  while  on  the  LCT  and  STD  diets. 

significantly  while  on  the  LCT  diet.  Fatty 
acid  excretion  consisted  mainly  of  stearic,  and 
palmitic  to  a lesser  extent.  Excretion  of  oleic 
acid  during  the  LCT  diet  was  limited  to 
0.5%  in  one  patient.  Absorption  of  stearic 
acid  was  poor  in  all  patients. 

Discussion 

It  has  been  observed  in  the  sprue  patients 
studied  that  the  longer  the  chain  length  of  a 
saturated  fatty  acid  the  poorer  is  its  absorp- 
tion. The  only  fatty  acids  that  appear  to  be 
poorly  absorbed  by  the  sprue  patients  studied 
are  the  saturated  ones  with  16  and  18  carbon 
atoms.  We  have  been  able  to  confirm  the 


observation  that  unsaturated  fatty  acids  are 
better  absorbed  than  saturated  fatty  acids. 
Specifically,  when  the  ST  D is  given,  which 
contains  exactly  the  same  amount  of  palmitic 
and  oleic  acid  (38%  of  each),  invariably 
absorption  of  oleic  acid  is  better  than  that  of 
palmitic  acid  even  though  the  latter  has  less 
carbon  atoms.  This  seems  to  hold  true  both 
for  the  sprue  patient  and  for  the  control. 

Studies  continue  in  order  to  include  more 
patients  as  well  as  other  experimental  diets 
representing  the  polyunsaturated  fatty  acids, 
as  well  as  tailor  made  blends  of  the  experi- 
mental triglyceride  sources  in  order  to  ob- 
serve the  effect  that  the  presence  of  a partic- 
ular fatty  acid  structure  may  have  on  the 
absorption  of  other  fatty  acids.  Possible 
changes  that  fatty  acids  could  suffer  in  the  in- 
testinal lumen  (such  as  saturation,  hydroxy- 
lation,  etc.),  because  of  bacterial  action,  and 
some  other  factors  such  as  possible  competi- 
tion between  fatty  acids  in  the  process  of  ab- 
sorption will  also  be  considered. 

Summary 

The  effect  of  fatty  acid  structure  upon 
the  absorption  of  triglycerides  in  the  human 
was  studied.  Normal  controls,  as  well  as  pa- 
tients with  tropical  sprue  and  malabsorption, 
were  fed  specific  triglycerides  as  the  mam 
source  of  fat  in  the  diet. 

Gas  liquid  chromatography  (GLC)  was 
utilized  in  order  to  analyze  the  fat  in  the 
diet  and  the  fat  in  the  stools,  on  a daily  basis, 
while  on  the  experimental  diets. 

It  has  been  observed  in  the  patients  studi- 
ed that  the  longer  the  chain  length  of  a sa- 
turated fatty  acid,  the  poorer  is  its  absorption. 
Unsaturated  fatty  acids  seem  to  be  better 
absorbed  than  saturated  fatty  acids  both  in 
sprue  patients  and  in  control  subjects.  The 
only  fatty  acids  that  appear  to  be  poorly  ab- 
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sorbed  by  the  sprue  patients  studied  are  the 
saturated  ones  with  16  and  18  carbon  atoms. 
Medium  chain  triglycerides  are  absorbed  as 
efficiently  by  the  sprue  patients  as  by  the 
normal  controls. 

Resumen 

El  propósito  de  este  trabajo  fue  estudiar 
la  relación  que  existe  entre  la  estructura  de 
los  ácidos  grasos  individuales  y la  absorción 
de  las  grasas  en  la  dieta  de  controles  y pacien- 
tes con  esprú  tropical  y malabsorción. 

Se  administraron  dietas  experimentales 
conteniendo  triglicéridos  representativos  de 
alguna  estructura  específica.  La  grasa  de  la 
dieta  y de  la  excreta  fue  analizada  diaria- 
mente por  la  técnica  de  cromatografía  de 
vapor  para  su  contenido  de  ácidos  grasos  in- 
dividuales. 

En  los  pacientes  de  esprú  estudiados  se 
observó  malabsorción  de  los  ácidos  palmítico 
y esteárico.  El  ácido  oleico  aparentemente  se 
absorbe  mejor  que  palmítico  y esteárico  tanto 
en  esprú  como  en  los  controles.  Los  pacientes 
con  esprú  absorben  los  triglicéridos  de  ca- 
dena mediana  con  igual  eficiencia  que  los  su- 
jetos normales. 
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ROENTGEN  MANIFESTATIONS 
OF  CONGESTIVE  HEART  FAILURE 


Laszlo  Ehrlich,  M.  D. 


I chose  this  subject  for  2 reasons.  Firstly, 
because  the  initial  clinical  impression  and 
the  findings  in  the  chest  film  are  not  infre- 
quently contradictory;  secondly:  while  in- 
numerable articles  have  been  written  about 
the  clinical  aspect  of  the  congestive  heart 
failure  (CHF)  in  the  American  literature, 
the  corresponding  roentgen  changes  have 
been  almost  ignored.  On  the  other  hand,  it 
was  a revelation  to  me  w'hat  I have  learned 
about  these  changes  in  the  English  literature, 
from  the  writings  of  Steiner,  Grainger  and 
particularly  of  Simon  and  Lavender.  These 
English  radiologists,  utilizing  the  data  ob- 
tained by  the  catheterization  and  contrast 
filling  studies  of  the  heart,  learned  to  inter- 
pret m a new  fashion  the  changes  in  the 
chest  roentgenogram,  in  the  different  phases 
of  CHF. 

While  there  is  disagreement  as  to  the 
underlying  mechanism  of  CHF  as  a clinical 
syndrome,  it  has  such  well-defined  signs  and 
symptoms,  that  with  the  history  and  physical 
examination,  the  clinical  diagnosis  of  CHF 
is  no  problem  in  many  cases.  It  happens, 
however,  that  occasionally,  some  of  the  sigtis 
and  symptoms  of  CHF  are  absent,  or  if  pres- 
ent, are  of  the  non-specific  type,  and  thus, 
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the  clinical  diagnosis  is  far  from  obvious. 
This  happens  particularly,  when  an  elderly 
patient  is  admitted  whose  only  striking  symp- 
tom is  dyspnea ; he  may  have  some  basal  rales, 
but  no  gallop,  no  significant  tachycardia,  no 
edema,  etc.  Is  it  a respiratory  infection?  A 
chest  film  may  give  the  answer.  Or  a patient 
is  admitted  who  is  fibrillating  without  allow- 
ing the  recognition  of  a murmur.  Is  it  a mitral 
disease?  The  chest  film  may  help.  Or,  a 
patient  who  is  gravely  ill  and  whose  chest  ex- 
amination may  be  essentially  negative  to  the 
ear;  the  routine  chest  film  may  show  pul- 
monary edema,  of  the  uremic  type,  before 
the  high  BUN  comes  back  from  the  labor- 
atory. 

What  are  these  changes  in  the  chest  film0 

I.  Cardiac  Silhouette : According  to 
Friedberg,  the  “cardiac  enlargement  occurs 
so  often  with  cardiovascular  disturbances 
that  it  is  the  cardinal  sign  of  cardiac  disease. 
It  has  become  epigrammatic  that  CHF  is 
the  failure  of  the  enlarged  heart”.  In  this 
respect,  I would  like  to  make  the  following 
observations : 

1.  If  you  accept  the  cardio-thoracic  ratio 
as  a useful  parameter  in  evaluating  the  size 
of  the  heart,  you  will  find  not  infrequently 
that  the  figure  shows  only  slight  cardiome- 
galy;  sometimes  it  may  be  even  in  the  normal 
range. 

2.  The  cardiomegaly  per  se  does  not  mean 
decompensation;  it  only  represents  a physio- 
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logic  reaction  to  abnormal  conditions.  When 
you  have  serial  films  for  a long  period  of 
time,  it  is  interesting  to  follow  the  rather 
slow  process  of  a heart  becoming  larger  and 
larger,  sometimes  never  reaching  the  stage 
of  decompensation.  A classical  example  of 
this  is  luetic  aortic  insufficiency. 

II.  Vascular  Pattern  of  the  Lungs:  This 
represents  the  really  important  and  revealing 
changes  in  CHF.  In  order  to  appreciate  and 
understand  these  vascular  changes,  certain 
basic  features  have  to  be  emphasized. 

1.  Anatomic  considerations:  According  to 
the  current  radiology  textbooks,  the  major 
portion  of  the  normal  hilum  is  attributed  to 
the  pulmonary  artery  and  its  branches.  This 
is  erroneous.  The  problem  is  how  to  differen- 
tiate th  arteries  from  the  veins.  The  figures 
1 and  2 show  schematically  the  pulmonary 
arteries  and  the  pulmonary  veins  respectively. 
Although  there  is  much  overlapping,  there 
is  a definite  difference  between  the  direction 
of  the  larger  arteries  and  the  corresponding 
veins  in  the  mid  and  lower  zones. 

This  differentiation  of  the  arteries  from 
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the  veins  can  be  easily  made  by  angiography, 
as  shown  by  figures  3 and  4. 

This  problem  of  differentiation  of  the 
pulmonary  arteries  from  the  veins  was  ex- 


Fig.  3:  The  normal  hilum 

(A)  Arterial  phase  of  right  ventricular 
Angio  cardiogram. 

(B)  Venous  phase  of  the  same. 

Fig.  3,  4,  5,  6 and  7 reproduced  with  permis- 
sion of  Dr.  J.  P.  Lavender  (10,  11)  . 
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Fig.  4:  Composite  tracing  of  Pig.  3. 


tensively  studied  by  Simon  and  by  Lavender 
in  England.  The  latter  carried  out  an  investi- 
gation by  laminographic  studies.  (Fig.  5). 

According  to  Lavender,  the  superior  pul- 
monary vein  crosses  the  descending  right 
pulmonary  artery.  At  the  point  of  crossing  an 
angle  is  formed  which  provides  a convenient 
division  of  the  hilum  into  an  upper  and  a 
lower  component.  This  lower  component  is 
dominated  by  the  descending  main  branch 
of  the  pulmonary  artery.  The  basal  veins  con- 
verging to  form  the  inferior  pulmonary  vein 
are  poorly  identified  in  the  right  cardio- 
phrenic  area. 

The  change  in  the  crossing  angle  is  well 
seen  in  the  Fig.  6. 

The  changes  are  even  more  obvious  in 
mitral  disease  (Fig.  7),  showing  the  convex 
angle  of  crossing,  and  the  amputation  of 
the  descending  right  pulmonary  main  branch 
artery. 


(A)  (B)  (C) 


Fig.  5:  The  normal  hilum 

(A)  Tracing  from  tomogram  of  the 
right  hilum. 

(B)  Tomogram  of  right  hilum. 

(C)  Plain  film  of  right  hilum. 


(A)  (B)  (C) 


Fig.  6:  The  hilum  in  early  left  ventricular 
failure  showing: 

(A)  Tracing  of  tomogram. 

(B)  Tomogram. 

(C)  Plain  film  of  right  hilum. 


There  are  two  more  basic  anatomic  fea- 
tures worthy  of  emphasis: 

1 . While  each  lobe  and  lobule  is  penetrat- 
ed centrally  by  a branch  of  the  pulmonary 
artery,  i.e.  intralobarly,  the  pulmonary  veins 
are  located  interlobarly,  (Fig.  8)  and  inter- 
lobularly  (Fig.  9),  showing  how  well  they 
are  separated  from  each  other,  preventing 
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Fig.  7:  The  hilum  in  mitral  valve  disease 
showing: 

(A)  Tracing  from  tomogram. 

(B)  Tomogram. 

(C)  Plain  film  of  right  hilum. 


Hg.  8:  Pulmonary  lobes.  The  veins  (grey)  are 
located  interlobarly  and  the  arteries  (black)  in- 
tralobarly.  Reproduced  from  Tondury  (2)  . 

communication  between  the  venous  and  ar- 
terial blood. 

The  Fig.  10  shows  that  there  is  com- 
munication between  the  pulmonary  veins  and 
the  bronchial  veins,  in  other  words  a physiol- 
ogic admixture  between  oxygenated  and  ve- 
nous blood.  This  communication  also  explains 


3 2 1 


Fig.  9:  Pulmonary  lobule.  The  pulmonary  ar- 
tery branches  (1)  accompany  the  terminal  and 
respiratory  bronchioles  (2)  . The  pulmonary  veins 
(3)  pass  interlobularly.  Reproducced  from  Engel 
(2). 

the  fact  that  the  output  of  the  left  ventricle 
is  about  5%  more  than  that  of  the  right  ven- 
tricle. In  abnormal  conditions,  however, 
shunt  may  be  produced  between  pulmonary 
artery  and  bronchial  artery.  This  of  course, 
is  a pathologic  admixture. 

2.  The  second  anatomic  feature  concerns 
the  production  of  the  Kerley  lines.  The  lobule 
which  is  the  basic  unit  of  the  lung,  is  enclosed 
in  a thin  sheath  of  connective  tissue  which  is 
called  the  interlobular  septum.  As  I mention- 
ed before,  the  venous  drainage  is  located  in- 
terlobularly. By  the  way,  the  main  lymphatic 
supply  lies  also  in  the  septa.  When  edema 
(or  lymphatic  engorgement)  develops  in 
these  septa,  as  they  are  perpendicular  to  the 
pleural  surface,  they  become  visible  in  cer- 
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Fig.  10:  Pulmonary  lobule.  Normal  communica- 
tion between  pulmonary  veins  (V.p.)  and  bronchial 
veins  (V.br.)  . Abnormal  communication  between 
pulmonary  artery  (A.p.)  and  bronchial  artery 
(A.br.)  . Reproduced  from  Hayek  (2)  . 

tain  optimal  locations  in  the  chest  film  (in 
the  costo-phrenic  sinuses ) . They  appear  as 
very  thin,  short  horizontal  lines,  described  by 
Kerley  who  called  them  “B”  lines  (Fig.  11). 

The  recognition  of  these  septal  lines  js 
extremely  important  in  mitral  disease;  they 
occur  less  frequently  in  CHF.  The  so-called 
“Harley”  sign,  consisting  of  a mosaic  pattern 
in  the  right  cardio-phrenic  area  is  also  caused 
by  septal  edema.  (These  lines  cannot  be  ap- 
preciated in  a photographic  reproduction). 

Hemodynamic  and  Clinico-Pathologic 
Considerations 

This  is  a huge  subject.  I only  wish  to 
touch  upon  a few  points  that  according  to 
the  English  authors  are  necessary  to  under- 
stand the  chest  film  in  CHF. 


Fig.  11 : Anatomic  basis  for  septal  ("B”)  lines. 
Reproduced  from  Csakany,  G.  (2)  . 


PULMONARY  VASCULAR  PRESSURES 


Osmotic  pr.:2$ 

Cardiac  output:  U to  7 L./min. 

Fig.  12:  Pulmonary  vascular  pressures. 
Modified  after  R.  E.  Steiner  (19). 

For  practical  purposes,  CHF  means  left 
heart  failure.  (Fig.  12). 

When  the  left  ventricle  fails,  due  to  any 
cause,  its  end-diastolic  pressure  increases  to 
the  point  that  it  has  to  dilate.  This  is  in  ac- 
cordance with  Starling’s  law.  Functional  in- 
sufficiency of  the  mitral  valve  develops,  caus- 
ing enlargement  of  the  left  atrium.  Thus,  in 
order  to  consider  an  enlarged  left  ventricle 
to  be  decompensated  from  the  Roentgen  point 
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of  view,  we  have  to  demonstrate  X-ray  evi- 
dence of  enlargement  of  the  left  atrium  as 
well.  This  can  be  done  reliably  by  barium 
swallow.  The  next  event  is  the  increased 
pressure  in  the  pulmonary  veins  and  con- 
comitantly in  the  capillary  system.  The  wedge 
pressure  which  is  accepted  as  a measure  of 
the  pressure  in  the  capillaries  will  be  raised 
from  9 mm  Hg  to  15  or  more.  At  this  stage 
the  pressure  in  the  main  pulmonary  arteries 
is  only  slightly  elevated  and  in  its  secondary 
branches  the  pressure  is  actually  less  than 
normal  (15  mm  Hg).  Simon  postulates  that 
a reflex  vasoconstriction  develops  in  the  lower 
lobes  because  of  the  higher  hydrostatic  pres- 
sure. In  these  lower  lobes  a critical  pressure 
occurs  sooner.  Much  of  the  blood  is  diverted 
into  the  upper  zones.  Thus  the  chest  film 
will  show  the  characteristic  engorgement  of 
the  upper  component  of  the  hilum  (of  the 
upper  lobe  veins),  producing  the  so-called 
“upturned  moustache";  the  film  will  also 
show  the  relative  narrowness  of  the  pulmo- 
nary artery  branches  in  the  right  lower  lung 
field.  This  is  most  striking  in  mitral  disease. 
It  is  true  that  these  arterial  branches  are 
poorly  defined  because  of  the  general  haze 
covering  the  lower  lung  fields.  This  haze  is 
due  to  the  increased  pressure  in  the  capil- 
laries. When  this  reaches  about  25  mm  Hg, 
transudation  occurs  in  the  interlobular  septa 
and  the  Kerley  lines  may  appear.  When  the 
pressure  passes  30-35  mm  Hg  (which  is  above 
the  normal  25  mm  Hg  osmotic  pressure), 
pulmonary  edema  is  imminent!  Its  X-ray  ap- 
pearance is  classic:  The  “butterfly”  or  “bat’s 
wing”  shadow,  with  occasional  variations. 
Very  frequently,  certain  types  of  pulmonary 
edema  are  silent  clinically. — 


The  above-mentioned  vasoconstriction  of 
the  secondary  branches  of  the  pulmonary  ar- 
teries tends  to  protect  the  capillaries  from 
overload.  Obviously,  this  vasoconstriction  will 
cause  sooner  or  later  an  elevation  of  the 
pressure  of  the  main  pulmonary  arteries: 
they  dilate.  The  dilatation  of  the  pulmonary 
artery  trunk  will  appear  in  the  chest  film  as 
filling  up  the  waist  of  the  heart.  The  point 
will  be  reached  when  the  right  ventricle  can- 
not function  adequately;  its  pre-diastolic 
pressure  will  rise,  resulting  in  its  failure.  And 
now  we  have  the  picture  of  total  failure. 
When  this  occurs,  it  may  be  more  impressive 
clinically  (increased  venous  pressure,  edema, 
cyanosis,  etc),  since  in  the  film  the  passive 
congestion  can  improve  markedly . . . although 
the  heart  will  further  increase  in  size  and  to 
the  right.  When  a case  is  not  followed  serially, 
from  the  onset  of  the  left  ventricle  failure, 
we  may  have  quite  a conflict  between  the 
clinical  picture  and  the  X-ray  appearance  at 
this  point.  Frequently,  the  presence  of  hydro- 
thorax, at  times  bilateral,  obscures  the  details 
of  the  lower  lung  fields,  even  the  actual  size 
of  the  heart. 

It  remains  for  me  to  show  a few  repre- 
sentative films  to  demonstrate  the  variation 
of  the  cardiac  silhouette  and  the  characteristic 
vascular  patterns;  and  of  course,  I am  an- 
xious to  show  the  value  of  the  chest  film  in 
CHF. 

In  the  10  cases  presented,  the  “clinical 
data”  will  appear  as  it  was  written  in  the 
X-ray  request;  only  the  “X-ray  impression” 
will  be  mentioned  without  the  detailed  des- 
cription of  the  X-ray  findings;  a short  com- 
ment follows  each  case. 
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Case  Reports 
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Fig.  13:  Case  1.  Clinical  data:  Luetic  heart 
disease.  X-ray  impression:  Cardiomegaly  with  clear 
lungs. 


Fig.  14:  Case  1.  Clinical  data:  CHF.  Xray  im- 
pression: Cardiomegaly  with  passive  congestion. 


Case  1 : Age:  65. 

Coment:  The  Fig.  14  shows  all  the  character- 
istic signs  ot  CHF:  The  engorgement  of  the  up- 
per component  of  the  hilum  (of  the  upper  veins) 
producing  the  “up  turned  moustache  ; the  gen- 
eralized haze  of  the  lower  lung  fields;  some  fluid 


in  the  left  pleural  cavity.  The  heart  has  also  in- 
creased in  size.  (Unfortunately,  we  have  no  fol- 
low-up film  in  this  case)  . 


Fig.  15:  Case  2.  Clinical  data:  CHF.  X-ray  im- 
pression: Prominent  hila  with  normal  heart.  No 
congestion.  Cor  pulmonale? 


Fig.  16:  Case  2.  Clinical  data:  Pulmonary 
pathology.  X-ray  impression:  No  change. 

Case  2:  Age:  62. 

Comment:  The  large  hila  in  this  case  repre- 
sent dilated  main  pulmonary  artery  branches  with 
narrowed  ramifications  such  as  seen  in  precapil- 
lary pulmonary  hypertension,  due  to  Cor  Pul- 
monale. But:  what  was  the  underlying  pathology? 
We  do  not  know.— With  digitalis  and  aminophyl- 
line  he  improved  clinically  without  any  change 
in  the  chest  film. 
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Hg.  17:  Case  3.  Clinical  data:  Emphysema. 
Shortness  of  breath.  X-ray  impression:  Cardiome- 
megaly,  slight.  Moderate  passive  congestion. 


Hg.  IS:  Case  3.  Clinical  data:  Chronic  bron- 
chitis. Hypertension.  X-ray  impression:  Essentially 
clear  lungs.  Heart  is  smaller. 


Case  3:  Age:  77. 

Comment:  The  cardiac  silhouette  is  very  con- 
sistent with  hypertension  and  not  at  all  with  em- 
physema. The  passive  congestion  is  shown  by  the 
fullness  of  the  superior  component  of  the  hila 
and  the  presence  of  Kerley  lines  at  the  right  base 
which  is  also  against  emphysema.-  The  prompt 
clearing  of  the  lungs  with  digitalis,  however,  is  the 
final  proof  of  CHE. 


Fig.  19:  Case  4.  Clinical  data:  Proggressivc 
dyspnea  2 months  with  productive  cough.  Rales 
both  bases.  Dullness  left  hemithorax.  Pneumonia 
vs  other  pathology.  X-ray  impression:  CHF. 


fig.  20:  Case  4.  Clinical  data:  Patient  was  digit-  i 
alized.  X-ray  impression:  Normal  chest. 

Case  4:  Age:  74. 

Comment:  This  case  is  interesting  because  fol- 
lowing  our  X-ray  report,  the  attending  physician  I 
whom  I certainly  consider  a top  man  in  cardiol- 
ogy  believed  that  the  patient’s  extensive  bilateral  ' 
pleural  effusion  may  be  due  to  tuberculosis  rather  | 
than  the  CHF.  Obviously,  some  of  the  signs  and  : 
symptoms  of  CHF  were  absent.—  The  complete  I 
clearing  of  the  fluid  in  4 days  following  digitalis  | 
theraphy  proves  that  the  X-ray  interpretation  J 
was  correct. 
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Fig.  21:  Case  5.  Clinical  data:  CHF.  Suspecting 
subacute  bacterial  endocarditis.  Cirrhotic.  Aortic  in- 
I sufficiency.  X-ray  impression:  Cardiac  silhouette 
within  normal  range.  No  X-ray  evidence  of  CHI 


Fig.  22:  Case  5.  Clinical  data:  no  change.  X-ray 
impression  (by  another  radiologist)  : No  change. 
Heart  is  of  normal  size.  Normal  vascular  pattern: 
no  congestion. 

Case  5:  Age:  46. 

Comment:  This  patient  was  very  ill  and  clinic- 
ally was  unquestionably  in  failure.  Two  different 
radiologists  gave  identical  readings:  Normal  heart 
and  no  X-ray  evidence  of  CHF.—  He  died  5 weeks 
after  the  second  film.  At  the  autopsy  the  heart 
was  slightly  enlarged  and  showed  hypertrophy  of 
the  left  ventricle  and  the  left  atrium.  The  aortic 
valve  was  ruptured  from  subacute  bacterial  endo- 
carditis; Laennec  cirrhosis  was  also  confirmed.— 
Now,  how  to  explain  the  negative  chest  film?  The 
failure  was  total  (clinically)  and  perhaps  the 
combination  of  cirrhosis  prevented  the  usual  de- 
velopment of  significant  cardiomegaly. 


75 


Fig.  23:  Case  6.  Clinical  data:  CHF,  arterios- 
clerotic heart  disease.  R.  O.:  Hypothyroidism.  X-ray 
impression:  Massive  cardiomegaly.  without  X-ray 
evidence  of  passive  congestion. 


Fig.  24:  Case  6.  Clinical  data:  None.  X-ray 
impression:  The  heart  is  slightly  smaller.  Lungs  are 
essentially  clear. 


Fig.  25:  Case  6.  Clinical  data:  Therapy:  Digi 
talis  - developed  arrhythmia,  otherwise  asymp 
tomatic. 
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Hg.  26:  Case  6.  See  comment  below. 


Case  6:  Age:  39. 

Comment:  This  relatively  young  man  develop- 
ed shortness  of  breath  while  on  duty  in  the  Na- 
tional Guard.  Clinically,  he  was  considered  to  be 
in  CHF;  radiologically,  he  was  not.—  Compare 
the  Fig.  25  with  the  Fig.  26:  both  films  taken  the 
same  day.  The  film  on  the  left  suggests  CHF, 
but  in  the  film  on  the  right  the  lungs  are  clear. 
\\  by?  Because  the  latter  was  taken  in  deep  in- 
spiration! Always  count  the  ribs  when  you  com- 
pare one  film  with  another.  A film  taken  in  ex- 
piration can  easily  mimic  CHF.—  This  patient  has 
been  in  our  hospital  2 months  but  we  still  have 
no  clue  to  the  nature  of  his  cardiomegaly 
(Fibroelastosis?) 


hg.  21:  Case  7.  Clinical  data:  Subacute  bac- 
terial endocarditis  - severe  condition.  CHF?  No 
fever.  X-ray  impression:  Early  CHF? 


Fig.  28:  Case  7.  Clinical  data:  CHF?  X-ray 
impression:  Mitral  disease.  Cardiomegaly,  clear 
lungs.  (Failing  right  ventricule  vs  pericardial  ef- 
fussion??)  . 


Fig.  29:  Case  7 Clinical  data:  Mitral  stenosis  in 
CHP.  Liver  functions  altered.  Pericarditis  possible 
X-ray  impression:  Enlargement  of  all  chambers, 
indicating  mitral  disease,  both  stenosis  and  insuffi- 
ciency. 
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Fig.  30:  Case  7.  Clinical  data:  CHF.  X-ray 
impression:  Cardiomegaly  with  dilatation  of  the 
central  pulmonary  arteries.  Peripheral  lung  fields 
show  no  congestion. 


Case  7:  Age:  31. 

Comment:  The  original  reading  of  the  Fig.  27 
was:  Questionable  cardiac  enlargement:  promin- 
ence of  pulmonary  vasculature  which  could  be 
compatible  with  early  heart  failure  and  pulmon- 
ary congestion.  However,  evaluation  is  difficult 
because  of  the  position  the  film  was  taken.  The 
film  of  the  Fig.  28  (also  in  A-P  position)  shows 
definite  cardiomegaly  and  a typical  mitral  con- 
figuration. The  amputation  of  the  descending 
right  pulmonary  artery  alone  indicates  that  this 
patient  is  in  trouble.  The  lack  of  venous  conges- 
tion may  be  the  result  of  a very  high  pressure 
in  the  left  atrium  causing  vasoconstriction  also 
of  the  pulmonary  veins.  The  barium  swallow  cer- 
tainly shows  a large  left  atrium  which  occurs  more 
frequently  when  there  is  also  insufficiency  in  ad- 
dition to  stenosis.  According  to  the  subsequent 
X-ray  requests,  our  impression  was  confirmed  also 
clinically. 


rales  left  base;  dullness  right  base.  Pleural  effusion? 
X-rav  impression:  Cardiomegaly  with  congestion. 


mm 


Fig.  32:  Case  8.  Clinical  data:  CHF.  Was 
digitalized.  X-ray  impression:  Essentially  negative. 


Case  8:  Age:  72. 

Comment:  According  to  the  original  X-ray  re- 
port. “there  is  distinct  engorgement  of  the  main 
pulmonary  arteries  with  fullness  and  blurring  of 
the  peripheral  branches  particularly  at  the  bases; 
small  amount  of  pleural  fluid  at  the  left  base  . 
I disagree  with  this  descriptive  reading,  although 
I agree  with  the  final  interpretation  of  pulmon- 
ary “congestion.".—  1 believe  the  upper  com- 
ponents of  the  hila  are  full.  The  sharply  outlined 
and  apparently  dilated  right  descending  pulmón- 
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ary  artery  is  caused  by  the  fact  that  the  diaphrag- 
matic leaves  are  higher  a full  interspace.  The 
blurring,  of  course,  is  due  to  the  engorged  capil- 
laries. Following  digitalization  the  findings  have 
completely  cleared  in  5 days.  This  patient  had  a 
typical  CHF  from  X-ray  point  of  view  and  very 
similar  to  the  Case  1.  If  the  pulmonary  arteries 
would  be  dilated  concomitantly  with  the  dilated 
pulmonary  veins,  the  capillaries  would  be  under 
increased  pressure  from  front  and  from  behind: 
pulmonary  edema  should  develop  in  a few  sec- 
onds. 


Fig.  33:  Case  9.  Clinical  data:  CHF.  Anemia: 
X-ray  impression:  Cardiomegaly  with  passive  con- 
gestion . 


Fig.  34:  Case  9.  Clinical  data:  CHF.  Aortic 
insufficiency,  rheumatic  vs  luetic.  Questionable 
mitral  murmur.  X-ary  impression:  Mitral  disease. 
No  evidence  of  aortic  insufficiency.  No  calcification 
of  ascending  aorta. 


Case  9\  Age:  67. 

Comment:  This  is  an  instructive  case  for  the 
heart  has  a typical  “mitral  configuration”  which 
I missed.  The  convex  pulmonary  segment  of  the 
cardiac  silhouette  indicates  enlargement  of  the 
right  ventricle.  The  barium  swallow  (Fig.  34) 
shows  all  the  features  of  mitral  disease,  probably 
of  the  combined  type,  stenosis  and  insufficiency. 
Our  impression  was  later  accepted  also  clinical- 
ly.— Interestingly,  this  patient  was  readmitted 
about  a year  later  and  by  an  administrative  error 
he  was  given  a new  X-ray  number.  The  X-ray 
request  stated  only  "CHF”  and  the  film  was  read 
by  another  radiologist;  he  considered  the  possibil- 
ity of  a mitral  lesion  because  of  the  shape  of  the 
heart. 


Cfc.  S81. 


Fig.  35:  Case  10.  Clinical  data:  Hypertensive 
with  failure.  Lungs  clear.  Cardiomegaly.  X-ray 
impression:  Slight  cardiomegaly.  Extensive  bilateral 
parahilar  infiltration  due  to  failure.  Note:  BUN? 
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Fig.  36:  Case  10.  Clinical  data:  None.  X-ray 
impression:  Subsiding  failure. 

Case  10:  Age  53. 

Comment:  We  added  the  note  concerning  the 
BUN  because  of  the  negative  physical  examina- 
tion of  the  lungs.  The  next  day  we  have  learned 
that  the  BUN  was  150.  Although  the  follow-up  fdm 
shows  marked  improvement,  the  patient  died  2 
weeks  later;  at  autopsy  malignant  nephrosclerosis 
and  a large  heart  were  found. 

Conclusion 

In  closing,  I would  like  to  make  a few 
short  remarks.  In  spite  of  the  described  X- 
ray  criteria  of  the  CHk , the  interpretation  of 
the  film  at  times  can  be  difficult,  particularly 
when  the  film  was  taken  in  incomplete  in- 
spiration, producing  haziness  of  the  lower 
lung  fields  especially  in  a heavy  patient. 
Obviously,  if  the  film  has  been  requested  a 
few  days  after  digitals  therapy,  which  happens 
quite  often,  the  passive  congestion  is  no 
longer  present. — In  a case  of  total  heart 
failure,  so  manifest  to  the  clinician,  the  X-ray 


interpretation  of  CHF  is  liable  to  be  also  a 
failure.  I obviously  selected  representative 
cases  in  which  the  X-ray  findings  were  con- 
flicting with  the  clinical  picture.  In  all  fair- 
ness, I wish  to  point  out  that  the  conflict 
was  frequently  due  to  the  incomplete  clinical 
data  written  on  the  X-ray  request  or  perhaps 
because  the  film  was  taken  before  a thorough 
history  and  physical  examination  had  been 
done.  I would  like  to  make  a plea  that  in 
these  cases,  we  should  get  together  and  re- 
examine our  opinions  in  a generous  spirit 
of  cooperation.  If  I succeeded  to  convince 
you  of  the  validity  of  my  plea,  this  paper  has 
served  its  purpose. 


Summary 

The  roentgen  manifestations  of  congestive 
heart  failure  and  their  anatomical  and  phy- 
siological basis  are  reviewed.  Illustrative  cases 
are  presented  in  some  of  which  an  apparent 
disagreement  between  clinical  and  loentgen 
findings  occurred.  A plea  is  made  for  moie 
effective  exchange  of  information  between 
the  clinician  and  roentgenologist  in  order  to 
arrive  at  a more  precise  diagnosis. 

Resumen 

Se  resumen  las  manifestaciones  roentge- 
nológicas  de  la  decompensación  cardiaca  y 
sus  bases  anatómicas  y fisiológicas.  Se  ilustra 
la  discusión  con  un  grupo  de  casos  en  al- 
gunos de  los  cuales  ocurrió  un  aparente  desa- 
cuerdo entre  los  hallazgos  clínicos  y íoent- 
genológicos.  Se  enfatiza  la  necesidad  de  un 
mejor  intercambio  de  información  entre  el 
clínico  y el  radiólogo  para  llegar  a un  diag- 
nóstico más  preciso. 
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An  amputation  is  a mutilating  procedure 
which  is  invariably  followed  by  varying  de- 
grees of  permanent  disability.  It  is  also  an 
admission  of  failure  on  the  part  of  the  phy- 
sician. He  has  been  unable  to  reverse  or  even 
stay  the  course  of  progressive  arterial  occlusive 
disease.  Thus,  the  operation  is  a particularly 
disagreeable  experience  not  only  for  the  pa- 
tient but  also  for  the  physician.  It  behooves 
the  surgeon  to  look  beyond  these  unpleasant 
considerations  and  attempt  to  achieve  a min- 
imum of  disability  and  maximal  rehabilita- 
tion. 

Amputations  are  attended  by  considerable 
morbidity  and  an  appreciable  mortality  rate. 
It  is  said  that  a patient  who  requires  a major 
amputation  represents  such  an  advanced  stage 
of  vascular  disease  that  he  has  a very  small 
chance  of  being  alive  at  the  end  of  five  years. 

Materials  and  Methods 

We  have  studied  the  patients  who  have  had 
amputation  of  the  lower  extremities  with  the  pur- 
pose of  determining  not  only  their  life  expectancy 
following  the  procedure  but  also  to  evaluate  our 
efforts  in  terms  of  appropriateness  of  selection  of 
the  amputation  level,  promptness  of  healing, 
length  of  • hospitalization  and  final  rehabilitation. 
The  study  includes  all  patients  who  have  had 
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amputations  of  the  lower  extremity  at  the  Vet- 
erans Administration  Hospital,  San  Juan,  Puerto 
Rico,  for  arterial  occlusive  disease  through  1965. 
The  clinical  records  were  reviewed  in  all  cases 
and  all  surviving  patients  either  examined  per- 
sonally or  by  mail  questionnaire. 

Results 

The  indication  for  the  operation  was  ei- 
ther overt  gangrene  or  severe  ischemic  pain. 
There  were  74  patients  in  whom  a total  of 
130  amputations  were  performed.  The  main 
disease  responsible  for  the  amputations  was 
arteriosclerosis.  This  was  present  in  60  cases, 
32  of  which  were  diabetic.  The  remaining  14 
patients  represent  what  we  have  classified  as 
Buerger’s  syndrome,  and  were  generally  a 
much  younger  age  group. 

Table  I shows  the  frequency  of  different 
levels  of  amputation.  Mid-thigh  amputation 
was  performed  more  frequently  than  any 
other  (about  half  of  the  time).  There  was  a 
fairly  even  distribution  in  the  frequency  of 
the  other  three  main  levels  of  amputation. 

TABLE  I:  AMPUTATIONS 


Level 

No. 

% 

Toes 

BO 

23 

Trans-metatarsal 

21 

16 

Below  knee 

22 

16 

Above  knee 

57 

45 

Total 

130 

100 

175 
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Table  II  shows  a higher  incidence  of  distal 
amputation  in  patients  with  diabetes  or 
Buerger's  syndrome.  This  is  probably  account- 
ed for  by  the  preferential  involvement  of 
smaller  vessels  in  these  conditions. 


TABLE  II:  VASCULAR  DISEASE 
AND  LEVEL  OF  AMPUTATION 


Level 

Diabetic  Arterios- 
clerotic 

Buerger’s 

Total 

Toes 

17 

7 

6 

30 

Trans-metatarsal 

7 

4 

10 

21 

Below  knee 

6 

4 

12 

22 

Above  knee 

26 

27 

4 

57 

Total 

56 

42 

32 

130 

It  appears  from  the  literature  that  stump 
infection  is  the  most  frequent  postoperative 
complication.  Our  high  incidence  is  evident 
from  Table  III.  This  is  not  surprising  in 
view  of  the  circulatory  insufficiency  of  the 
involved  extremity.  There  is  a correlation  in 
that  the  more  distal  the  level  of  amputation 
the  higher  the  incidence  of  stump  infection. 


TABLE  III: 

STUMP 

INFECTION 

Level 

Cases 

Infected 

% 

Toes 

30 

19 

63 

Trans-metatarsal 

21 

9 

42 

Below  knee 

22 

6 

27 

Above  knee 

57 

13 

22 

Total 

130 

47 

38 

Timing  of  the  amputation  is  seldom  dis- 
cussed in  the  surgical  literature  as  it  is  taken 
for  granted  that  when  there  is  gangrene  or 
severe  ischemic  pain  the  surgeon  operates. 
In  actual  practice  it  is  often  difficult  to 
perform  amputation  early  in  the  course  of 


arterial  occlusive  disease.  At  that  stage  of 
the  disease  there  are  usually  either  minor  or 
no  gangrenous  changes  in  the  involved  ex- 
tremity and  the  main  indication  for  ampu- 
tation is  ischemic  pain.  The  patient  and  his 
family  must  be  persuaded  that  amputation 
is  inevitable  and  thus  should  be  performed  as 
soon  as  possible  after  the  disease  is ‘deemed 
irreversible.  This  is  a time  for  aggressiveness 
and  not  for  temporizing,  as  deterioration  of 
the  general  condition  of  the  patient  occurs 
rapidly  in  this  elderly  group.  Although  we 
have  no  comparative  figures  of  the  time 
interval  between  the  onset  of  severe  ischemic 
pain  and  operation  we  suspect  that  it  is  un- 
duly long  in  too  many  instances  and  believe 
that  this  has  an  adverse  effect  on  morbidity 
and  mortality. 

Our  relatively  low  postoperative  mortality 
stands  out  as  shown  in  Table  IV.  The  reason 

TABLE  IV:  COMPLICATIONS 
AND  MORTALITY 


No.  of  Wound  Mortality 
Series  Cases  Complication  Rate 


Columbia  Presbyterian 
Medical  Center  (2) 

289 

55% 

10% 

Philadelphia 

General  Hospital  (3) 

323 

16% 

29% 

University  of  Rochester 
Medical  Center  (4) 

237 

30% 

20% 

VA  Hospital 

San  Juan 

74 

41% 

5.4% 

for  this  is  not  clear  since  our  criteria  for 
selection,  indications  for  operation  and  tech- 
nique are  comparable  to  those  given  by  others. 
This  difference  is  due  at  least  in  part,  to  our 
low  incidence  of  pulmonary  embolism.  This 
complication  is  a very  frequent  cause  of  death 
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in  all  reported  series.  There  were  4 post- 
operative deaths  for  a mortality  rate  of  4.5%. 
Only  one  of  these  patients  died  of  a probable 
pulmonary  embolism.  In  this  case  autopsy 
was  not  performed.  Three  patients  were  found 
at  autopsy  to  have  advanced  arteriosclerotic 
cardiovascular  disease  as  the  main  cause  of 
death.  We  believe  that  amputation  early  in 
the  course  of  progressive  occlusive  arterial 
disease  of  the  lower  extremity  is  much  less 
apt  to  be  followed  by  venous  thromboem- 
bolic disease.  When  the  amputation  is  per- 
formed late  in  the  course  of  the  illness,  there 
has  been  chronic  stagnation  of  blood  flow 
and  also  deterioration  of  the  patient’s  general 
condition. 

In  many  cases  several  amputations  were 
performed  on  the  same  limb  during  a single 
hospitalization.  This  means  that  a distal  am- 
putation was  unsuccessful  and  a more  proxi- 
mal amputation  was  necessary.  Table  V shows 


TABLE  V:  RE-AMPUTATION 


No. 

With 

previous  sympathectomy 

16 

Without  previous  sympathectomy 

13 

Total 

re-amputations 

29 

Total 

number  of  amputations 

130 

% of 

re-amputation  rate 

29/101  = 29% 

our  experience  with  re-amputation  and  a 
29%  re-amputation  rate.  This  is  an  unduly 
high  figure  and  represents  an  excessively  con- 
servative approach  to  this  problem.  A recent 
article  from  Australia  ( 1 ) reports  a re-am- 
putation rate  of  20%.  Fortunately  there  has 
been  no  mortality  associated  with  re-amputa- 
tion. 

Table  VI  shows  that  the  transmetatarsal 
amputation  has  the  longest  period  of  con- 
valescence, 10  months.  The  other  three  main 


TABLE  VI:  AVERAGE 
HOSPITALIZATION  TIME 
POST  AMPUTATION 


Level  of  amputation 

Days 

Toes 

31 

Trans-metatarsal 

53 

Below  the  knee 

26 

Above  the  knee 

30 

Overall  average 

38 

levels  average  one  month  of  hospitalization 
following  surgery. 

The  five  year  survival  rate  following 
amputation  was  much  better  than  we  had 
expected.  Even  if  we  exclude  the  patients  with 
Buerger’s  syndrome  who  are  all  favorable 
cases  because  they  are  a much  younger  age 
group,  we  find  twenty  patients  alive  out  of 
sixty  at  the  end  of  five  years,  for  a five  year 
survival  rate  of  33%.  The  five  year  survival 
of  diabetics  was  better  than  for  the  non-dia- 
betic group  (40%  vs.  25%).  Larger  published 
series  report  no  difference  between  these  two 
groups.  Thirteen  out  of  40  surviving  patients 
are  using  their  prosthesis.  Three  of  them  are 
actually  working  full-time.  Most  of  the  other 
patients  admitted  in  the  questionnaires  that 
their  time  is  spent  doing  nothing.  Certainly 
a major  amputation  has  meant  a drastic 
change  in  their  lives. 

Discussion 

Many  surgeons  will  perform  mid-thigh 
amputation  on  all  patients  with  advanced 
ischemic  lesions  of  the  foot  and  lower  leg. 

This  indiscriminate  use  of  high  amputa- 
tion is  defended  on  the  basis  of  prompt  heal- 
ing and  lessened  hospital  stay.  Further,  it  is 
adduced,  a more  conservative  distal  amputa- 
tion is  often  unsuccessful  and  will  mean  a 
second  major  operation  in  a poor  risk  patient. 
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While  all  these  arguments  are  valid,  and 
there  is  no  way  to  prove  our  contention  to 
be  correct,  we  still  believe  that  a certain 
number  of  re-operations  is  a small  price  to 
pay  in  the  interest  of  preserving  length  in  the 
affected  leg.  Our  belief  is  bolstered  by  our 
zero  mortality  rate  for  re-amputations. 

The  second  area  which  deserves  emphasis 
is  the  timing  of  operation.  The  surgeon  should 
bring  up  the  subject  early  in  the  course  of 
the  illness  when  the  need  for  amputation  is 
not  yet  obvious  to  all  concerned.  It  is  easier 
to  wait  until  gangrene  becomes  evident  or 
the  patient  demands  amputation  because  of 
disabling  pain  but  we  are  then  shirking  our 
responsibility  by  procrastination.  This  dis- 
tasteful operation  must  be  brought  up,  vigor- 
ously endorsed,  and  finally,  performed  as 
early  as  the  surgeon  has  determined  that  the 
ischemia  is  irreversible. 

Summary 

We  have  reviewed  our  experience  with 
lower  limb  amputation  for  arterial  insuf- 
ficiency. The  morbidity  and  mortality  rates 
are  comparable  with  those  of  other  reported 
series. 

We  believe  in  an  aggressive  attitude  aimed 
towards  early  amputation,  before  the  pa- 
tient’s condition  deteriorates.  This  is  accom- 
plished by  a conservative  approach  as  to  pre- 


servation of  length  of  limb.  We  are  willing  to 
accept  a certain  number  of  re-operations  in 
selected  cases. 

Resumen 

Hemos  estudiado  nuestra  experiencia  con 
amputaciones  de  la  extremidad  inferior  por 
insuficiencia  arterial.  La  morbilidad  y mor- 
talidad son  similares  a las  de  otras  series  in- 
formadas. 

Recomendamos  una  actitud  agresiva  con 
miras  a amputación  temprana  antes  de  que 
ocurra  deterioro  del  paciente.  A la  vez  debe- 
mos ser  conservadores  en  lo  que  se  refiere  a 
efectuar  la  amputación  más  distal  posible. 
Aceptamos  un  cierto  número  de  re-amputa- 
ciones para  lograr  este  objetivo. 
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THE  CARDIOMYOPATHIES 


B 


Ordinarily,  when  one  faces  the  problem 
of  diagnosing  a cardiac  patient,  there  is  rela- 
tively little  difficulty  in  arriving  at  one  of 
he  common  cardiac  diagnoses.  Either  the 
^ history  is  clear  cut,  or  there  are  classical 

I1  murmurs,  or  the  blood  pressure  is  elevated, 
or  other  fairly  specific  physical  findings  are 
present. 

Every  once  in  a while  the  etiology  is  not 
quite  so  clear  immediately,  and  it  may  re- 
quire simple  aids  such  as  X-rays,  electrocar- 
diograms or  certain  laboratory  tests  before 
a diagnosis  is  made.  Occasionally,  it  takes  re- 
peated clinical  observations  and  fairly  com- 
plicated diagnostic  procedures  before  it  is 
recognized  that  one  is  dealing  with  an  un- 
i common  manifestation  of  one  of  the  com- 

I 

I mon  cardiac  conditions.  However,  there 
i are  certain  instances  in  which  even  after  the 
most  thorough  clinical  observations  and  ex- 
haustive investigations,  one  is  unable  to  pin 
point  the  patient’s  disease  into  one  of  the 
common  cardiac  categories.  This  disturbing 
' situation  is  met  more  frequently  in  younger 
' age  groups,  since  in  older  patients  one  is 
more  apt  to  accept  the  somewhat  unusual 
characteristics  that  the  case  may  present,  on 
the  basis  of  “so  called”  arteriosclerotic  heart 
disease. 
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The  problem  may  take  different  forms. 
In  some  patients,  the  puzzle  may  be  the 
nature  of  a murmur.  In  others,  an  unexplain- 
ed arrhythmia  may  be  the  disturbing  factor. 
In  still  others,  the  question  is  a conduction 
disorder  or  some  other  electrocardiographic 
abnormality.  In  the  majority,  the  main  prob- 
lem is  the  cause  of  an  obvious  congestive 
heart  failure. 

This  situation  has  been  recognized  and 
written  about  for  many  years.  In  describing 
these  cases  most  authors  have  improvised 
their  own  terminology  thus  creating  a great 
deal  of  confusion.  The  main  reason  for  this 
is  that  these  terms  have  been  generated  in 
an  attempt  to  explain  a perplexing  clinical 
situation  subject  to  different  interpretations. 

The  term  “myocarditis”  has  been  used 
frequently  in  a vague,  generic  sense  to  apply 
to  cases  that  belong  in  this  group  even  when 
there  was  no  proof  of  a specific  cardiac  in- 
flammatory process.  Fiedler  used  the  term 
“isolated  myocarditis”  for  patients  that  prob- 
ably would  be  regarded  today  as  having 
some  form  of  idiopathic  cardiomegaly  ( 1 ) . 
The  word  “myocarditis”  has  been  also  used 
to  describe  the  myocardial  involvement  of 
systemic  processes.  When  the  term  is  used  in 
this  sense,  one  must  keep  in  mind  that  it 
defines  something  entirely  different  from  the 
specific  myocardial  infections. 

Blankenhorn  and  Gall  (2)  used  the  term 
“myocardiosis”  to  describe  a non-inflam- 
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matory  myocardial  status  giving  rise  to  car- 
diac functional  impairment  in  the  absence 
of  the  common  cardiac  conditions.  The  idio- 
pathic hypertrophy  of  Levy  and  Von  Glahn 
(3)  also  belongs  in  this  general  group.  To 
Goodwin  (4)  we  owe  the  term  that  we  are 
using  in  this  article:  the  cardiomyopathies. 
Mattingly  (5)  includes  in  the  term  “primary 
myocardial  disease”,  those  disorders  either 
restricted  to  the  heart  or  in  which  the  heart 
is  principally  involved.  And  there  are  many 
others:  primary  cardiomegaly,  familial  car- 
diomegaly,  obstructive  cardiopathy,  exotic 
heart  disease,  cryptogenic  heart  disease,  alco- 
holic heart  disease,  idiopathic  cardiomegaly, 
etc. 

It  will  be  noticed  that  some  of  these  terms 
define  the  group  as  a whole  and  others  de- 
fine specific  segments  of  it.  Be  that  as  it  may, 
the  average  physician  who  looks  this  subject 
over  more  or  less  superficially,  comes  to  feel 
that  he  is  standing  on  rather  soft  ground  due 
to  the  semantic  confusion. 

To  help  define  the  subject  as  precisely 
as  possible,  a classification  of  conditions  that 
may  present  with  this  puzzling  diagnostic 
problem  is  presented  in  table  I.  This  clas- 
sification is  a modification  of  Bridgen’s  (6). 

It  has  the  virtue  of  classifying  these  condi- 
tions from  an  etiological  rather  than  a des- 
criptive or  functional  viewpoint.  This  ap- 
proach is  useful  to  clinicians,  since  its  follows 
the  usual  form  of  classifying  heart  disease. 

In  the  first  place,  these  conditions  may 

be  of  congenital  origin.  Here  is  included 
familial  cardiomegaly,  a condition  which  is 
inherited  as  a Mendelian  dominant  and  which 
involves  males  and  females  in  about  the  same 
ratio.  It  may  be  diffuse  or  local  and  may 
produce  obstructive  phenomena.  A familial 
tendency  has  been  reported  by  several  in- 


TABLE  I:  CLASSIFICATION  0 
THE  CARDIOMYOPATHIES* 


I.  Congenital 

Familial  cardiomegaly 
Diffuse 

Local  (obstructive) 

Friedreich’s  disease 
Hurler’s  syndrome 
Dystrophies 

Anomalus  origin  of  left  coronary  artery 

II.  Inflamatory  (myocarditis) 

Viral 

Bacterial 

Rickettsial 

Protozoan 

III.  Allergic  and  Collagen 
Rheumatoid  arthritis 
Systemic  lupus  erythematosus 
Polyarteritis  nodosa 
Scleroderma 
Dermatomyositis 
Rheumatic  fever 

Giant  cell;  eosinophilic  “Myocarditis" 
Collagenosis  (Becker’s) 

IV.  Metabolic 
Amyloidosis 
Hemochromatosis 
Glycogen 

V.  Nutritional 
Beriberi 
Alcoholic 

Protein  and  mineral  depletions 

VI.  Endocrine 
Acromegaly 
Thyroid 
Adrenal 

VII.  Idiopathic 

Endocardial  fibroelastosis 
Endomyocardial  fibrosis  (Uganda  Heart) 
Myocardial  fibrosis 
Puerperal 

Non-familial  cardiomyopathies 
Obstructive 
Non-obstructive 

* Modified  after  Bridgen  (7) 
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F vestigators.  (4,  8,  7,  9).  Friedreich’s  disease 
is  also  included  here.  The  etiology  of  the 
mvocardial  involvement  and  relation  to  the 
neurological  disease  in  this  condition  is  not 
inown.  However,  this  is  an  important  mani- 
festation of  Friedreich’s  disease,  since  two 
thirds  of  these  cases  die  of  cardiac  failure. 

The  involvement  is  usually  first  diagnosed  by 
electrocardiography,  when  left  ventricular  hy- 
pertrophy or  left  precordial  T wave  inversion 
patterns  are  seen  in  these  cases.  The  cardiac 
involvement  of  Hurler’s  syndrome  (gargoyl- 
jism)  is  also  included  here,  as  well  as  that  of 
'the  dystrophies.  Congenital  vascular  lesions 
,may  be  involved  in  some  of  these  cases.  For 
example,  medial  necrosis  in  coronary  arteries 
has  been  reported  by  James  (10)  in  Fried- 
reich’s ataxia.  Again,  the  anomalous  origin 
of  a left  coronary  artery  may  give  rise  to  a 
clinical  picture  indistinguishable  from  the 
one  we  are  discussing. 

A second  etiologic  classification  is  inflam- 
matory origin,  and  here  are  included  viral, 
bacterial,  and  protozoan  infections.  Here 
there  is  a true  myocarditis.  In  the  viral 
group,  myocardial  involvement  by  polio  virus 
is  well  known.  Influenza  virus  has  also  been 
well  documented  (11)  in  this  respect,  as  well 
as  myocardial  involvement  by  Coxsackie  B 
virus  (12).  This  last  virus  can  also  involve 
the  pericardium  and,  as  a matter  of  fact,  it 
has  been  reported  that  most  cases  of  so-called 
acute  benign  pericarditis  are  probably  due 
to  this  agent  (13) . 

Of  course,  several  other  viruses  as  well 
as  Rickettsia  are  known  to  involve  the  heart. 
Of  the  protozoa,  Chagasic  myocarditis  is 
probably  the  most  important,  particularly 
to  our  neighbors  of  Venezuela  and  Brazil. 

_ trichinosis,  toxoplasmosis,  syphilis,  and  diph- 
theria are  also  included  in  this  group,  as  well 


as  the  myocarditis  of  subacute  bacterial  en- 
docarditis. As  mentioned  before,  the  term 
Fiedler’s  isolated  myocarditis  is  really  dif- 
ficult to  define  in  terms  of  specific  inflam- 
matory involvement.  Perhaps  most  of  these 
cases  are  better  classified  into  the  group  of 
idiopathic  cardiomyopathies. 

The  next  group  is  that  due  to  allergic 
and  collagen  diseases.  Here  the  myocardial 
involvement  is  frequently  overshadowed  by 
the  systemic  manifestations  of  the  process. 
This  includes  rheumatoid  arthritis,  systemic 
lupus  erythematosus,  polyarteritis  nodosa, 
scleroderma,  dermatomyositis,  and  rheumatic 
fever.  Some  cases  of  so-called  “myocarditis” 
due  to  hypersensitivity  (14)  and  Becker’s 
(15)  cardiovascular  collagenosis  perhaps  also 
belong  here.  In  view  of  its  possible  hyper- 
sensitivity aspects,  sarcoidosis  may  be  also 
classified  in  this  group. 

Although  amyloidosis  may  be  the  result  of 
an  antigen  antibody  reaction,  it  is  classified 
by  Brigden  under  the  next  classification,  the 
metabolic  group.  Amyloidosis  in  its  various 
forms  may  produce  various  bizarre  cardiac 
clinical  pictures.  In  the  primary  form,  the 
patient  is  usually  over  40  years  of  age.  He 
may  have  the  characteristic  diffuse  vascular 
involvement  that  leads  to  neuritis  and  pur- 
pura. Cardiac  amyloidosis  may  present  with 
arrhythmias,  or  a constrictive  type  of  con- 
gestive heart  failure  or  a picture  of  myocar- 
dial infarction.  The  electrocardiogram  may 
show  arrhythmias,  blocks  and/or  Q waves  of 
low  voltage.  In  old  age,  senile  amyloidosis 
of  the  heart  is  common.  It  has  been  reported 
in  24%  of  autopsies  of  individuals  over  90 
years. 

Hemochromatosis  of  the  heart  rarely  if 
ever  is  an  isolated  process.  However,  it  is 
important  since  15%  of  all  cases  of  hem- 
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ochromatosis  are  reported  to  die  of  congestive 
heart  failure.  Another  of  this  group,  glycogen 
cardiomegaly,  is  a well  established  entity. 

Next  is  the  nutritional  group.  Evans  (16) 
has  emphasized  what  he  regards  as  a car- 
diomyopathy of  alcoholism,  unrelated  to  beri- 
beri and  irreversible  in  its  late  stages.  A high 
incidence  of  auricular  fibrillation,  over  50%, 
is  notorious  in  this  entity.  Various  states  of 
protein,  potassium  and  magnesium  depletion 
have  been  also  associated  with  cardiomyo- 
pathies. 

Next  is  the  endocrine  group  in  which  the 
cardiac  involvement  of  acromegaly,  thyroid 
disease,  Addison’s  disease,  etc.  can  all  lead  to 
the  clinical  picture  which  we  are  discussing. 

Finally,  an  ill  defined  group  of  entities 
may  be  classified  as  idiopathic.  Knowledge 
about  their  etiology  is  so  scant  that  it  is  best 
to  refer  to  them  descriptively.  Here  are  in- 
cluded essentially  pathological  entities  such 
as  endocardial  fibroelastosis,  endomyocardial 
fibrosis,  some  cases  of  myocardial  fibrosis, 
and  the  non-familial  cardiomyopathies,  both 
obstructive  and  non  obstructive.  Although 
the  entity  of  puerperal  heart  disease  is  gen- 
erally considered  to  be  questionable,  it  has 
been  included  here  for  completion. 

The  diagnosis  of  this  group  is  mostly  pre- 
sumptive and  requires  pathological  confir- 
mation. There  is  no  question  that  here  one 
may  be  dealing  with  late  clinical  manifesta- 
tions of  a previous  specific  myocardial  disease 
that  may  have  gone  unrecognized,  and  whose 
relation  to  the  present  clinical  picture  may 
be  no  longer  definable.  Perhaps  even  ischemia 
or  a metabolic  defect,  or  a bizarre  myocardial 
reaction  to  chronic  dilatation  or  congestive 
failure  may  be  involved  in  these  cases.  Per- 
haps the  primary  lesion  is  at  the  molecular 
level  rather  than  a structural  reaction  of  the 


myocardium  itself. 

This  classification  permits  an  overall  per- 
spective view  of  the  cardiomyopathies.  It  can 
be  appreciated  that,  although  an  etiological 
classification  is  in  principle  more  orderly  and 
logical,  it  is  still  difficult  to  define  these  en- 
tities clearly.  Certainly,  there  are  many  la- 
cunae that  simply  cannot  be  filled  with  the 
information  available  to  date. 
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Our  experience  with  these  cases  has  been 
mainly  with  the  idiopathic  group,  which  is 
probably  the  most  interesting.  We  have  been 
able  to  study  ten  patients.  The  last  part  of 
this  publication  will  be  devoted  to  pointing 
out  those  diagnostic  criteria  that  we  have 
found  to  be  of  importance  in  the  light  of  our 
limited  experience  with  these  cases. 

Like  everyone  else,  when  we  began  to 
recognize  these  cases  we  approached  their 
diagnosis  on  an  elimination  basis.  Now  we 
feel  that  perhaps  one  may  be  more  positive 
in  the  diagnostic  approach,  if  certain  salient 
features  are  identified.  These  have  been  un- 
derlined in  table  II. 

The  ten  cases  in  whom  a clinical  diagno- 
sis of  idiopathic  cardiomyopathy  was  suspect- 
ed ranged  in  age  from  27  to  53  years  with 
an  average  of  37.5  years.  We  consider  this 
to  be  important  because  our  impression  is 
that  this  age  is  below  the  average  of  those 
patients  admitted  to  our  hospital  in  congestive 
heart  failure. 
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And  indeed,  all  were  in  severe  congestive 
heart  failure  when  admitted.  This  was  usually 
both  right  and  left  sided,  although  in  about 
half  the  cases  the  left  manifestations  seemed  ion 
to  predominate  towards  the  very  beginnings! 
of  the  illness  and  the  right  manifestations  » 
thereafter. 

Five  patients  were  heavy  imbibers  oí 
alcohol  and  five  were  social  drinkers.  Again 


tv 

illjrc 


iinf 


Cardiomyopathy  183 


Bol.  Asoc.  Méd.  P.  Rico 
Abril,  1967 


TABLE  II:  IDIOPATHIC 
CARDIOMYOPATHY  - CLINICAL 
FEATURES 


History: 

Ages  27-53;  Ave. 
Alcohol,  heavy 
Heart  failure 
"Pain"  chest 

Physical  Examination: 
Cardiomegaly 
Diastolic  gallop 
Apical  systolic 
murmur 
Jaundice 
Systolic  pressure 


37.5  years 
5,  “social”  — 5 
10 
4 


10 

10 

7 

6 

90-140  111 

Ave:  — 


Diastolic  pressure 


70-100 


Course: 

Progressive 

With  therapreutic  remissions 
Without  therapeutic  remissions 
Complications: 

Thrombophlebitis 
Thromboembolic 
Lungs  6 

Renal  4 

Spleen  1 


8 

2 

2 

6 


87 


Duration: 
0.5-8  years 


Ave.  3.1  years 


Lost  to  Follow  Up:  1 

Dead:  9 


we  consider  this  unusual  for  our  congestive 
heart  failure  population. 

Four  patients  complained  of  an  indefinite 
precordial  pain;  variously  described  as  op- 
pressive, dull,  or  sharp.  The  nature  of  this 
pain  was  hard  to  precise  clinically.  At  times 
it  suggested  coronary  artery  disease.  As  will 
be  shown  later,  some  of  these  chest  pains 
may  have  been  due  to  pulmonary  embolism 
and  infarction,  since  these  complications  were 


very  frequent  in  the  group. 

Upon  physical  examination,  all  had  big 
hearts  and  all  had  a diastolic  gallop.  Seven 
had  a systolic  blowing  grade  II  to  III  apical 
murmur  which  usually  transmitted  to  the 
left.  One  had  a thrill.  One  had  a grade  II 
aortic  systolic  murmur  without  radiation  and 
without  thrill.  Three  had  a tricuspid  murmur 
which  either  increased  in  intensity  or  signif- 
icantly changed  in  character  during  deep 
inspiration.  In  three  cases,  murmurs  were 
noted  to  change  in  relation  to  the  intensity 
of  the  heart  failure. 

A slight  jaundice  ranging  from  1.8  to 
5.7  mgm  total  bilirubin  was  noted  in  six  cases 
some  time  during  the  first  hospitalization.  In 
four  cases,  this  was  associated  with  clinically 
recognized  episodes  of  pulmonary  embolism 
and  infarction. 

The  diastolic  pressure  tended  to  be  high 
with  resulting  narrowing  of  the  pulse  pres- 
sure. In  fact,  some  of  these  cases  were  initially 
confused  with  pericarditis.  Some  even  man- 
ifested a slight  paradoxical  pulse  and  Kus- 
smaul  venous  pulsations.  However,  the  heart 
sounds  were  not  faint,  there  were  murmurs 
frequently,  and  the  electrocardiogram  did  not 
look  at  all  like  that  of  pericarditis. 

The  clinical  course  was  characterized  by 
progressive  disability,  although  in  most  pa- 
tients transitory  remissions  were  observed 
upon  treatment  of  the  initial  bouts  of  con- 
gestive heart  failure. 

The  most  frequently  recognized  compli- 
cations were  thromboembolic.  These  were 
most  frequent  to  the  lungs,  although  the  sys- 
temic side  was  also  involved. 

The  average  life  expectancy  was  3.1  years. 
The  terminal  hospitalizations  were  character- 
ized by  lack  of  response  to  aggressive  therapy 
for  congestive  heart  failure. 
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The  most  frequent  electrocardiographic 
diagnosis  was  left  ventricular  hypertrophy, 
usually  with  normal  axis  deviation.  P waves 
were  frequently  peaked  in  L2  and  L3  (Fig. 
1 ) . However,  many  other  abnormalities  were 
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stools  but  they  showed  no  evidence  of  pul- 
monary involvement. 

Chest  X-rays  in  eight  cases  were  reported 
as  showing  combined  ventricular  hypertrophy, 
although  in  most  there  was  predominant  left 
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Fig.  1:  Electrocardiograms  of  two  patients  with  idiopathic  cardiomyopathy  showing  findings  con- 
sistent with  left  ventricular  hypertrophy.  Axis  deviation  is  normal.  Both  records  suggest  left  intra- 
ventricular conduction  delay;  ERG  of  RDD  also  consistent  with  auricular  enlargement. 


also  observed  (Table  III).  Among  the 
arrhythmias,  auricular  fibrillation  was  the 
most  frequent;  among  the  conduction  defects, 
the  most  frequent  was  left  bundle  branch 
block. 

Laboratory  examinations  were  not  par- 
ticularly specific.  Severe  hepatic  congestion 
was  usually  accompanied  by  the  correspond- 
ing abnormalities  in  serum  enzymes,  serum 
proteins,  and  bromsulphalein  retention.  Two 
cases  had  ova  of  Schistosoma  mansoni  in  the 


ventricular  enlargement  (Fig.  2).  In  one 
case  left  ventricular  enlargement  was  report- 
ed alone.  Left  auricular  enlargement  was  re- 
ported in  two  patients.  Six  cases  showed  tran- 
sitory, although  sometimes  quite  remarkable 
decreases  in  heart  size  accompanying  the 
improvement  in  heart  failure.  However,  at 
every  readmission  the  heart  was  usually  larger 
than  it  had  been  the  previous  occasions.  Car- 
diac pulsations  were  diminished  in  five  of  the 
seven  patients  in  whom  they  were  recorded. 
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Fig.  2:  P.  A.  cljest  films  of  nine  patients  with  idiopathic  cardiomyopathy  showing  the  characteristic 
globular  cardiac  enlargement. 


One  of  the  10  patients  has  been  lost  to 
follow  up.  One  patient  died  at  another  hos- 
pital and  an  autopsy  was  not  done.  Autopsies 
were  done  on  seven  of  the  eight  patients  who 
died  in  our  hospital. 

All  patients  died  in  congestive  heart  fail- 
ure. The  average  weight  of  the  empty  heart 
at  autopsy  ranged  from  550  to  760  grams 


with  an  average  weight  of  665  grams.  Both 
ventricular  walls  were  consistently  thicker 
than  normal,  but  the  main  increase  in  size 
seemed  to  be  due  to  dilatation.  Five  cases 
showed  endocardial  fibroelastosis,  one  showed 
a focal  interstitial  myocarditis  and  the  re- 
maining case  showed  marked  myocardial  hy- 
pertrophy and  dilatation  with  arteriosclerosis 
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TABLE  III:  IDIOPATHIC 
CARDIOMYOPATHY 
Electrocardiographic  findings 


Left  ventricular  hypertrophy  6 

Right  ventricular  hypertrophy  2 

Combined  ventricular  hypertrophy  2 

Right  bundle  branch  block  2 

Left  bundle  branch  block  4 

Auricular  fibrillation  3 

A.  V.  dissociation 

and  idioventricular  rhythm  2 


of  the  coronary  arteries  but  without  evidence 
of  myocardial  infarction.  All  seven  had  evi- 
dence of  thromboembolic  disease:  4 to  the 
lungs,  4 to  the  spleen,  4 to  the  kidneys,  and 
one  to  the  brain.  Left  ventricular  mural 
thrombi  were  present  in  two  cases.  Two  pa- 
tients had  Manson’s  schistosomiasis  of  the 
liver  with  portal  fibrosis,  one  had  a post- 
necrotic cirrhosis  and  another  one  had  a fatty 
liver.  All  seven  patients  showed  evidence  of 
severe  chronic  passive  hepatic  congestion. 

The  distinctive  clinical  features  of  the 
majority  of  these  cases  can  be  summarized 
as  follows: 

1)  age  around  40 

2)  ingestion  of  alcohol 

3)  rapid  onset  of  left  to  right  or  total 
congestive  heart  failure 

4)  globular  cardiomegaly 

5)  diastolic  gallop 

6)  changing  apical  systolic  murmur  and 
murmur  of  tricuspid  insufficiency 

7)  narrow  pulse  pressure 

8)  slight  jaundice  with  hyperbilirubine- 
mia 

9)  EKG  of  left  ventricular  hypertrophy 
or  left  bundle  branch  block  some- 
times with  auricular  fibrillation 

10)  progressive  course  with  incomplete 
remissions 


11)  thromboembolic  complications 

In  our  experience  these  features  have  had  ¡ ta 
practical  diagnostic  value,  since  they  have 
permitted  the  outright  clinical  recognition  of 
the  last  few  cases  of  the  series.  Perhaps  these 
features  might  serve  as  indication  for  more  .. 
elaborate  diagnostic  procedures  such  as  hemo- 
dynamic studies  and  angiography.  They  may 
serve  also  to  select  cases  for  myocardial  biop-  , 
sy  (17).  The  importance  of  the  latter  is  cer- 
tainly not  academic  since  much  more  knowl- 
edge about  the  microscopic  and  ultramicro- 
scopic  character  of  the  lesions  is  necessary  for 
a better  understanding  of  these  conditions,  i 

Many  other  forms  of  heart  disease  have 
to  be  considered  in  the  differential  diagnosis. 
Constrictive  pericarditis  was  already  mention- 
ed. By  the  same  token,  one  might  also  mention 
any  of  the  other  common  cardiac  diseases. 
However,  the  well  recognized  features  of  the 
common  cardiac  conditions  are  absent.  In 
addition,  in  our  opinion,  this  total  picture 
is  quite  rare  in  any  of  these. 

Regarding  treatment,  we  have  had  little 
to  offer  these  patients  other  than  the  standard 
measures.  In  the  advanced  stages  the  most 
aggressive  measures  seemed  to  have  only  i 
transitory  success.  In  the  early  stages,  it  seem- 
ed that  prolonged  bed  • rest  was  the  most 
effective  therapeutic  measure. 

Two  patients  were  treated  with  cortico- 
steroids at  some  time  during  their  illness.  This 
did  not  seem  to  alter  their  progressive  course 
significantly. 

Five  patients  were  treated  with  anticoag- 
ulants at  one  time  or  another  for  their 
thromboembolic  complications.  Our  present 
feeling  is  that  idiopathic  cardiomyopathy  may 
be  an  indication  for  chronic  anticoagulation 
since  it  is  apparent  from  our  data  that 
thromboembolism  may  be  responsible  for  a 
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substantial  portion  of  the  morbidity  and  mor- 
tality of  these  patients. 

Summary 

A general  review  of  the  cardiomyopathies 
from  the  point  of  view  of  their  etiologic  clas- 
sification has  been  made. 

A list  has  been  presented  of  those  clinical 
features  that  in  our  experience  have  been 
useful  in  the  clinical  diagnosis  of  the  so  called 
idiopathic  cases.  These  features  may  be  of 
value  as  indicators  for  additional  studies  that 
may  yield  much  needed  information  for  a 
better  understanding  of  these  conditions. 

It  is  suggested  that  chronic  anticoagula- 
tion therapy  may  be  a reasonable  therapeu- 
tic approach  for  these  patients. 

Resumen 

Se  hace  un  repaso  de  las  cardiomiopatías 
desde  el  punto  de  vista  de  su  clasificación 
etiológica. 

Se  presenta  una  lista  de  datos  clínicos  que 
en  nuestra  experiencia  han  permitido  la  sos- 
pecha del  diagnóstico  en  los  casos  llamados 
idiopáticos.  Estos  datos  pueden  utilizarse  co- 
mo indicación  para  estudios  adicionales  que 
puedan  dar  información  necesaria  para  obte- 
ner un  mejor  entendimiento  de  estas  condi- 
ciones. 

Se  sugiere  el  uso  de  anticoagulantes  por 
tiempo  prolongado  como  parte  importante 
del  tratamiento  de  estos  pacientes. 

References 

1.  Fiedler,  A:  Quoted  by  Kline,  I.  K.  and  Saphir, 
O.  Chronic  pernicious  myocarditis.  Amer. 
Heart  J.  59:681,  1960. 

2.  Blankenhorn,  M.  A.  and  Gall,  E.  A.:  Myocar- 
ditis and  myocardosis.  Circulation  13:217,  1956. 

3.  Levy,  R.  L.  and  Von  Glahn,  W.  C.:  Cardiac 
hypertrophy  of  unknown  cause.  Amer.  Heart  J. 


28:714,  1944. 

4.  Goodwin,  J.  F.,  Gordon,  H.  Hollman,  A.  and 
Bishop,  M.  B.:  Clinical  aspects  of  cardiomyo- 
pathy. Brit.  Med.  J.  1:69,  1961. 

5.  Mattingly,  T.  IF.:  Clinical  features  and  diag- 
nosis of  primary  myocardial  disease.  (I,  II)  . 
Mod.  Concept  Cardiovas.  Dis.  30:676,  1961. 

6.  Brigden,  IF.;  Other  forms  of  cardiomyopathy. 
Ciba  Foundation  Symposium  Cardiomyopathies. 
Little  Brown  & Co.,  Boston,  1964.  p.  318. 

7.  Evans,  IF.:  Familial  cardiomegaly.  Brit.  Heart 
J.  11:68,  1949. 

8.  Brent,  L.  B„  Aburano,  A.,  Fisher,  D.  L.,  Mo- 
ran, T.  J.,  Myers,  J.  D.,  and  Taylor,  IF. 
Familial  muscular  subaortic  stenosis.  An  un- 
recognized form  of  “idiopathic  heart  disease”, 
with  clinical  and  autopsy  observation.  Circula- 
tion 21:167,  1960. 

9.  Braunwaldt,  E.,  Morrow,  A.  G.,  Cornell,  W .P., 
Aygen,  M.  M.  and  Hilbish,  T.  F.:  Idiopathic 
hypertrophic  subaortic  stenosis.  Amer.  J.  Med. 
29:924,  1960. 

10.  James,  T,  N .:  An  etiologic  concept  concerning 
the  obscure  myocardiopathies.  Prog,  in  Car- 
diovas. Dis.  7:43,  1964. 

11.  Adams,  C.  IF.;  Post-viral  myopericarditis  as- 
sociated with  the  influenza  virus  — report  of 
eight  cases.  Amer.  J.  Cardiol.  4:56,  1959. 

12.  Null,  F.  C.  and  Castle,  C.  H.:  Adult  pericar- 
ditis and  myocarditis  due  to  Coxsackie  virus 
— group  B,  type  5.  New  Eng.  J.  Med.  261:937, 
1939. 

13.  Woodward,  T.  E„  Me  Crumb,  F.  R.  Jr.,  Carey, 
N.  T.  and  Togo,  Y.:  Viral  and  rickettsial  causes 
of  cardiac  disease,  including  the  Coxsackie  vi- 
rus — etiology  of  pericarditis  and  myocarditis. 

Ann.  Intern.  Med.  53:1130,  1960. 

14.  Gore,  1.  and  Saphir,  O .:  Myocarditis:  a classi- 
fication of  1402  cases.  Amer.  Heart  1.  34:831, 
1947. 

15.  Becker,  B.  J.  P.,  Chatgidakis,  C.  B.  and  Van 
Lingen,  B.:  Cardiovascular  collagenosis  with 
parietal  endocardial  thrombosis  — a clinico- 
pathologic  study  of  forty  cases.  Circulation 
7:345,  1953. 

16.  Evans,  IF.;  Alcoholic  cardiomyopathy.  Amer 
Heart  J.  61:556,  1961. 

17.  Sutton,  G.  C„  Driscoll,  J.  F.,  Gunnar,  R.  M. 
and  Tobin,  J.  R.:  Exploratory  mediastinotomy 
in  primary  myocardial  biopsy.  Prog,  in  Car- 
diovas. Dis.  7:83,  1964. 


CARCINOMA  OF  THE 
ORAL  CAVITY  AND  PHARYNX 


David  Figueroa  Ramírez,  M.  D. 
Héctor  M.  Nadal,  M.  D.,  F.A.C.S. 
Raúl  Bertrán  Escanaverino,  M.D.,  F.A.C.S. 


The  treatment  of  carcinoma  of  the  oral 
cavity  and  pharynx  leaves  much  to  be  desir- 
ed. The  five-year  survival  in  carcinoma  of 
the  base  of  the  tongue,  floor  of  the  mouth 
and  hypopharynx  as  reported  in  various  series 
ranges  from  10  to  38%.  In  an  attempt  to 
correlate  our  results  with  those  of  other  in- 
vestigators, and  perhaps  elucidate  the  most 
rewarding  therapeutic  approach,  an  analysis 
has  been  made  of  our  experience  in  the  past 
fourteen  years  at  the  Veterans  Administra- 
tion Hospital,  San  Juan,  Puerto  Rico.  Since 
the  characteristics  and  behaviour  of  most  of 
these  tumors  are  somewhat  similar  they  have 
been  grouped  together  for  analysis. 

Materials  and  Methods 

From  1951  to  1965  one  hundred  forty  cases  of 
carcinoma  of  the  oral  cavity  and  pharynx  were 
admitted  to  this  hospital.  Of  these,  one  hundred 
twenty-five  patients  with  carcinoma  of  the  tongue, 
floor  of  the  mouth,  tonsils,  and  hypopharynx 
were  selected  for  this  study.  Some  of  these  cases 
have  been  previously  reported  by  Passalacqua  (1)  . 
All  patients  were  examined  by  a surgical  resident 
and  a member  of  the  Head  and  Neck  Section. 
Prior  to  therapy  biopsies  were  taken  and  the  his- 
topathology  was  established.  The  therapeutic  mo- 
dality in  each  of  these  patients  was  determined 
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by  the  Tumor  Board.  This  board  consists  of  an 
internist,  a head  and  neck  surgeon,  a pathologist 
and  a radiotherapist.  Follow-up  of  the  entire 
group  has  been  carried  at  the  Tumor  Clinic  of 
the  hospital. 

In  the  analysis  we  have  included  possible  etiol- 
ogical factors,  age,  incidence,  location  of  the  le- 
sion, s)mptomatology,  and  pathology.  The  thera- 
peutic management  and  the  five-year  survival  are 
also  presented. 

Results 

Age  Distribution  and  Etiological  Factors: 
The  majority  of  these  patients  were  above 
the  age  of  40,  with  the  highest  incidence 
in  the  61-70  age  group  where  there  were 
sixty-one  cases  or  48%.  The  youngest  patient 
was  32  and  the  oldest  90.  There  were  twenty- 
three  cases  or  18%  above  the  age  of  70. 
Similar  age  distribution  is  reported  in  the 
literature  (2,  3,  4,  5).  It  is  interesting  to  note 
that  in  carcinoma  of  the  tonsils,  50%  were 
younger  than  50.  One  was  32,  five  were  be- 
tween 41-50,  and  five  were  older  than  60. 
Only  one  was  above  70  (Table  I). 

Most  of  the  patients  were  users  of  to- 
bacco, alcohol,  or  both.  Fifty-six  patients 
were  alcoholics,  eighty-two  were  heavy  smold- 
ers, and  fifty-two  indulged  in  both  habits. 

Site  Distribution:  Of  the  one  hundred 
twenty-five  patients  studied,  73  or  58%  were 
located  in  the  tongue.  Sixty-two  or  85%  of 
this  group  were  in  the  base  and  eleven  or 
15%  were  in  the  mobile  portion.  This  pro- 
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TABLE  I:  AGE 

DISTRIBUTION, 

1951-1965 

Site 

40 

41-50 

51-60 

61-70 

70 

Carcinoma  of  tongue 

a.  Base 

3 

6 

10 

28 

15 

b.  Mobile  portion 

0 

1 

1 

9 

0 

Floor  of  mouth 

0 

3 

2 

6 

4 

Tonsils 

1 

5 

0 

4 

1 

Hypopharynx 

2 

4 

3 

14 

3 

Total 

6 

19 

16 

61 

23 

portion  is  much  higher  than  the  series  re- 
ported by  Marcial  (9),  at  the  Oncologic 
Hospital,  San  Juan,  Puerto  Rico. 

Carcinoma  of  the  hypopharynx  was  the 
second  most  frequent  carcinoma  encountered. 
There  were  twenty  six  cases  in  this  group 
of  which  the  great  majority  originated  in  one 
or  the  other  piriform  sinus.  Some  authors  (6) 
include  these  tumors  with  those  of  the  larynx, 
while  others  (7)  classify  them  in  the  hypo- 
pharyngeal  group.  The  least  common  varieties 
were  carcinoma  of  the  floor  of  the  mouth 
and  the  tonsils  with  fifteen  and  eleven  cases 
respectively  (Table  II). 

Pathology : All  tumors  studied  were  epi- 
dermoid carcinoma.  The  majority  were  in- 


TABLE  II:  DISTRIBUTION  OF 
PRIMARY  TUMORS,  1951-1965 


Site 

No. 

Tongue  Total 

73 

a.  Base 

(62) 

b.  Mobile  Portion 

(11) 

Floor  of  Mouth 

15 

Tonsils 

11 

Hypopharynx 

26 

Total 

125 

filtrating,  ulcerating  lesions  and  a few  had 
exophitic  components.  Most  of  the  lesions 
were  described  as  fixed,  firm,  and  occasionally 
as  fungating  masses.  A large  number  of  the 
cases  were  classified  as  Grades  III  and  IV. 

Symptoms : In  the  combined  group,  61% 
of  the  patients  gave  dysphagia  as  the  initial 
complaint.  Pain  and  sorethroat  wére  the  next 
most  common  complaints  (53%).  Ten  pa- 
tients had  a large  cervical  mass  while  an  in- 
traoral bleeding  mass  was  the  complaint  in 
six  cases.  There  were  a number  of  miscellane- 
ous symptoms,  in  twenty  four  cases  such  as . 
loss  of  weight,  ear  ache,  salivation,  numbness 
of  a specific  area  and  a sensation  of  a foreign 
body  in  the  throat.  A small  number  were 
asymptomatic  and  the  lesion  was  discovered 
incidentally  by  the  dentist  (Table  III). 

In  carcinoma  of  the  base  of  the  tongue 


TABLE  III:  PRESENTING 
SYMPTOMS 


Symptom 

No. 

Dysphagia 

61 

Pain  and  Sore  Throat 

53 

Bleeding 

6 

Cervical  Mass 

10 

Miscellaneous 

24 
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sorethroat,  dysphagia,  and  diffuse  pain  in 
the  mouth  were  the  chief  complaints  in  93% 
of  the  cases.  Pain  in  the  mouth  was  present 
in  72%  of  the  cases  of  carcinoma  in  the 
mobile  portion  of  the  tongue.  Fifty-three  per 
cent  of  the  patients  with  carcinoma  of  the 
floor  of  the  mouth  had  sorethroat,  dysphagia, 
and  pain  in  the  mouth,  while  only  33%  com- 
plained of  ulceration.  Ninety-five  per  cent  of 
the  hvpopharyngeal  group  gave  dysphagia, 
sorethroat  and  pain  as  their  initial  symptoms. 
It  is  important  to  emphasize  that  in  this  group 
23%  had  hoarseness  and  with  equal  frequency 
they  presented  a mass  in  the  neck.  These 
symptoms  did  not  appear  in  the  other  groups. 

One  third  of  the  cases  with  carcinoma  of 
the  tonsils  came  to  the  hospital  because  there 
was  a mass  in  the  neck. 

The  average  duration  of  symptoms  prior 
to  entering  the  hospital  was  3.5  months.  The 
earliest  case  developed  symptoms  while  being 
treated  in  the  hospital  for  another  condition 
and  the  longest  had  eighteen  months  of  symp- 
toms prior  to  being  hospitalized. 

Metastases : Sixty-eight  of  the  cases  or 
54%  had  regional  metastatic  disease  on  ad- 
mission. The  incidence  of  metastasis  was 
highest  for  carcinoma  of  the  hypopharynx 
with  eighteen  cases  or  69%.  The  next  most 
common  tumor  with  metastasis  was  carci- 
noma of  the  base  of  the  tongue  with  59%. 
Less  frequent  was  carcinoma  of  the  tonsil, 
mobile  portion  of  the  tongue  and  floor  of  the 
mouth  with  54%,  36%,  and  20%  respectively. 
This  distribution  is  directly  associated  with 
the  lymphatic  drainage  of  the  primary  lesion 
(Table  IV). 

Treatment:  The  modality  of  treatment 
was  selected  taking  in  consideration  the  type 
of  tumor,  the  extension,  whether  there  were 
metastases  in  the  regional  nodes  or  more 


TABLE  IV:  CERVICAL 
METASTASIS,  1951  1965 


No. 


Tongue 

a.  Base  37  59% 

b.  Mobile  4 ggo/ 

Floor  Mouth  3 £0% 

Tonsils  6 54% 

Hypopharynx  18  69% 


distant  and  the  general  condition  of  the  pa- 
tient. Thirty  seven  cases  were  treated  solely 
with  radiotherapy.  A standard  dose  of  6,000 
roentgents  wras  utilized  with  interstitial  im- 
plantation as  adjuvant  in  many  of  them.  The 
courses  of  radiation  lasted  from  five  to  six 
weeks. 

Surgery  alone  was  used  in  eighteen  cases. 
The  different  types  of  surgical  procedures 
were  local  resection,  radical  neck  dissection, 
and  combined  resection. 

In  sixty-nine  cases  radiothérapy  followed 
by  some  surgical  procedures  was  the  treat- 
ment of  choice. 

One  patient  received  chemotherapy  with 
metrotrexate  by  intraarterial  infussion  for 
palliation  purposes  (Table  V). 

Results  of  therapy : The  overall  five-year 
survival  was  poor.  Out  of  the  hundred  twen- 
ty-five patients  studied,  twenty-one  were  alive 
five  years  or  longer  after  treatment,  for  a- 
survival  rate  of  17%. 


TABLE  V:  MODALITY  OF 
THERAPY,  1951  1965 

Modality  n0- 


Radiotherapy  alone 

37 

Surgery  alone 

18 

Radiotherapy  & Surgery 

69 

Chemotherapy 

1 

Total 

125 
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Of  the  sixty  two  cases  with  carcinoma  of 
;he  base  of  the  tongue,  twenty-nine  who  re- 
ceived radiotherapy  alone  lived  an  average 
jhf  twenty-one  months.  One  case  lived  108 
months.  Two  cases  were  treated  with  a com- 
bined resection.  They  survived  eleven  and 
fifteen  months  after  surgery.  Eighteen  were 
managed  with  radiotherapy  and  radical  neck 
dissection.  They  lived  an  average  of  29 
months  with  the  longest  survival  being  one 
patient  who  lived  102  months.  Thirteen  pa- 
tients received  radiotherapy  and  combined 
resection.  They  lived  an  average  of  43  months 
with  one  case  surviving  112  months.  Nine 
cases  in  this  group  were  alive  5 years  or 
lonerer.  The  survival  rate  was  14.5%  ( Table 
VI). 

Treatment 


Radiotherapy  alone 
Surgery  alone 

Combined  resection 
Radiotherapy  & neck  dissection 
Radiotherapy  & combined  resections 
Five  years  survival:  9 Cases 

14.5% 


Of  the  eleven  cases  of  carcinoma  of  the 
mobile  portion  of  the  tongue,  one  received 
radiation  alone  and  was  alive  14  months  after 
treatment.  One  received  local  surgery  and 
was  also  alive  100  months  after  excision.. 
Another  case  had  a combined  resection  and 
was  also  alive  81  months  post  resection.  Six 
patients  were  subjected  to  radiotherapy  and 
radical  neck  dissection.  They  survived  an 
average  of  59  months.  Two  were  treated 
with  radiotherapy  and  combined  resection 
and  were  alive  16  and  20  months  after  treat- 
ment. Four  of  the  eleven  cases  lived  5 years 
or  longer  after  therapy.  The  survival  rate  in 
this  group  was  36.2%  (Table  VII). 

Of  the  twenty-six  cases  of  carcinoma  of 
the  hypopharynx,  two  were  treated  with  ra- 


TABLE  VI:  SURVIVAL  CARCINOMA  BASE  OF  TONGUE 
(MONTHS)  ACCORDING  TO  TREATMENT,  1951-1965 


No. 

A vc. 

Max. 

29 

21  ' 

108 

2 

13 

15 

18 

29 

102 

13 

43 

112 

TABLE  VII:  SURVIVAL  CARCINOMA  MOBILE  PORTION 
OF  TONGUE  (MONTHS)  ACCORDING  TO  TREATMENT,  1951-1965 


Treatment 

No. 

Ave. 

Max. 

Radiation  alone 

1 

14 

Alive 

Surgery  alone 
a.  Local 

1 

100 

b.  Combined 

1 

81 

156 

Radiotherapy  & neck  dissection 

6 

59 

Radiotherapy  & combined  resection 
Five-years  survival:  4 Cases  36.2% 

2 

18 

20 
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diotherapy  alone  and  lived  an  average  of  14 
months.  Nine  cases  were  managed  by  surgery 
alone.  Of  these,  two  cases  had  local  proce- 
dures and  survived  9 and  13  months.  The 
other  seven  cases  had  combined  procedures 
living  an  average  of  46  months  after  treat- 
ment. One  case  lived  102  months.  Six  cases 
received  radiotherapy  and  radical  neck  dis- 
section. Their  average  survival  was  23  months. 
Radiotherapy  and  combined  resection  was 
utilized  on  seven  cases  and  these  had  an 
average  survival  of  31  months.  Radiotherapy 
and  local  resection  was  used  in  two  cases. 
One  patient  lived  59  months  and  the  other 
95  months.  Of  the  whole  group  four  cases 
were  alive  5 years  after  treatment.  The  sur- 
vival rate  was  15.3%  (Table  VIII). 


section  was  the  treatment  chosen  and  they 
lived  an  average  of  24  months  post  treat- 
ment. Five  cases  were  treated  by  radiotherapy 
and  combined  procedures  with  an  average 
survival  of  40  months.  The  longest  survival 
was  77  months.  Radiotherapy  and  a local  re- 
section was  used  in  two  cases.  They  lived  1 1 
and  41  months  respectively.  In  this  group 
only  two  cases  survived  five  years.  The  sur- 
vival rate  was  13%  (Table  IX). 

Of  the  eleven  cases  of  carcinoma  of  the 
tonsils,  radiation  therapy  alone  was  used  in 
three  cases.  Their  average  survival  after  ther- 
apy was  16  months.  Surgery  alone  was  the 
treatment  of  choice  in  three  cases.  One  had 
a local  procedure  and  lived  35  months,  and 
two  had  combined  resection.  One  lived  15 


TABLE  VIII:  SURVIVAL  CARCINOMA  HYPOPHARYNX 
(MONTHS)  ACCORDING  TO  TREATMENT,  1951-1965 


Treatment 

No. 

Ave. 

Max. 

Radiotherapy  alone 

2 

14 

18 

Surgery  alone 

a.  Local 

2 

11 

13 

b.  Combined 

7 

46 

102 

Radiotherapy  & neck  dissection 

6 

23 

51 

Radiotherapy  ^ combined  resection 

7 

31 

93 

Radiotherapy  & local  resection 

2 

77 

95 

Five  Years  survival:  4 Cases  15.3% 

There  were  15  patients  with  carcinoma 
of  the  floor  of  the  mouth  of  which  two  cases 
were  treated  by  radiation  alone.  Their  aver- 
age survival  was  28  months.  Surgery  alone 
was  used  in  three  cases,  one  had  a local 
procedure  and  he  lived  10  months  after  sur- 
gery, and  two  who  underwent  combined  re- 
section and  had  an  average  survival  of  38 
months.  One  patient  lived  55  months.  In 
three  patients  radiotherapy  and  neck  dis- 


months  and  the  other  45  months.  Radiation 
therapy  and  radical  neck  dissection  was-  used 
in  four  patients.  Their  average  survival  was 
57  months.  The  longest  survival  was  131 
months.  Radiotherapy  and  combined  resec- 
tion was  used  in  one  case  who  lived  30 
months  after  treatment.  Only  two  of  the 
eleven  cases  in  this  group  were  alive  after 
five  years.  The  survival  rate  was  18%  (Ta- 
ble X). 
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TABLE  IX:  SURVIVAL  CARCINOMA  FLOOR  OF  MOUTH 
(MONTHS)  ACCORDING  TO  TREATMENT,  1951-1965 


Treatment 

Radiation  alone 
Surgery  alone 

a.  Local 

b.  Combined 

Radiotherapy  & neck  dissection 
Radiotherapy  & combined  resection 
Radiotherapy  & local  resection 
Five  years  survival:  2 cases  13.3% 


No. 


Ave. 


2 


28 


1 

2 

3 

5 

9 


10 

38 

24 

40 

26 


Max. 

46 

10 

55 

26 

77 

41 


TABLE  X:  SURVIVAL  CARCINOMA  OF  TONSILS  (MONTHS) 
ACCORDING  TO  TREATMENT,  1951-1965 


Treatment 

Radiation  alóne 
Surgery  alone 

a.  Local 

b.  Combined 

Radiotherapy  & neck  dissection 
Radiotherapy  & combined  resection 
Radiotherapy  & local  resection 
Five  years  survival:  2 cases  18.1% 


Ave.  Max. 


16 

26 

35 

35 

30 

45 

57 

131 

30 

30 

0 

0 

Discussion 

The  high  incidence  of  carcinoma  of  the 
oral  cavity  and  pharynx  in  Puerto  Rico,  as 
in  other  parts  of  the  world  (2,  8)  presents 
a challenge  to  the  physician.  Several  etiologi- 
cal factors  have  been  incriminated  in  cancer 
of  the  oral  cavity  and  pharynx.  In  our  series, 
as  well  as  in  the  literature  (4,  9,  10,  11,  12, 
13)  tobacco  and  alcohol  were  the  most  com- 
mon factors.  Since  the  prevention  of  any 
disease  process  is  so  fundamental  towards  its 
control  and  erradication,  the  hazards  of  to- 
bacco, alcohol  and  other  deleterious  sub- 
stances should  be  constantly  emphasized  to 


the  general  public.  It  is  only  through  a 
thorough  and  persistent  campaign  that  these 
health  hazards  can  be  eliminated. 

The  diagnosis  of  these  lesions  presents  no 
difficulty  when  the  physician  has  a high  index 
of  suspicion.  Sprague  (12)  and  Donaldson 
(13)  have  emphasized  the  need  for  early 
diagnosis  and  an  aggressive  attack  in  these 
lesions.  The  average  delay  of  3.5  months  in 
establishing  the  diagnosis  was  as  a rule  due 
to  two  factors : patient’s  negligence  in  failing 
to  consult  a physician  and/or  failure  of  the 
physician  in  suspecting  or  searching  for  the 
presence  of  a malignancy.  Other  authors  (2, 
14)  reported  a higher  delay  rate  with  con- 


194 


Volumen  59 
Número  4 


D.  Figueroa  Ramírez,  M.  D.,  et  al 


sequent  tragic  results.  The  most  efficient 
methods  of  establishing  the  diagnosis  of  these 
tumors  are  intraoral  digital  examination  and 
palpation  of  the  neck.  This  is  followed  by 
indirect  and  direct  pharyngoscopy  and  biopsy 
for  confirmation  of  the  malignant  nature  of 
the  tumor.  Here,  we  must  again  emphasize 
that  complete  examination  of  the  oral  cavity 
and  pharynx  is  of  the  greatest  importance  if 
these  lesions  are  to  be  diagnosed  early  after 
their  inception.  It  behooves  all  physicians  and 
dentists  alike  to  perform  this  examination  as 
outlined  above  on  all  patients  over  30  years 
of  age,  particularly  those  with  history  of 
chronic  habituation  to  tobacco  and  spirits 
and  those  with  complaints  in  the  oral  pha- 
ryngeal area. 

1 he  majority  of  the  patients  with  carci- 
noma of  the  base  of  the  tongue  were  treated 
with  radiotherapy  alone  or  in  combination 
with  surgery.  Our  best  results  were  obtained 
when  radiotherapy  and  a combined  resection 
were  done.  The  next  best  treatment  was  ra- 
diotherapy and  radical  neck  dissection.  Other 
investigators  (1,  10)  have  reported  results 
comparable  to  ours. 

In  carcinoma  of  the  hypopharvnx  the 
best  results  were  obtained  in  seven  cases 
treated  with  combined  resection.  Two  cases 
treated  with  radiotherapy  and  local  resection 
had  also  good  results.  Brrce  (6)  rn  hrs  serres 
of  two  hundred  thirty  patients  had  an  overall 
five  year  survival  in  one  hundred  twenty 
st  \ en  cases  of  carcinoma  of  the  prrrform 
sinus  of  9%.  Surgery  alone  was  used  in  fourty- 
lour  of  these  cases  and  the  frve  year  survival 
was  23  0.  I hose  treated  with  radiotherapy 
alone  had  a survival  rate  of  8%.  Wise  (15) 
reported  a similar  experience.  Ackerman  (8) 
states  that  radiotherapy  alone  failed  to  cure 
more  than  10%  of  his  cases. 


In  carcinoma  of  the  floor  of  the  mouth 
the  results  were  less  satisfactory.  The  five 
year  survival  for  this  group  was  13%.  A com- 
bination of  radiotherapy  and  combined  re- 
section was  the  most  satisfying  treatment.  At 
the  Oncologic  Hospital,  San  Juan,  P.  R.  bet- 
ter results  were  obtained,  with  survival  rates 
of  28%.  Radiotherapy  was  their  most  fre- 
quent modality  of  treatment. 

Carcinoma  of  the  anterior  two  thirds  of 
the  tongue  which  appears  to  be  diagnosed 
earlier,  responded  better  to  local  surgical  pro- 
cedures as  well  as  other  form  of  management. 
Our  best  results,  36%  5-year  survival  were 
in  this  group.  Other  reports  have  favored 
hemiglossectomy  as  a treatment  of  choice  for 
these  tumors  and  in  addition  radical  neck 
dissection  if  cervical  metastases  are  present 
(10,  15). 

Next  to  carcinoma  of  the  mobile  portion 
of  the  tongue  the  second  best  5-year  survival 
was  obtained  in  carcinoma  of  the  tonsils. 
The  four  patients  treated  with  radiotherapy 
and  neck  dissection  survived  the  longest.  Both 
Gilbert  (3)  and  Nealon  (16)  recognize  the 
value  of  integration  of  radiation  and  surgery 
as  the  most  reliable  form  of  treatment  for 
these  tumors. 

It  is  our  firm  belief  that  radiotherapy  fol- 
lowed by  radical  surgical  excision  offers  the 
best  hope  for  the  majority  of  these  advanced 
lesions. 

Summary 

One  hundred  and  tw'enty-five  patients 
with  carcinoma  of  the  oral  cavity,  orophar- 
ynx and  hypopharynx  were  studied.  The 
majority  of  these  lesions  appear  in  the  tongue 
since  there  were  seventy-three  cases,  of  which 
sixty-two  were  in  the  base.  Next  in  frequency 
was  carcinoma  of  the  hypopharynx  with 
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wenty-six  cases.  Many  patients  had  ad- 
anced  disease  as  shown  by  over  50%  inci- 
lence  of  metastases  in  the  first  examination. 
The  most  frequent  etiological  factors  were 
ilcohol  and  tobacco. 

The  best  results  were  obtained  in  carci- 
noma of  the  mobile  portion  of  the  tongue 
(36%  five-year  survival)  and  in  carcinoma 
af  the  tonsil  (18%  five-year  survival).  Ra- 
diation therapy,  combined  with  surgery  of- 
fered the  best  therapeutic  results  in  the  ad- 
vanced cases.  The  five-year  survival  for  all 
■cases  and  modalities  of  treatment  was  17%. 
This  can  be  improved  by  early  diagnosis  and 
immediate  aggresive  treatment. 

Resumen 

Ciento  veinticinco  pacientes  con  carcino- 
ma de  la  cavidad  oral,  orofaringe  e hipofarin- 
ge  fueron  estudiados.  La  mayoría  de  las  le- 
| siones  (setentitrés  casos)  eran  en  la  lengua, 
de  estos  sesentidós  ocurrían  en  la  base  de  la 
misma.  Siguió  en  frecuencia  la  hipofaringe, 
de  la  que  había  veintiséis  casos.  La  mayor 
parte  de  los  pacientes  tenían  un  grado  avan- 
zado de  enfermedad,  demostrado  por  la  alta 
incidencia  de  metastasis,  más  del  50%  en  el 
primer  examen.  Los  factores  etiológicos  más 
importantes  eran  el  tabaco  y el  alcohol. 

Los  mejores  resultados  terapéuticos  se 
obtuvieron  en  carcinoma  de  la  parte  móvil 
de  la  lengua  (36%  con  cinco  años  de  super- 
vivencia) y en  carcinoma  de  las  amígdalas 
18%  con  cinco  años  de  supervivencia).  En 
los  casos  avanzados  los  mejores  resultados  se 
obtuvieron  con  combinación  de  cirugía  y ra- 
dioterapia. La  supervivencia  de  más  de  cinco 
años,  teniendo  en  cuenta  todas  las  modali- 
dades de  tratamiento  llegó  a 17%. 


Las  estadísticas  de  supervivencia  podrían 
ser  mejoradas  con  un  diagnóstico  precoz  se- 
guido de  tratamiento  agresivo  inmediato. 
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CASE  REPORT 


Spontaneous  rupture  of  a papillary  muscle 
of  the  heart  is  a very  rare  complication  in 
myocardial  infarction.  Stevenson  and  Turner 
(1)  in  a review  of  the  literature  from  1803 
to  1935,  collected  19  cases  of  spontaneous 
rupture  of  a papillary  muscle  and  added  one 
of  their  own.  Not  one  case  had  been  recorded 
among  14,000  autopsies  at  the  John  Hopkins 
Hospital  and  they  found  two  cases  in  6,000 
autopsies  at  the  Baltimore  City  Hospital. 

In  the  same  year  (1935)  Koppish  (2),  in 
a report  on  the  cause  of  sudden  death  in 
Puerto  Rico  in  a series  of  700  consecutive 
autopsies,  did  not  mention  rupture  of  a 
papillary  muscle  as  one  of  the  causes.  Not 
one  case  has  been  reported  since  then  in  our 
literature. 

Davison  (3)  in  1946,  reviewed  the  liter- 
ature including  the  20  cases  of  Stevenson 
and  Turner  and  six  cases  published  since 
1935,  and  added  3 cases  of  his  own  found  in 
almost  14,000  autopsies  performed  at  the 
Mount  Sinai  Hospital  in  New  York  City.  He 
also  discussed  2 cases  by  courtesy  of  personal 

From  the  Laboratory  and  Medical  Services , 
Veterans  Administration  Hospital,  San  Juan,  Puer- 
to Rico. 

This  case  was  presented  on  September  18,  1966 
at  the  scientific  meeting  of  the  annual  convention 
of  the  P.  R.  Heart  Association. 


communication  of  Dr.  John  Martin  Askey 
of  Los  Angeles,  California,  with  a total  of 
29  cases.  A clinical  diagnosis  was  made  in  one 
of  Davison’s  cases. 

Askey  (4)  reported  in  1950  eight  addition- 
al cases  of  spontaneous  rupture  of  a papillary 
of  the  heart  and  made  reference  of  the  twenty 
nine  previously  reported  cases  stating  that 
the  majority  have  been  shown  to  follow  myo- 
cardial infarction.  He  analyzed  the  data  from 
the  combined  37  reported  cases  and  offered 
tentative  criteria  for  the  antemortem  diag- 
nosis. In  the  same  year  1950  Smith  (5)  in- 
formed two  cases  of  ruptured  papillary  muscle 
of  the  heart  in  recent  myocardial  infarction; 
one  in  a review  of  10,500  autopsies  of  the 
Institute  of  Pathology,  University  of  Cleve- 
land and  the  second  from  the  autopsy  records 
of  the  Department  of  Pathology  of  the  Cle- 
veland City  Hospital.  Askey  did  not  include 
Smith’s  cases  in  his  series. 

In  a review  of  the  literature  by  Robinson 
et  al  (6)  on  spontaneous  rupture  of  a papil- 
lary muscle,  a total  of  83  cases  had  been  re- 
ported up  to  August  1965;  and  in  the  most 
recent  review  in  a report  “Ruptured  of  a 
Papillary  Muscle  in  a Child”  by  Gómez  (7) 
statistics  have  reached  a total  of  115  cases 
by  April  1966. 

Our  case  is  the  only  one  out  of  1047  con- 
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secutives  autopsies  in  the  files  of  the  Labo- 
ratory Service  at  San  Juan  Veterans  Hospital 
up  to  September  1966. 

The  presentation  of  this  case  has  a two- 
fold purpose:  One,  to  show  a very  rare  car- 
diac lesion  which,  to  our  knowledge,  has  nev- 
er been  reported  in  our  medical  literature, 
and  two,  to  recall  that  it  is  associated  with 
clinical  symptoms  and  signs  through  which 
the  diagnosis  can  be  made  antemortem. 

Case  Report 

A 77-year  old  male  veteran  was  admitted  to  this 
hospital  on  September  13,  1965  with  the  main 
complaint  of  severe  retrosternal  pain  of  4 hours 
duration.  The  pain  was  followed  by  headache, 
dizziness,  cold  sweat  and  finally  shortness  of  breath. 
He  had  suffered  from  anterior  chest  pains  before 
but  not  specifically  related  to  activity,  mental 
or  physical,  and  not  as  intense  as  the  one  that 
led  to  this  admission. 

Physical  examination  performed  on  the  fol- 
lowing day  (September  14)  , revealed  no  distress, 
blood  pressure  of  120/60  mm  Hg  and  a pulse 
of  80/ min.,  regular  in  rate,  force  and  rhythm. 
Breath  sounds  were  normal  and  ventilation  was 
adequate.  The  cardiac  sounds  were  clear  but 
distant  and  no  murmurs  were  heard.  There  was 
no  clinical  evidence  of  cardiomegaly.  There  was 
no  evidence  of  congestive  heart  failure.  He  was 
afebrile. 


The  electrocardiogram  (Fig.  1)  showed  clear- 
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Fig.  1:  Electrocardiogram  showing  the  acute 
changes  of  an  inferior  wall  myocardial  infarction 
in  Ln  Lin  and  AVF. 


cut  evidence  of  an  acute  infarction  of  the  interior 
wall  of  the  myocardium  and  the  SGOT  determina- 
tion was  95  units.  VDRL  microffloculation  was 
negative.  Leukocytes,  11,200/cu.  mm.,  70%  neu- 
trophiles,  4%  bands,  20%  lymphocytes,  4%  mono- 
cytes, 2%  eosinophiles;  hematocrit  41%;  hemo- 
globin 12.29%.  Blood  urea  nitrogen  was  10.3  mg%. 
Blood  glucose,  102  mg%,  cholesterol,  172  mg%. 
Urinalysis  was  within  normal. 

Anticoagulation  was  carried  out  as  usual  with 
heparin  and  bis-hydroxy  comuarin  (Dicumarol  ®)  . 
In  spite  of  advise  to  the  contrary,  the  patient 
kept  getting  out  of  bed  and  walking  up  and  down 
the  hall.  On  the  15th  he  developed  fever,  followed 
by  cough  and  purulent  expectoration  the  following 
day.  That  evening  he  vomited  violently  undigested 
food,  his  pulse  became  weak  and  slow  (62/ min.)  , 
and  his  B.  P.  dropped  to  90/60  mm  Hg.  On  the 
morning  of  the  17th  a grade  II  high  pitch  apical 
systolic  murmur  was  heard  for  the  first  time.  The 
pulse  rate  rose  to  100/min.  He  complained  of 
chest  pain  and  Demerol®  was  prescribed.  Antibio- 
tics were  started.  Once  more,  disobeying  orders, 
he  left  his  bed  and  walked  to  the  bathroom.  His 
condition  rapidly  became  worse  and  late  in  that 
afternoon  he  went  into  shock.  An  infusion  of 
Araminc®  was  started  but  was  ineffective  and 
the  patient  died  that  evening  in  both  cardiac 
and  respiratory  failure,  12  hours  after  the  onset 
of  the  cardiac  murmur.  y\t  autopsy  there  was 
no  evidence  of  subcutaneous  edema  of  the  lower 
or  upper  extremities.  The  pleural  spaces  and  ab- 
dominal cavity  were  free  from  fluid.  The  pericar- 
dial sac  contained  a moderate  amount  of  a grayish 
fibrinopurulent  exudate.  Sample  of  the  exudate 
was  cultured  and  showed  no  growth  after  four 
days. 

The  heart  was  of  normal  size  and  weighed 
320  grams.  The  epicardium  was  hyperemic  and 
partly  covered  with  a plastic  yellow  gray  fibrin- 
opurulent exudate.  This  was  most  prominent  in 
the  posteroseptal  zone  of  heart  and  over  the 
right  atria.  The  endocardium  appeared  normal 
except  for  slight  thickening  over  the  septum  in 
the  left  ventricular  cavity.  The  chambers  were 
not  prominently  dilated.  The  valves  were  of  nor- 
mal size  and  anatomically  competent  except  for 
the  mitral  valve  that  showed  unfixed  mobility 
of  the  posterior  leaflet.  The  myocardium  of  the 
posteroseptal  wall  was  soft  and  yellow  gray  due 


198 


Volumen  59 
Número  4 


F.  M.  Reyes,  M.  D.,  et  al 


to  a large  infarction  in  this  area.  The  posterior 
papillary  muscle  was  soft  and  had  ruptured  close 
to  its  point  of  origin  (Fig.  2)  . On  section  the 


Fig.  2;  Ruptured  posterior  papillary  muscle  of 
the  left  ventricle  and  opaque  segment  of  the 
posteroseptal  wall  of  the  ventricle  at  the  seat 
of  the  infarction. 

muscle  was  yellow  gray  and  opaque.  The  coronary 
arteries  were  normal  in  distribution  and  showed 
severe  obliterative  atherosclerosis.  The  lumen  of 
the  anterior  descending  branch  of  the  left  coronary 
was  practically  obliterated  1.5  cm  from  its  point 
of  origin  by  a sclerotic  plaque  that  extended  distal- 
ly  for  nearly  1.5  cm.  The  myocardium  of  the 
anteroseptal  wall  was  ischemic  below  the  point 
of  partial  obliteration.  The  lumen  of  the  right 
coronary  artery  was  also  practically  obliterated 
by  an  atheromatous  plaque  2 cm.  from  its  point 
of  origin  and  extended  distally  for  1 cm.  The 
circumflex  branch  of  the  left  coronary  artery  show- 
ed marked  narrowing  at  its  point  of  origin  by 
a sclerotic  plaque.  The  aorta  exhibited  severe 
atherosclerosis  extending  from  the  arch  throughout 
the  entire  length  of  the  vessel.  The  left  lung 
weighed  340  grams  and  showed  passive  congestion 
and  slight  edema.  The  right  lung  (weighed  600 
grams)  disclosed  an  organized  pneumonic  con- 
solidation of  the  posterior  segment  of  the  upper 
lobe  and  the  remaining  parenchyma  was  con- 
gested and  edematous.  The  liver  weighed  1200 
grams,  and  its  cuts  surfaces  presented  a congestive 
nutmeg  appearance. 

Histologic  examination  of  the  anterior  descend- 
ing and  circumflex  branches  of  the  left  coronary 


artery  and  the  right  coronary  artery  showed  severe  ^ 
coronary  sclerosis  with  narrowing  of  their  lumins 
(Fig.  3)  . There  was  no  evidence  of  thrombosis 


Fig.  4;  Occlusive  atherosclerosis  of  the  right  and 
left  coronary  arteries  without  thrombosis.  The  I 
circumflex  artery  showed  essentially  similar  changes.  s 
Magnification,  5X.  | 

] 

of  any  of  the  three  coronary  arteries.  Microsections 
from  the  posteroseptal  region  of  the  heart  showed 
extensive  areas  of  hyaline  and  granular  necrosis 
of  the  cardiac  muscle  fibers.  The  interstitial  tissue 
of  the  affected  portions  of  the  myocardium  was 
closely  infiltrated  with  polymorphonuclear  neu- 
trophiles  with  the  formation  of  discrete  micro- 
abscesses. All  sections  from  the  posteroseptal  area  1 
of  the  heart  exhibited  a plastic  fibrinopurulent 
exudate  of  the  epicardium.  Microsections  of  the 
ruptured  posterior  papillary  muscle  showed  a 
ragged  border.  Microabscesses  were  found  in  the 
marginal  neighborhood  of  the  ruptured  papillary 
muscle  which  showed  hyaline-granular  necrosis  and 
irregular  fragmentation  of  muscle  bundles  (Fig. 

4)  . The  lungs  disclosed  marked  capillovenous  pas- 


Fig.  4:  Photomicrograph  of  the  papillary  muscle 
showing  the  ragged  line  of  rupture,  a close  leuko- 
cytic infiltrate  and  necrosis  of  the  cardiac  muscle 
fibers.  Magnification,  150X 
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sive  congestion,  slight  edema  and  vesicular  em- 
physema. A section  from  the  posterior  segment 
of  the  upper  lobe  presented  an  organized  pneu- 
monitis. The  liver  displayed  marked  centrolobular 
passive  congestion  and  ischemic  hepatocellular  ne- 
crosis. These  changes  were  secondary  to  acute 
cardiac  failure  incidental  to  the  recent  infraction 
prior  to  the  rupture  of  the  left  posterior  papillary 
muscle.  Congestive  changes  were  also  evident  in 
the  spleen  and  kidneys. 

Discussion 

The  rarity  of  spontaneous  rupture  of  a 
papillary  muscle  in  the  heart  has  been  in 
some  measure  brought  out  in  the  introduc- 
tion of  this  paper.  We  consulted  the  Armed 
Forces  Institute  of  Pathology  and  the  follow- 
ing paragraph  is  quoted  from  their  letter: 
“Lesions  of  this  type  are  rare  occurrences 
even  in  our  vast  material.  In  this  case  it  is 
doubly  so  in  that  there  is  a rupture  of  the 
papillary  muscle  which  is  quite  rare,  occur- 
ring in  a case  of  myocardial  infarction  in 
the  absence  of  a demonstrable  arterial  throm- 
bosis. Although  the  latter  lesion,  myocardial 
infarction  in  the  absence  of  coronary  artery 
thrombosis,  is  occasionally  seen  in  the  older 
age  groups,  this  combination  is  exceptionally 
rare”  (8). 

As  to  the  pathogenesis,  coronary  arterios- 
clerosis with  thrombosis  and  acute  myocardial 
infarction  have  been  the  most  frequent  lesions 
resultant  of  rupture  of  a papillary  muscle  in 
the  left  ventricle.  While  coronary  occlusion 
and  myocardial  infarction  explained  the  rup- 
ture of  a papillary  muscle  of  the  left  ventricle 
in  16  of  the  20  cases  of  Stevenson  and  Turner 
(1)  review  of  the  literature  up  to  1935,  there 
were  two  due  to  septic  vegetations  of  the 
chordae  tendineae  and  tearing  of  a papillary 
muscle  in  the  right  ventricle  and  two  in  the 
left  ventricle  following  syphilitic  cardiovas- 
cular disease.  One  of  these  cases  was  that  of 


Merat  (9)  credited  with  the  first  reported 
case  of  rupture  of  a papillary  muscle  of  the 
heart  in  the  literature  in  1803.  The  patient 
had  a syphilitic  aortitis.  This  condition  pre- 
vailed also  in  Stevenson’s  and  Turner’s  (1) 
review  on  the  subject  except  for  one  case  of 
unknown  etiology  who  had  normal  coronary 
arteries.  Davison’s  (3)  three  cases  had  coro- 
nary sclerosis  with  thrombosis.  Askey’s  (4) 
eight  cases  presented  evidence  of  coronary 
thrombosis  and  acute  myocardial  infarction, 
except  one  of  them  that  showed  necrotizing 
periarteritis  nodosa  of  the  myocardium  and 
a second  case  sepsis  with  myocardial  infarc- 
tion and  rupture  of  the  anterior  papillary 
muscle  of  the  left  ventricle.  Smith’s  (5)  case 
and  that  of  Schwartz  and  Canelli  (9)  both 
presented  evidence  of  coronary  sclerosis  with 
thrombosis  and  ■ acute  myocardial  infarction 
and  intractable  pulmonary  edema  of  20  days 
duration  which  resulted  in  the  patient’s  ex- 
itus.  An  interesting  feature  about  our  case 
is  that  thrombosis  was  not  evident.  This  itself 
makes  our  case  more  unusual  since  associated 
coronary  thrombosis  is  a frequent  finding  in 
in  the  cases  reported.  The  lesion  was  ap- 
parently caused  by  coronary  sclerosis  and  is- 
chemic necrosis  of  the  myocardium  in  the 
posteroseptal  wall  of  the  left  ventricle  and 
of  the  posterior  papillary  muscle.  Rupture 
took  place  close  to  the  origin  of  the  muscle 
in  the  wall  of  the  ventricle  along  a zone  of 
highest  leukocytis  infiltration  of  the  necro- 
tizing muscle.  The  patient  died  12  hours  fol- 
lowing the  appearance  of  a loud  systolic 
murmur  at  the  apex  probably  due  to  mitral 
insufficiency. 

As  to  the  clinical  features  we  can  state 
that  our  case  fulfilled  all  the  criteria  sum- 
marized by  Schwartz  and  Canelli  (10)  ex- 
cept for  the  intractable  pulmonary  edema. 
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However,  our  case  showed  evidence  of  con- 
gestive heart  failure  at  autopsy  probably  due 
to  acute  cardiac  failure  following  the  rupture 
of  the  papillary  muscle.  A murmur  that  had 
not  been  present  on  admission  appeared  four 
days  after  the  occurrence  of  the  infarction. 
It  was  loud,  systolic  in  time,  and  heard  best 
over  the  apical  area.  It  represents  an  incom- 
petent mitral  valve  leaflet  secondary  to  the 
ruptured  papillary  muscle.  A thrill  was  not 
present.  Shock  or  peripheral  vascular  collapse 
rapidly  developed  probably  the  immediate 
contributory  factor  to  the  patient’s  exitus. 
These  patients  usually  die  within  the  first 
24  hours  after  the  onset  of  the  rupture  due 
to  a number  of  factors  that  include  shock 
and  congestive  heart  failure.  A number  of 
then  die  suddenly.  Two  cases  have  been  re- 
ported to  have  live  10  and  20  months  after 
the  onset  of  the  rupture,  two  of  Stevenson’s 
cases  (3),  and  Askey’s  case  6 months  after. 
This  is  exceptionally  rare. 

Summary 

A case  of  spontaneous  rupture  of  a papil- 
lary muscle  in  the  left  ventricle  of  the  heart 
in  association  with  an  acute  myocardial  in- 
farction is  presented.  The  appearance  of  an 
apical  systolic  murmur  without  a thrill  during 
the  course  of  an  acute  myocardial  infarction 
should  alert  the  clinician  to  the  diagnosis  of 
a ruptured  papillary  muscle.  The  rarity  of 
this  complication  in  the  absence  of  coronary 
thrombosis  as  seen  in  our  case  has  been  em- 
phasized. 

Resumen 

Se  informa  un  caso  de  rotura  espontánea 
de  un  músculo  papilar  en  el  corazón  asociado 
a un  infarto  agudo  del  miocardio.  En  el  curso 
del  mencionado  infarto,  la  aparición  de  un 


soplo  sistólico  apical  sin  trémulo  precordial, 
el  clínico  debe  estar  sobre  aviso  del  diagnós- 
tico de  rotura  de  un  músculo  papilar  del  co- 
razón. Se  recalca  en  nuestro  caso  lo  infre- 
cuente de  esta  complicación  cuando  el  infarto 
no  ha  estado  asociado  a una  trombosis  coro-  ■ 
naria. 

Addendum 

Since  the  occurrence  of  the  case  under 
discussion,  September  1965,  we  have  seen  a 
second  case  of  spontaneous  rupture  of  a pa-  4. 
pillary  muscle  of  the  left  ventricle  in  an 
acute  posteroseptal  myocardial  infarction  as- 
sociated with  severe  coronary  sclerosis  and 
thfombosis.  The  autopsy  was  performed  by 
Dr.  G.  Ramírez  de  Arellano,  Assistant  Chief, 
Laboratory  Service,  in  an  80-year  old  white 
male  on  December  25,  1966  (Fig.  5)  when 
we  had  reached  a total  of  1174  autopsies.  This 
diagnosis  was  made  post  mortem. 


Fig.  5:  Ruptured  posterior  papillary  of  left 
ventricle  in  an  acute  myocardial  infarction  with 
coronary  sclerosis  and  thrombosis. 
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EDITORIAL 


EXPANDING  HORIZONS  FOR  VA  MEDICINE 


The  mission  of  the  Veterans  Administration  Medical  Program  is  to  pro- 
vide hospitalization,  outpatient,  and  domiciliary  care  to  eligible  veterans;  to 
conduct  a research  program  to  develop  new  diagnostic  and  treatment  methods 
and  to  carry  on  an  educational  and  training  program  to  maintain  the  profes- 
sional competence  of  the  staff. 

Chapter  73  of  Title  38  U.  S.  Code,  is  the  legal  authority  that  empowers 
the  Department  of  Medicine  and  Surgery  of  the  Veterans  Administration  to 
give  medical  services  to  eligible  veterans.  The  statute  specially  provided  for 
research  and  the  care  and  treatment  of  patients.  Up  to  now  VA’s  educational 
activity  could  be  justified  only  if  and  to  the  extent  that  might  be  necessarily 
incident  to  the  primary  task  of  caring  for  veterans. 

The  “Veterans  Hospitalization  and  Medical  Services  Modernization 
Amendments  of  1966” , specifically  includes  training  and  education  of  health  serv- 
ice personnel.  Section  4101  of  Title  38  USC  was  amended  as  follows: 

“In  order  to  more  effectively  carry  out  the  functions  imposed  on  the  De- 
partment of  Medicine  and  Surgery,  the  Administrator  shall  carry  out  a program 
of  training  and  education  of  health  service  personnel,  acting  in  cooperation  with 
the  schools  of  medicine,  dentistry,  osteopathy,  and  nursing ; other  institutions  of 
higher  learning;  medical  centers,  hospitals;  and  such  other  public  or  non-pro- 
fit agencies,  institutions,  organizations,  as  the  Administrator  deems  appropri- 
ate.” 

This  liberalization  of  the  law  opens  to  the  Department  of  Medicine  and 
Surgery  of  the  Veterans  Administration  a wide  field  for  the  participation  in  the 
education  of  medical  and  paramedical  personnel  in  collaboration  with  the  non- 
profit institutions  in  the  community.  This  new  authority  provides  the  Vet- 
erans Administration  with  the  tools  to  do  an  even  better  job  in  terms  of  mu- 
tual relationships  within  itself  and  our  schools  of  medicine. 

The  act  also  authorizes  the  Administrator  of  the  V A to  enter  into  contracts 
with  medical  schools  and  clinics  and  research  centers  to  provide  scarce  medical 
specialist's  services  at  Veterans  Administration  facilities;  to  improve  the  quality 
of  hospital  care  and  other  medical  services  provided  to  veterans  by  receiving 
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from  and  sharing  with  such  medical  schools,  hospitals,  and  research  centers,  the 
most  advanced  medical  techniques  and  information,  as  well  as  certain  special- 
ized medical  resources  which  otherwise  might  not  be  feasibly  available  or  to 
effectively  utilize  other  medical  resources  with  the  surrounding  medical  com- 
munity, without  diminution  of  services  to  veterans. 

Of  great  interest  and  importance  is  that  section  of  the  law  which  author- 
izes the  Administrator  to  enter  into  agreements  with  medical  schools,  hospitals, 
and  research  centers,  and  individual  members  of  the  medical  profession  under 
which  medical  information  and  techniques  will  be  freely  exchanged  and  the 
medical  information  service  of  all  parties  to  the  agreement  will  be  available 
for  use  by  any  party  to  the  agreement  under  conditions  specified  in  the  agree- 
ment. This  will  include  the  use  of  recent  developments  in  electronic  equip- 
ment to  provide  a close  educational,  scientific,  and  professional  link  between 
Veterans  Administration  hospitals  and  major  medical  centers.  In  order  to  bring 
about  utilization  of  all  medical  information  in  the  surrounding  medical  com- 
munity and  to  foster  and  encourage  the  widest  possible  cooperation  and  con- 
sultation among  all  members  of  the  medical  profession  in  such  communities, 
the  education  facilities  and  programs  established  in  the  Veterans  Administra- 
tion hospitals  and  the  electronic  link  to  the  medical  centers  shall  be  made  avail- 
able for  use  by  surrounding  medical  communities. 

The  law  provides  that  the  Administrator  and  the  Secretary  of  Health,  Edu- 
cation and  Welfare,  will  to  the  maximum  extent  practicable  coordinate  with 
programs  carried  out  under  the  Heart  Disease,  Cancer,  and  Stroke  Amendments 
of  1965. 

Thru  this  law,  closer  relationship  between  the  V A,  schools  of  medicine, 
and  teaching  hospitals  will  be  established  which  will  bring  greater  health  bene- 
fits not  only  to  the  veteran  population  but  the  community  at  large. 


].  CHAVES-ESTRADA,  M.  D. 


ACTUALIDADES  MEDICAS 


Glaucoma 

Glaucoma  is  an  increasingly  serious  eye  disease 
which  occurs  most  frequently  in  persons  over 
the  age  of  30  and  affects  at  least  2 per  cent  of 
people  over  40. 

A recent  article  in  the  Journal  of  the  American 
Medical  Association  points  out  that  there  are 
54,000  men  and  women  blind  from  glaucoma 
and  that  an  additional  185,000  people  are  blind 
in  one  eye  from  this  disease.  In  the  United  States, 
says  the  JAMA  article,  there  are  about  1.2  mil- 
lion people  with  undiagnosed  glaucoma  and  this 
disease  is  responsible  for  3,500  new  cases  of  blind- 
ness each  year. 

One  type  of  glaucoma,  called  chronic  glaucoma, 
causes  no  symptoms  until  severe  damage  has  been 
done,  says  Today’s  Health  Guide,  the  manual  of 
health  information  for  the  American  family. 
Chronic  glaucoma  can  be  detected  only  by  the 
medical  eye  physician  (ophthalmologist)  who  uses 
an  instrument  to  measure  the  degree  of  pressure 
in  the  eye  and  another  instrument  to  measure 
the  size  of  the  visual  field,  or  side  vision.  Every 
adult  over  40  should  have  a test  for  eye  pres- 
sure as  well  as  a test  for  visual  fields  when  he 
goes  for  an  eyeglass  check. 

The  second  type  of  glaucoma  which  affects 
people  over  40  is  called  acute  glaucoma.  In  this 
ailment  the  pressure  suddenly  rises  to  a very  high 
level  and  the  attack  is  accompanied  by  severe 
pain,  redness  and  markedly  blurred  vision.  Most 
often  the  patient  must  be  placed  in  a hospital 
immediately  and  undergo  surgery  to  relieve  the 
pressure.  This  is  successful  in  most  casess,  but 
prompt  treatment  is  very  necessary. 

The  major  problem  physicians  face  in  dealing 
with  glaucoma  is  to  detect  the  disease  early  enough 
to  begin  treatment  before  serious  eye  damage 
is  done.  Many  of  the  people  who  have  glaucoma 
don’t  know  it. 

It  is  highly  important  for  persons  past  40  to 
have  an  annual  medical  checkup  for  their  eyes, 
even  if  they  don’t  wear  glasses  and  have  no  ap- 
parent visual  problems. 


Four  Compounds  Reported 
to  Combat  Hepatic  Coma 

A few  years  ago.  Dr.  William  N.  Fishbein  of 
the  Armed  Forces  Institute  of  Pathology  set  out 
to  find  some  way  of  controlling  the  buildup 
of  ammonia  that  leads  to  hepatic  coma.  He  suc- 
ceeded in  synthesizing  a compound  known  as 
acetohydroxamic  acid  two  years  ago,  and  began 
administering  it  to  mice  in  250-mg  injections. 
This  dosage,  he  discovered,  slowed  the  splitting 
of  urea  to  about  half  the  normal  rate  for  a six- 
hour  period.  Of  potential  clinical  interest  was 
the  observation  that  ureolysis  was  reduced  even 
more  if  the  drug  was  given  orally,  and  that 
this  route  also  produced  the  least  toxicity. 

Now,  the  Washington  investigator  told  the  an- 
nual meeting  of  the  American  Association  for  the 
Advancement  of  Science,  he  has  synthesized  three 
other  compounds  that  produce  similar  results  in 
mice.  Meanwhile,  acetohydroxamic  acid  has  entered 
clinical  trials.  Although  it  has  been  given  to  only 
five  patients,  it  has  already  produced  one  striking 
response. 

Inhibition  of  Urease 

Dr.  Fishbein  calls  his  new  series  of  compounds 
alkyl  hydroxamates.  Specifically,  they  seem  to  ef- 
fectively inhibit  the  production  of  urease,  which 
in  turn  inhibits  the  production  of  ammonia.  The 
first  compound  of  the  series  does  not  inhibit  other 
enzymes,  nor  does  it  denature  protein.  The  three 
more  recent  compounds  are  weak  acids  and  in- 
hibit urease  best  when  in  a near-neutral  pH 
state. 

From  Minnesota,  the  Mayo  Clinic’s  Dr.  Wil- 
liam H.  J.  Summerskill,  who  is  conducting  the 
clinical  trials,  reports  that  the  oral  administration 
of  acetohydroxamic  acid  has  elicited  at  least  bio- 
chemical responses,  if  not  always  clinical  response, 
in  five  patients.  He  declined  to  give  details  on 
the  one  “striking”  response.  Dr.  Summerskill  said 
that  the  patients  were  all  classed  as  “hopeless” 
cases,  suffering  from  end-stage  liver  failure  com- 
plicated by  kidney  failure. 
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Oral  Dose  Cuts  Toxicity 

In  toxicity  studies,  Dr.  Fishbein  found  that 
acetohydroxamic  acid  was  more  satisfactory  than 
the  three  other  compounds— formohydroxamic  acid, 
propionohydroxamic  acid,  and  isobutyrohydroxamic 
acid.  Formohydroxamic  acid  was  the  most  toxic, 
killing  half  the  animals  at  a dose  rate  of  0.75 
gm/kg  of  body  weight.  Isobutyrohydroxamic  acid 
was  the  least  toxic.  Four  gm/kg  of  body  weight 
killed  half  the  mice  studied;  2y2  gm  °f  aceto- 
hydroxamic acid  killed  the  same  number. 

Toxicity  results  reported  were  the  same  whether 
tht  compounds  were  given  intraperitoneally  or 


subcutaneously.  But  the  toxicity  of  acetohydroxamic 
acid  was  cut  in  half  when  the  drug  was  admin- 
istered orally.  In  all  cases  the  decline  in  toxicity 
is  very  clear-cut,  Dr.  Fishbein  says.  “At  a dose 
rate  below  the  LD-50  figure,  no  mortality  may 
occur  at  all,  or  perhaps  only  10%.  All  of  these 
compounds,  with  the  exception  of  formohydroxamic 
acid,  have  quite  low  toxicity.” 

Should  the  most  promising  of  the  compounds, 
acetohydroxamic  acid,  pass  its  clinical  trial,  Dr. 
Fishbein  feels  that  it  might  also  be  useful  in 
other  hyperammonemic  syndromes  such  as  urinary 
tract  infections,  ureolytic  septicemias,  and  uremic 
colitis. 


RESUMENES 


ANEMIA  DEBIDO  A DEFICIENCIA  DE  VITA- 
MINA B-12  LUEGO  DE  TRATAMIENTO  CON 
ACIDO  FOLICO  EN  ESPRU  TROPICAL  (Anemia 
due  to  Vitamin  B-12  deficiency  after  treatment 
with  Folic  Acid  in  Tropical  Sprue)  Rivera,  Julio 
V.,  Rodriguez  de  la  Obra,  F.,  Martinez-Maldona- 
do,  M.  Amer.  J.  Clin.  Nutrit.  18:  110,  1966. 

La  malabsorción  que  caracteriza  el  esprú  tro- 
pical lleva  a múltiples  deficiencias  nutricionales 
entre  las  cuales  se  halla  una  anemia  megaloblás- 
tica  indistinguible  de  anemia  perniciosa  Se  des- 
cribe en  un  caso  de  interés  especial  porque  inicial- 
mente la  anemia  respondió  al  ácido  fólico,  pero 
recurrió  luego  debido  a una  deficiencia  en  vitami- 
na B-12  a pesar  de  estar  recibiendo  dosis  adecua- 
das de  ácido  fólico. 

Durante  la  recurrencia  se  notaron  niveles  nor- 
males de  ácido  fólico  pero  bajos  en  vitamina  B 12. 
Acido  fólico  oral  y parenteral  no  tuvieron  efecto  en 
la  médula  ósea  la  que  retuvo  su  característica  me- 
galoblástica.  Se  observó  una  respuesta  rápida  lue- 
go de  la  administración  parenteral  de  vitamfna 
B-12.  Se  postula  que  debido  a la  malabsorción 
intestinal  la  deficiencia  de  vitamina  B-12  persiste 
a pesar  de  tratamiento  con  ácido  fólico  y que  es 
la  causa  de  la  anemia.  Se  sugiere  que  el  mejor 
tratamiento  para  esprú  tropical  es  ácido  fólico 
más  vitamina  B-12. 

Mario  C.  Miranda,  M.  D. 

DETECCION  DE  ANTICUERPOS  ANTI-INSU- 
LINICOS  POR  UNA  NUEVA  TECNICA  ELEC- 
TRICA: CONDUCTOMETRIA  A TRAVES  DE 
UNA  MEMBRANA  LIPIDA  (Detection  of  anti- 
insulin antibodies  with  a new  electrical  technique ; 
Lipid  membrane  conductometry),  Toro-Goyco,  E„ 
Rodriguez,  A.,  Del  Castillo,  J.  Bioch.  & Biophys. 
Res.  Com.  23  : 341,  1966. 

Una  nueva  técnica  basada  en  los  cambios  de 
impedancia  que  ocurren  en  una  fina  película  de 
fosfolípidos  cuando  ocurre  una  reacción  de  antí- 
geno-anticuerpo  o cuando  se  forman  complejos 
enzimo-sustrato  en  la  solución  acuosa  en  contacto 


con  el  lípido,  ha  sido  usada  para  la  detección 
de  anticuerpos  anti-insulínicos  en  suero  de  dia- 
béticos tratados  con  insulina. 

Un  total  de  45  muestras  fueron  examinadas. 
De  éstas,  30  eran  de  diabéticos  tratados  con  in- 
sulina, 3 eran  diabéticos  no  tratados  y 12  eran 
no  diabéticos.  La  presencia  de  anticuerpos  a in- 
sulina fue  determinada  por  el  método  de  columna 
de  cromatografía.  Los  resultados  obtenidos  por 
el  nuevo  método  de  cambio  de  impedancia  de 
una  membrana  lípida  correlacionaron  exactamen- 
te con  los  resultados  del  método  de  cromatografía. 

Estudios  llevados  a cabo  en  suero  de  pacientes 
cirróticos  demostró  reacciones  de  cambio  eléc- 
trico en  la  membrana  lípida.  Sin  embargo,  la 
diferencia  en  patrón  de  la  reacción  de  estos  sue- 
ros y los  sueros  diabéticos  fue  evidente.  Es  muy 
probable  que  insulinasa  circulante  en  el  suero  de 
estos  pacientes  fuera  responsable  por  esta  reacción 
y que  se  estuviera  detectando  una  reacción  en- 
zimosustrato  y no  una  reacción  inmunológica. 

La  sencillez  de  este  método  para  la  detección 
de  anticuerpos  anti-insulina  lo  hace  potencial- 
mente útil  para  el  trabajo  de  laboratorio  clínico. 

Mario  C.  Miranda,  M.  D. 

ANTICUERPOS  CONTRA  INSULINA:  CARAC- 
TERIZACION PARCIAL  MEDIANTE  FILTRA- 
CION MOLECULAR,  (Insulin  antibodies:  Partial 
characterization  by  gel  filtration)  Toro  Goyco,  E., 
Martinez-Maldonado,  M.,  Matos,  M.  Soc.  Exper. 
Biol.  & Med.  122  : 301-304,  1966. 

Estudios  hechos  durante  las  últimas  décadas 
han  demostrado  la  presencia  de  varios  tipos  de 
anticuerpos  contra  insulina  en  animales  y huma- 
nos expuestos  repetidamente  a una  insulina.  Aun- 
que se  ha  determinado  su  naturaleza  de  gamma 
globulina,  su  clasificación  con  relación  a tamaño 
ha  sido  menos  estudiado.  Este  estudio  tiene  como 
propósito  el  conocer  más  sobre  el  tamaño  mo- 
lecular y la  forma  de  estos  anticuerpos. 

La  técnica  de  filtración  de  gelatina  fue  usada 
para  separar  insulina  radiactiva  libre  de  la  in- 
sulina conjugada  y así  detectar  la  presencia  de 
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anticuerpos  anti-insulínicos  en  la  circulación  de 
diabéticos  tratados  con  insulina.  La  gran  mayo- 
ría de  los  sueros  estudiados  demostraron  la  pre- 
sencia de  un  solo  complejo  Y-globulina-insulina; 
sin  embargo,  en  11  de  35  pacientes  dos  complejos 
Y globulina-insulina  fueron  detectados.  Se  postula 
la  formación  de  complejos  Ag-AB  y Ag-Ab2  para 
explicar  la  presencia  de  radioactividad  en  el  pico 
de  proteína  B y la  interfase  AB  respectivamente. 

Mario  C.  Miranda,  M.  D. 

RELACION  DE  LA  PRESION  ARTERIAL  AL 
DIAMETRO  TRANSVERSAL  DEL  CORAZON 
EN  ENFERMEDAD  CARDIOVASCULAR  HIPER - 
TENSIVA  COMPENSADA,  ( Relation  of  arterial 
blood  pressure  to  the  transverse  diameter  of  the 
heart  in  compensated  hypertensive  heart  disease. 
Ramirez,  Eli  A.,  Garcia-Pont,  Pedro  H.  Circulation 

El  coeficiente  de  correlación  entre  la  presión 
arterial  sistólica,  la  presión  arterial  diastólica  y 
el  diámetro  transversal  del  corazón  corregido  fue 
obtenido  en  535  pacientes  hipertensos  compensa- 
dos. Los  resultados  obtenidos  señalan  una  corre- 
lación positiva  en  ambos  casos.  Sin  embargo,  la 
correlación  fue  significativamente  mejor  entre  el 
diámetro  transversal  del  corazón  y la  presión  arte- 
rial sistólica  que  con  la  presión  arterial  diastó- 
lica. Esta  relación  obtenida  fue  independiente  de 
la  edad  del  paciente. 

Estos  hallazgos  concuerdan  con  los  conceptos 
fisiológicos  que  relacionan  presión  arterial  sistó- 
lica, consumo  de  oxígeno,  mecánica  cardíaca  y ta- 
maño del  corazón.  Si  hay  disminución  en  la  dis- 
tcnsibilidad  aórtica  o cambios  hemodinámicos  en- 
vueltos en  la  patogénesis  de  alta  presión  sistó- 
lica, éstos  representan  factores  adversos  significati- 
vos en  enfermedad  hipertensiva.  Ya  que  el  aumen- 
to en  tamaño  cardíaco  es  un  factor  significativo 
de  pronóstico  en  enfermedad  hipertensiva,  los  ha- 
llazgos del  presente  estudio  pueden  en  parte  ex- 
plicar la  asociación  entre  aumento  progresivo  en  la 
presión  sistólica  y mortalidad  aumentada. 

Mario  C.  Miranda,  M.  D. 

CARCINOMA  DEL  ESOFAGO  SIMULANDO  MIE- 
LOMA  MULTIPLE,  (Carcinoma  of  the  esophagus 
simulating  multiple  myeloma:  Report  of  a case) 
Rivera,  Julio  V .,  Reyes,  Felix  M.,  Menéndez-Co- 
rrada,  R.  Amer.  J.  Dig.  Dis.  11:  480,  1966. 


A pesar  que  el  carcinoma  de  esófago,  por  sus 
síntomas  característicos  debido  a la  obstrucción, 
usualmente  no  presenta  un  problema  de  diagnós- 
tico, el  caso  que  aquí  se  informa  es  de  especial 
interés  por  sus  no  comunes  manifestaciones  clí- 
nicas y las  anormalidades  de  las  proteínas  del 
plasma  encontradas,  así  como  el  efecto  de  la  pred- 
nisona  sobre  ellas. 

Es  un  paciente  con  un  carcinoma  de  esófago, 
pequeño  y asintomático,  con  metástasis  bastante 
diseminadas,  el  cual  simulaba  un  mieloma  múl- 
tiple por  la  presencia  de  lesiones  osteolíticas  de 
los  huesos,  una  estrecha  banda  de  hiperglobuline- 
mia  en  la  electroforesis  de  proteínas,  y marcada 
plasmacitosis  del  mielograma. 

La  administración  de  prednisona  resultó  en  una 
mejoría  temporal  de  los  síntomas  sistémicos  así 
como  la  supresión  de  las  anormalidades  séricas 
protéicas  y la  plasmocitosis  del  mielograma. 

El  Melphalan  no  afectó  favorablemente  el  cur- 
so de  la  enfermedad. 

S.  Garda  Sanabria,  M.  D. 

PINGUEN  AINA:  UN  METODO  SENCILLO  PARA 
SU  CRISTALIZACION,  ( Pinguinain ; A simple 
method  for  its  crystallization)  Toro-Goyco,  E.,  Ma- 
tos, M.  Nature  210:  527,  1966. 

Pinguinaína  es  el  nombre  que  se  le  ha  dado 
a la  enzima  proteolítica  presente  en  el  jugo  de 
la  fruta  de  la  planta  tropical  conocida  por  maya 
(Bromelia  pinguin  L).  Se  puede  obtener  pinguinaí- 
na en  forma  cristalizada  por  un  método  relativa- 
mente sencillo.  La  proteína  se  puiifica  usando  la 
técnica  de  filtración  molecular.  Mediante  esta  téc- 
nica es  posible  separar  moléculas  de  distinto  ta- 
maño al  someterse  éstas  a filtración  en  una  co- 
lumna preparada  con  Sephadex.  Utilizando  una 
columna  de  Sephadex  G-100  en  solución  amorti- 
guadora de  acetato  pH  4.6  es  posible  fraccionar 
el  jugo  de  maya  centrifugado  y aislar  la  porción 
que  contiene  la  proteína.  Impurezas  de  bajo  peso 
molecular  son  eliminadas  por  diálisis  exhaustivo. 
La  cristalización  de  la  proteína  se  lleva  a cabo 
mediante  la  liofilización  de  ésta  en  presencia  de 
grupos  sulfidrilos  libres.  Cristales  de  alrededor  de 
150  ^ de  largo  se  obtienen  por  este  método.  Hay 
rompimiento  parcial  de  las  moléculas  de  proteína 
durante  la  liofilización.  La  pérdida  de  actividad  en- 
zimática  causada  por  la  cristalización  es  reversible. 

Milton  L.  Matos,  B.  S. 


NOTICIAS 


Locales 

Abril  3 — Vistas  públicas  de  la  matrícula  del  Dis- 
trito Este  de  la  Asociación  Médica  de  Puerto 
Rico,  en  el  edificio  de  la  Asociación,  comenzando 
a las  8:00  p.m. 

Abril  6 — Película  auspiciada  por  la  Sección  de 
Obstetricia  y Ginecología. 

Abril  8 — Primera  reunión  ordinaria  de  la  Cámara 
de  Delegados  de  la  Asociación  Médica  de  Puerto 
Rico,  a celebrarse  en  Mayagüez,  Puerto  Rico. 
Abril  10  — Seminario  sobre  medicina  industrial  y 
compensación. 

Abril  13  — Película  auspiciada  por  la  Sección  de 
Obstetricia  y Ginecología. 

Abril  17,  18,  19  y 21  — Cursos  sobre  electrodiag- 
nóstico  de  las  enfermedades  neuromusculares, 
por  el  Dr.  Phillippe  Bawens,  en  el  edificio  de 
la  Asociación  Médica  de  P.  R. 

Abril  20  — Película  aupiciada  por  la  Sección  de 
Obstetricia  y Ginecología 

CURSO  POSTGRADUADO  SOBRE 
ARTICULACION  TEMPOROMANDIBULAR 
El  19  de  abril  de  1967  se  llevará  a cabo  un 
curso  postgraduado  sobre  la  articulación  tempo- 
romandibular en  la  facultad  de  la  Escuela  de 
Odontología  de  la  Universidad  de  Puerto  Rico. 
Este  curso  es  de  interés  para  la  clase  médica,  espe- 
cialmente para  los  ortopedas  y radiólogos. 

Para  mayor  información,  pueden  dirigirse  a la 
Escuela  de  Odontología,  Universidad  de  Puerto 
Rico,  San  Juan,  Puerto  Rico  00905. 

SUBVENCIONES  (••GRANTS')  EN  GERIATRIA 
La  Asociación  Geriátrica  Americana  anunció 
recientemente  que  este  año  se  volverán  a conceder 
tres  subvenciones  de  SU800  a médicos  residentes. 
Estas  subvenciones  son  auspiciadas  por  Lederle 
Laboratories  y se  otorgan  en  adición  a los  salarios 
que  estos  médicos  residentes  reciben. 

Las  solicitudes  deben  dirigirse  a:  Chairman, 
fellowship  Committee,  American  Geriatrics  Society, 
10  Columbus  Circle,  New  York,  N.Y.  10019. 


Nacionales 

May  8-12  — Clinical  Auscultation  of  the  Heart, 
Georgetown  University  School  of  Medicine  and 
Georgetown  University  Hospital,  Washington, 
D.  C.;  W.  Proctor  Harvey,  M.D.,  F.A.C.P.,  Di- 
rector . 

May  15-20  — Recent  Advances  in  Clinical  En- 
docrinology, University  of  Washington,  Seattle, 
Wash.;  Robert  H.  Williams,  M.D.,  F.A.C.P., 
Director,  Neil  J.  Elgee,  M.D.,  F.A.C.P.,  and 
Francis  C.  Wood,  Jr.,  M.D.,  Co-directors. 

May  22-25  — Clinical  Applications  of  Recent  Ad- 
vances in  Electrophysiology  of  the  Heart,  New 
York  University  School  of  Medicine  and  Medi- 
cal Center,  New  York,  N.Y.;  Charles  E.  Koss- 
mann,  M.D.,  F.A.C.P.,  Director;  Jacob  I.  Hirsch, 
M.D.,  F.A.C.P.,  Co-director. 

June  12-16  — Internal  Medicine:  Current  Phy- 
siological Concepts  in  Diagnosis  and  Treatment. 
University  of  Cincinnati,  Ohio;  Richard  W.  Vil- 
ter,  M.D.,  F.A.C.P.,  Director. 

June  19-21  — Clinical  Applications  — Recent  Ad- 
vances in  Pharmacology,  University  of  Iowa, 
Iowa  City,  Iowa;  William  B.  Bean,  M.  D., 
F.A . C . P . , Director. 

Internacionales 

INTERNATIONAL  COLLEGE  OF  SURGEONS 
Will  hold  its  32nd.  Annual  Congress  at  the 
Americana  Hotel  in  Bal  Harbour,  Florida,  April 
30  through  May  4. 

SOCIEDAD  DOMINICANA  DE  PEDIATRIA 
La  Sociedad  Dominicana  de  Pediatría  celebrará 
su  V Convención  Anual  del  11  al  13  de  Agosto 
de  1967.  El  tema  principal  será  sobre  problemas 
neonatales  y asistirán  como  invitados  especiales  los 
doctores  A.  Schaeffer  y A.  Aballí,  de  los  Estados 
Unidos  de  América.  Para  más  información,  favor  de 
dirigirse  a Sociedad  Dominicana  de  Pediatría,  Apt. 
Postal  357,  Santo  Domingo,  República  Dominicana. 
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ANUNCIOS 


PSYCHIATRY  RESIDENCY  TRAINING 

Available  to  qualified  physicians  with  licences 
to  practice  in  Puerto  Rico.  Program  fully  accredited 
for  1,  2 or  3 years  of  psychiatry  residency.  Training 
takes  place  on  the  193  bed  Psychiatry  Service  of 
a 920  bed  general  Veterans  Administration  Hospi- 
tal in  metropolitan  Boston,  Mass.,  and  in  five  uni- 
versity-affiliated Outpatient  Clinics  for  adults  and 
children.  Full  range  of  treatment  resources  offered 
by  excellent  full-time,  part-time  and  consultant 
staff.  Starting  salary  up  to  $12,873  per  year,  depend- 
ing on  qualifications  and  experience.  Write:  Dr. 
David  M.  Holmes,  VA  Hospital,  150  So.  Humting- 
ton  Ave.,  Boston,  Mass.  02130. 

BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico  esta 
semana.  Sea  humanitario.  Done  sus  ojos.  Envíe  su 
contribución. 


RECEPCIONISTA 

Recepcionista  con  experiencia  ofrece  sus  servi- 
cios para  trabajar  en  oficina  de  médico  en  el  Area 
de  San  Juan  o Santurce.  Dos  años  de  colegio.  Favor 
de  comunicarse  con  la  Sra.  Elizabeth  Rolón,  Tel. 
783-2108. 


DOS  LOCALES  PREPARADOS 
PARA  CONSULTORIO  MEDICO 
Espléndidamente  localizados  en  los  altos  de 
la  Farmacia  Royal,  Ave.  Borinquen  2001,  mejor 
área  entre  Martin  Peña  y Bo.  Obrero.  Pueden 
usarse  por  uno  o más  médicos.  Renta  módica. 
Para  más  detalle,  teléfono  724-2715. 


Therapeutic  results  are  still  unsurpassed 
they  provide  more  highly 
I i individualized  therapy  with  more 

flexible  dosage,  for  more  , 

L patients ; there  is  only  minimal  1 
disturbance  of  the  9 


patient’s  salt  and  water 
balance,  with  only 
negligible  loss  of  calcium; 
mood  changes  are  rare 


there  is  no  voracious 


appetite  with  excessive 
weight  gain,  and  only  a 

low  incidence  of  peptic  nicer 
and  compression  fracture. 


Why  doctors  are  prescribing  ivith  confidence 


for  patients  luith  rheumatoid  arthritis,  bronchial  asthma  and  other 
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2.  RACEPHEDRINE 

decongests  swollen  tissues 


3.  PHENYLTOLOXAMINE 

allays  patient  anxiety 

Supplied:  Algic  - S A. — bottles  of  50  tablets  (scored).  Each  tablet 
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in  those  patients  with  a high  frequency  of  vertiginous  episodes 
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reduce  the  frequency  of  e pisod es  of  vertigo  associated  with  Meniere's  syn- 
drome in  some  patients.  Clinical  studies  designed  to  evaluate  the  efficacy  of 
SERC  (Betahistine  Hydrochloride)  have  been  concerned  only  with  a small  portion 
of  the  clinical  spectrum  of  Meniere's  syndrome.  Such  a sub-group  of  patients 
have  been  characterized  by  a high  frequency  of  vertiginous  episodes  ranging 
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sidered and  as  with  all  new  drugs,  all  patients  should  be  followed  carefully 
during  and  after  drug  administration.  Although  clinical  intolerance  to  SERC 
(Betahistine  Hydrochloride)  by  patients  with  bronchial  asthma  has  not  been 
demonstrated,  caution  should  be  exercised  in  these  individuals  since  clinical 
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USE  IN  PREGNANCY: 

Safety  of  SERC  (Betahistine  Hydrochloride)  in  pregnancy  has  not  been  estab- 
lished. Therefore,  its  use  in  pregnancy,  lactation,  or  in  the  child-bearing  age 
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mente tranquilizantes. 
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ETHAMBUTOL  (MYAMBUTOL) 

IN  THE  TREATMENT  OF  TUBERCULOSIS 

David  E.  García,  M.  D. 
J.  Solé  Massana,  M.  D. 
Carlos  Cruz,  M.  D. 


The  effective  chemotherapy  of  pulmo- 
nary tuberculosis  started  with  the  introduction 
of  streptomycin  (SM)  and  para-aminosalyci- 
lic  (PAS)  acid  around  1944-45.  This  was 
followed  by  the  use  of  isoniazide  (isonicotinic 
acid  hydrizide)  (INH)  in  1951.  Isoniazide 
has  proven  to  be  the  best  of  the  anti-tuber- 
culous  drugs  up  to  the  present  time.  Yet  expe- 
rience has  shown  that  the  tubercle  bacillus  is 
very  difficult  to  conquer.  None  of  these  drugs 
are  bactericidal  and  many  times  the  tubercle 
bacillus  develops  resistance  to  them,  and  the 
drugs  become  ineffective.  Investigators  soon 
found  out  that  when  two  drugs  were  used 
at  the  same  time,  the  development  of  drug 
resistance  is  less  frequent.  Despite  the  fact 
that  two  or  more  drugs  are  usually  used  in 
the  treatment  of  tuberculosis,  drug  resistance 
still  do  not  have  a bactericidal  drug.  Besides, 
the  search  of  new  compounds  has  continued 
and  a second  line  of  drug?  has  been  devel- 
oped. They  are  of  undisputed  value,  yet  we 
still  do  not  have  a bactericidal  drug.  Besides, 
the  newer  drugs  have  not  proven  to  be  quite 
as  good  as  isoniazide  and  streptomycin.  Mo- 
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reover,  they  are  more  toxic  and  less  well  tole- 
rated. Allergic  reactions  are  also  fairly  com- 
mon. 

A new  drug  which  has  been  under  inves- 
tigation for  the  past  few  years  has  shown 
marked  advantages  over  all  of  our  secondary 
drugs.  This  new  drug  produced  by  Lederle 
Laboratories,  is  called  ethambutol  (Myam- 
butol  (§))  and  its  chemical  name  is  d-2,2’  - 
ethylenediimino  di-1 -butanol  dihydrocloride. 

It  has  been  assayed  in  recently  discovered 
and  in  re-treatment  cases  of  pulmonary  tu- 
berculosis with  good  results.  It  can  be  used 
against  bacilli  which  are  drug  resistant  to  any 
of  the  other  drugs.  When  given  alone  it  may 
convert  bacillus-positive  patients  to  negative, 
but  there  is  danger  that  the  bacilli  may  de- 
velop drug  resistance.  The  mode  of  action  of 
this  drug  is  believed  to  be  different  from 
that  of  the  other  drugs.  Chemical  and  ra- 
dioactive studies  suggest  that  ethambutol 
disrupts  the  synthesis  of  ribonucleic  acid  in 
the  tubercle  bacillus  ( 1 ) , thus  inhibiting  its 
multiplication  and  resulting  in  a fairly  prompt 
negativization  of  the  sputum. 

The  purpose  of  this  study  was  to  evaluate 
the  effect  of  ethambutol  on  patients  with 
chronic  active  pulmonary  tuberculosis,  with 
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persistent  positive  sputum  in  spite  of  multiple 
drug  therapy  who  were  considered  treatment 
failures. 

Material  and  Methods 

Our  study  comprises  25  re-treatment  cases,  10 
female  and  15  male.  The  average  age  in  the  fe- 
males was  45.4  years.  The  oldest  was  50  years  and 
the  youngest  30.  In  the  male  group  the  average 


age  was  43.3  years,  the  oldest  64  and  the  youngest 
27  years.  The  average  length  of  illness  in  females 
was  10.8  years,  the  longest  21  years,  the  shortest 
3 years.  In  males,  the  average  length  of  illness  was 
13.4  years,  the  longest  17  years  and  the  shortest 
2.5  years  (Tables  I and  II) . 

All  our  patients  except  two  had  far  advanced 
pulmonary  tuberculosis.  Two  had  moderately 
advanced  pulmonary  tuberculosis.  In  all  of  them 
the  sputum  was  persistently  positive  for  acid-fast 
bacilli  except  in  one  in  whom  it  was  intermittently 


TABLE  I:  PATIENTS  TREATED  WITH  ETHAMBUTOL  (FEMALE) 


Name 

Classification 

Before  After 

Treatment  Treatment 

Previous 

Medication 

Complication 

Previous  Operative 
or  non-med. 

treatment. 

C.S.J. 

FA  Act.* 

FA  Act. 

INH,  SM,  PAS, 

PZA 

Schizophrenia  None 

S.R. 

FA  Act. 

FA  Act. 

INH,  SM,  PAS, 
VIO,  KAN,  PZA, 
CS,  ETHI 

Cor 

pulmonale 

None 

E.F.R. 

MA  Act.** 

MA  Act., 
improved 

INH,  SM,  PAS, 

CS 

None 

None 

C.C.O. 

FA  Act. 

FA  Act., 
improved 

INH,  SM,  PAS 

None 

None 

ADR. 

FA  Act. 

FA  Act. 

INH,  SM,  PAS, 
PZA 

None 

Pneumo- 

peritonium 

E.F.A. 

FA  Act. 

FA  Act., 
improved 

INH,  SM,  PAS, 
PZA,  CS,  ETHI 

None 

None 

D.R.V. 

FA  Act. 

FA, 

quiesc. 

INH,  SM,  PAS, 
PZA,  ETHI  VIO 

None 

None 

H.V.S. 

FA  Act. 

MA, 

inactive 

CS 

INH,  SM,  PAS, 

None 

None 

B.D.M. 

FA  Act. 

FA, 

quiesc. 

INH,  SM,  PAS, 

CS,  PZA,  KAN 

VIO 

None 

Right  apico-post. 

segment,  left 
upper  lobectomy. 

G.M.P. 

FA  Act. 

FA, 

inactive 

INH,  PAS,  SM, 
CAP,  CS,  PZA, 
KAN,  ETHI 

None 

Left  leucite 
plombage. 

* FA  Act.  — Far  advanced,  active. 

**  MA  Act.  — Moderately  advanced,  active. 
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positive.  Three  patients  had  previous  pneumo- 
peritoneum, one  had  a right  apico-posterior  seg- 
mentectomy  and  later  a left  superior  lobectomy. 
Another  had  a right  superior  lobectomy,  pneumo- 


peritoneum and  right  phrenic  crush.  One  had 
a left  lucite  plombage.  Another  had  a left  superior 
lobectomy  complicated  by  a broncho-pleurocuta- 
neous  fistula.  He  had  undergone  four  fistulec- 


TABLE  II:  PATIENTS  TREATED  WITH  ETHAMBUTOL  (MALE) 


Classification 

Previuos  Operative 

Before 

After 

Previous 

or  non-med. 

Name 

Treatment 

Treatment 

Medication 

Complication 

Treatment. 

R.F. 

FA  Act.* 

MA, 

SM,  INH,  PAS 

Diabetes,  lues. 

Pneumo- 

Inactive 

PZA,  CS 

alcoholism,  dia- 
betic retinitis. 

peritoneum 

G.V. 

MA, 

Minimal 

INH,  SM,  PAS, 

Diabetes, 

Act.** 

act., 

PZA,  KAN 

alcoholism 

Note 

improved 

J.R.L. 

FA, 

FA, 

INH,  SM,  PAS, 

Lues 

None 

Act. 

active 

PZA,  ETHI 

S.G. 

FA, 

MA, 

INH,  SM,  PAS, 

Broncho- 

Lobectomy,  left 

Act. 

Inactive 

PZA,  CS,  KAN, 

pleuro-cutaneus 

upper;  Thoraco- 

• CAP 

fistula 

plasty,  four 
fistulectomies. 

J.N.L. 

FA, 

FA, 

INH,  SM,  PAS, 

None 

None 

Act. 

Act. 

PZA 

F.  de  J. 

FA, 

FA, 

INH,  SM,  PAS, 

None 

None 

Act. 

Act. 

CS,  PZA 

J.C.T. 

FA, 

Died 

INH,  PAS,  SM, 

TB  bronchitis 

None 

Act. 

ETHI,  PZA,  CS, 

KAN,  CAP 

B.M. 

FA, 

FA, 

INH,  PAS,  SM, 

None 

Pneumo- 

Act. 

quiesc. 

peritoneum 

R.M. 

FA, 

FA, 

INH,  PAS,  SM 

None 

None 

Act. 

quiesc. 

L.R. 

FA, 

FA, 

SM,  INH,  PAS, 

None 

None 

Act. 

act., 

improved 

G.C. 

MA, 

MA,  act.. 

SM,  INH,  PAS, 

None 

None 

Act. 

improved 

HO. 

MA 

MA, 

INH,  SM,  PAS, 

None 

None 

Act. 

Inactive 

PZA,  ETHI 

PR. 

FA, 

MA, 

INH,  SM,  PAS, 

None 

None 

Act. 

Inactive 

PZA,  ETHI 

FAR. 

FA, 

FA, 

INH.  SM,  PAS, 

None 

Thoractomy  tube, 

Act. 

quiesc. 

PZA,  ETHI,  VIO 

4 months 

R.T.B. 

FA, 

FA,  act., 

INH,  SM,  PAS, 

None 

right;  pneumo- 

Act. 

improved 

PZA,  CS,  KAN, 

peritoneum;  right 

CAP 

phrenic  cruh. 

* FA  Act. 
•*  MA  Act. 


Far  advanced,  active. 
Moderately  advanced,  active. 
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tomies  and  a thoracoplasty  without  closure  ot  the 
fistula.  Another  patient  had  a pleural  tube  for 
drainage  of  empyema  during  4 months. 

As  complications  before  starting  treatment  one 
patient  had  schizophrenia,  one  cor  pulmonale, 
one  had  tertiary  lues,  another  had  diabetes  mel- 
litus  and  was  an  alcoholic.  Another  was  diabetic 
and  alcoholic  and  had  diabetic  retinitis  and  a 
positive  serology  for  lues.  He  had  active  pulmonary 
tuberculosis  during  16  years  with  constantly  posi- 
tive sputa  for  acid  fast  bacilli.  He  also  had  fre- 
quent hemoptysis  and  had  used  streptomycin  iso- 
niaz'ide,  para-aminosalycilic  acid,  pyrazinamide  and 
cycloserine. 

All  of  these  patients  had  received  multiple 
chemotherapy  including  isoniazide,  streptomycin, 
para-aminosalycillic  acid,  pyrazinamide,  cycloserine 
(CS)  , ethionamide  (ETHI)  , kanamycin  (RAN)  , 
capreomycin  (CAP)  and  viomycin  (VIO)  . Some 
of  these  had  used  pyrazinamide,  cycloserine,  ethio- 
namide, kanamycin  and  viomycin  only  for  short 
periods  because  of  intolerance  of  gastrointestinal 
tract,  kidneys,  and  liver  or  allergy.  Some  patients 
had  abandoned  their  use  after  short  courses. 

The  duration  of  treatment  was  an  average  of 
a little  over  17  months  in  females  and  13.4  months 
in  males.  The  shortest  course  in  females  was  12 
months  and  the  longest  21  months.  In  males  the 
shortest  length  was  5 months  and  the  longest 
course  was  19  months.  The  myambutol  was  given 
as  a single  dose  at  10  a.m. 

Almost  all  our  cases  were  started  on  300  mg 
of  isoniazide  and  15mg/kg  of  ethambutol  at  least 
during  the  first  one  or  two  months  of  treatment. 
Then  we  were  advised  to  add  another  drug  to 
avoid  the  development  of  drug  resistance  (2)  . All 
our  patients  had  sensitivity  tests  for  isoniazide, 
streptomycin  and  para-aminosalycilic  acid.  One 
patient  showed  resistance  to  ethambutol. 

Ethambutol  blood  levels  were  performed  at 
the  central  laboratories  of  Cyanamide  Interna- 
tional. 

Results 

Twelve  (48%  ) patients  showed  from  slight 
to  marked  radiologic  improvement.  Four 
showed  complete  closure  of  cavities  and  3 
showed  diminished  size  of  the  cavities. 

In  6 patients  (24%)  the  sputum  remain- 
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ed  persistently  positive  for  acid-fast  bacilli. 
Three  patients  now  give  alternate  positive 
and  negative  sputa.  One  died  one  month 
after  discontinuation  of  treatment.  Four  pa- 
tients converted  the  sputa  to  negative  for 
several  months  and  then  turned  to  positive 
again.  Twelve  (48%)  have  persistently  ne- 
gative sputum  cultures. 

Ten  patients  received  cycloserine  besides 
isoniazide  as  an  accompanying  drug  but  in  3 
of  them  it  was  discontinued  due  to  nephroto- 
xicity and  ethionamide  was  given  in  its 
place.  Nine  finished  with  ethionamide  as  a 
companion  drug,  five  used  pyrazinamide  and 
5 kanamycin  (Tables  III  and  IV). 

The  patient  who  had  repeated  fistulec- 
tomies improved  so  much  with  treatment 
that  on  his  fifth  orperation  the  fistulous  tract 
was  found  clean  and  showed  no  evidence  of 
pathologic  activity.  The  fistula  closed  and  he 
was  discharged,  his  pulmonary  tuberculosis 
being  inactive. 

Other  investigators  have  reported  color 
vision  disturbances  and  (3)  impairment  of 
vision  attributable  ethambutol  which  impro- 
ed  to  complete  recovery  after  discontinuation 
of  the  drug.  This  has  been  noted  in  those  re- 
ceiving 25  mg/Kg/day  during  60  days  fo- 
llowed by  15  mg/Kg/day.  In  our  study  we 
did  not  have  a single  case  of  color  vision 
disturbance.  One  patient  (37  years  old)  had 
diminished  visual  acuity  w’hich  the  ophthal- 
mologist found  to  be  due  to  an  error  of 
refraction  and  corrected  it  with  glasses.  Ele- 
ven patients  had  temporary  slight  rise  in 
blood  urea.  The  increase  was  very  slight  and 
of  short  duration.  Four  of  these  cases  were 
taking  cycloserine,  two  pyrazinamide,  2 ka- 
namycin and  3 ethionamide.  Three  patients 
had  temporary  rise  in  uric  acid  and  one 
taking  kanamycin  had  a slight  eosinophilia. 
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TABLE  III  - RE  TREATMENT  CASES  WITH  ETHAMBUTOL,  INH  AND  ANOTHER  DRUG 

(MALE) 


Name 

Age 

Race 

Length 

of 

Illness 

(yrs) 

Medication 

Started 

Sputum 

Converted 

Culture 
for  BK 

Sputum 

Again 

Positive 

Length  of 
Treatment 
(mo.) 

Other 

Drug 

R.F. 

64 

w 

17 

June  10/65 

July  1965 

Neg 

- 

16 

ETHI 

0.5  g 

R.T.B 

44 

M 

15 

Feb.  17/66 

May  1966 

? 

- 

9 

ETH1 

0.75g 

G.V. 

48 

W 

2l/2 

May  1966 

June  1966 

? 

- 

6 

CS 

0.50g 

J.R. 

40 

B 

13 

July  1965 

No 

No 

+ 

14 

CS 

0.50g 

SO. 

37 

B 

7 

May  1965 

June  1965 

Neg 

- 

16 

ETHI 

0.75g 

J.N. 

40 

B 

7 

Apr.  13/65 

No 

No 

+ 

5 

PZA 

1.50g 

F.  de  J. 

54 

M 

17 

Apr.  8/65 

+ 

+ 

+ 

19 

ETHI 

0.75g 

J.C.T. 

47 

W 

16 

Jun.  19/65 

No 

No 

+ 

7 

ETHI 

0.50g 

CS 

O./Dg 

B.M. 

42 

w 

11 

Apr.  13/65 

June  1965. 

Neg 

- 

19 

ETHI 

0.75g 

R.M. 

39 

w 

11 

Apr.  16/65 

May  1965 

No 

- 

5 

ETHI 

0.75g 

Sept.  1966 

17 

ETHI 

075g 

L.R. 

40 

w 

9 

May  1965 

June  1965 

Neg 

I culture 

G.C. 

27 

w 

6 

June  1965 

July  1965 

Neg 

No 

17 

PZA 

1.5  g 

+ Feb./ 66 

19 

CS 

0.75g 

HO. 

31 

w 

16 

Apr.  25/65 

July  1965 

Neg 

after 

KAN 

1 g 

PR. 

52 

w 

4 

Apr.  1965 

May  1965 

Neg 

- 

19 

2/wk. 

F.A. 

44 

w 

11 

Jan.  1966 

Feb.  1966 

? 

— 

10 

KAN 

0.5  g 

TABLE  IV-  RE-TREATMENT  CASES  WITH  ETHAMBUTOL,  INH  AND  ANOTHER  DRUG 

(FEMALE) 


Name 

Age 

Race 

Length 

of 

Illness 

(yrs) 

Medication 

Started 

Sputum 

Converted 

Culture 
for  BK 

Sputum 

Again 

Positive 

Length  of 
Treatment 

(mo) 

G.M. 

33 

w 

9 

Feb.  1965 

June  1965 

Neg 

- 

21 

PZA 

RDM 

w 

14 

Mar.  1965 

Apr.  1965 

Neg 

- 

20 

ETHI 

H V. 

48 

w 

17 

Mar.  1965 

July  1965 

Neg 

- 

18 

ETHI 

+ in 

D.R.V. 

35 

w 

6 

May  1965 

June  1965 

Neg 

Jan/66 

18 

CS 

E.F. 

50 

w 

7 

June  1965 

Apr.  1966 

Neg 

— 

17 

ADR. 

30 

w 

9 

Apr.  1965 

No 

No 

+ 

19 

CS 

c.c.o. 

43 

w 

11 

Apr.  1965 

June  1965 

No 

+ 

19 

CS 

CS 

E.F  R. 

46 

w 

11 

June  1965 

Sept.  1965 

No 

Aug/66 

17 

KAN 

S.R. 

50 

w 

21 

Apr.  1965 

May  1965 

No 

Dec/66 

12 

PZA 

.. 

-p 

16 

KAN 

C.S.J. 

34 

w 

3 

June  1965 

No 

Other 

Drug 


Ol.SOg 

0.75g 

0.25g 


0.7 5g 

0.75g 

0.75g 

0.75g 

0.75g 

2g/wk. 

1.5g 

2g/wk. 
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There  were  no  gastric  disturbances  and  no 
disagreeable  reactions  noted. 

One  patient  died  one  month  after  dis- 
continuation of  ethambutol.  This  had  been 
discontinued  because  he  showed  no  improve- 
ment. His  sputum  was  persistently  positive 
for  acid-fast  bacilli.  His  companion  drug  was 
ethionamide  ( Trecator® ) . After  his  death 
many  tablets  of  Trecator®  and  ethambutol 
were  found  hidden  in  his  table.  This  patient 
apparently  was  not  taking  the  medication  as 
indicated.  He  died  of  a severe  hemoptysis. 

Ethambutol  blood  level  with  a standard 
dose,  3 hours  after  taking  the  medication  is 
usually  5 y/ml  but  in  2 of  our  cases  blood 
levels  were  found  to  be  around  20  y/ml.  We 
do  not  have  an  explanation  for  these  high 
findings. 

Of  real  interest  is  our  case  with  lues,  dia- 
betes, chronic  alcoholism  and  diabetic  reti- 
nitis. His  tubercle  bacilli  were  resistant  to 
ethambutol  at  the  start  of  the  treatment.  This 
patients  is  one  of  our  inactive  cases  at  pres- 
ent. Was  ethambutol  effective  in  this  patient 
or  was  improvement  due  to  the  ethionamide 
alone?  We  doubt  very  much  that  it  was  due 
to  the  ethionamide  because  the  daily  dose 
given  of  this  drug  was  only  0.5  g which  is 
rather  low.  The  dose  recommended  is  1 g 
daily. 

Discussion 

Were  are  well  impressed  by  what  we 
think  are  excellent  results  obtained  in  this 
group  of  stubborn-desperate  cases,  of  pro- 
tracted illness  and  treatment,  many  with 
complications  and  who  had  used  almost  all 
the  available  drugs.  We  are  more  than  sa- 
tisfied because  we  had  no  serious  reactions 
causing  discontinuation  of  the  drug.  We  be- 
lieve the  lack  of  eye  symptoms  or  any  other 


reaction  was  due  to  the  fact  that  we  used  , 
15  mg  per  kilo  of  body  weight  daily. 

Summary 

We  have  tried  ethambutol,  a new  drug 
which  seems  to  be  different  from  all  other 
known  anti-tuberculous  drugs  in  its  structure  ¡ 
and  mode  of  action,  in  the  re-treatment  of 
25  cases  of  extensive  pulmonary  tuberculosis.  I 
These  patients  had  been  treated  for  many 
years  and  with  many  drugs  and  had  tubercle 
bacilli  resistant  to  the  3 main  ones.  They  had 
not  responded  to  previous  chemotherapy  and 
some  of  them  to  surgical  treatment.  Most  of 
these  cases  were  really  salvage  cases  in  which 
we  expected  poor  results.  We  are  more  than 
satisfied  of  the  excellent  results  as  shown  by  ; 
48%  conversion  of  sputa.  We  were  also  very  I 
much  impressed  by  the  absence  of  any  serious 
drug  reactions  which  we  believe  was  due  to 
the  low  dosage  (15  mg/Kg)  which  we  used.  1 
The  drug  is  well  tolerated  by  the  gastroin- 
testinal tract  and  is  given  by  mouth  once  a ; 
day.  Because  of  its  low  toxicity,  the  facility 
of  administration  and  very  good  results,  we 
are  of  the  opinion  that  it  is  the  logical 
accompanying  drug  for  isoniazide  in  the  | 
treatment  of  newly  discovered  cases  of  pul-  ] 
monary  tuberculosis.  This  drug  is  equally 
recommended  in  re-treatment  cases,  but 
there  it  should  be  accompanied  by  at  least 
another  new  drug  in  addition  to  isoniazide. 

Resumen 

Hemos  ensayado  en  25  enfermos  con  tu- 
berculosis pulmonar  muy  extensa  una  nueva 
droga,  “ethambutol”  (myanbutol),  que  pa- 
rece ser  diferente  a las  drogas  antituberculo- 
sas conocidas  en  su  composición  y modo  de 
acción.  Estos  enfermos  habían  recibido  tra- 
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tamiento  con  muchas  drogas  antituberculo- 
sas durante  varios  años.  Los  bacilos  de  tuber- 
culosis de  dichos  enfermos  eran  resistentes 
a las  tres  drogas  principales  (isoniacida,  es- 
terptomicina  y ácido  paraminosalicílico) . No 
respondieron  favorablemente  a la  quimiote- 
rapia previa,  y algunos,  ni  a cirugía.  La  ma- 
yor parte  de  estos  enfermos  eran  realmente 
casos  desesperados  en  quienes  esperábamos 
resultados  pobres.  Nos  sentimos  muy  compla- 
cidos con  los  resultados  obtenidos,  como  lo 
demuestra  la  conversión  del  esputo  en  48% 
de  ellos.  Nos  impresionó  favorablemente  la 
ausencia  de  reacciones  tóxicas  a la  droga. 
Creemos  esto  se  debió  a la  dosificación  baja 
usada  por  nosotros  (15  mg/Kg).  Esta  me- 
dicina se  administra  por  vía  oral,  una  vez  al 
día  y es  muy  bien  tolerada  por  el  sistema 
gastrointestinal.  Debido  a su  baja  toxicidad, 


la  facilidad  con  que  se  administra  y los  re- 
sultados buenos  obtenidos,  opinamos  que  es 
la  droga  compañera,  lógica  de  la  isoniacida. 
en  el  tratamiento  de  casos  recién  descubier- 
tos de  tuberculosis.  También  la  recomenda- 
mos en  el  re-tratamiento  de  enfermos  tu- 
berculosos pero  en  estos,  siempre  acompaña- 
da de  isoniacida  y otra  droga  que  no  haya 
sido  usada  antes  por  el  enfermo. 
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Of  the  many  vasoactive  substances  pro- 
duced in  the  body,  the  catecholamines  and 
serotonin  have,  because  of  their  cardiovas- 
cular and  metabolic  actions,  attained  an 
important  role  in  the  practice  of  medicine 
during  the  last  few  years. 

The  catecholamines  are  produced  from 
enzymatic  action  on  tyrosine  and  DOPA. 
Urinary  excretion  may  be  altered  not  only 
in  the  presence  of  pheochromocytoma,  neu- 
roblastomas, and  other  chromaffin  cell  tu- 
mors, but  also  by  cigar  and  cigarette  smoking 
(1),  the  cold  pressor  test  (2)  and  possibly, 
in  some  types  of  myocarditis  (3)  and  of 
myocardial  necrosis  (4).  The  determination 
of  their  concentration  in  urine  or  plasma 
may  help  in  distinguishing  the  malignant 
from  the  benign  pheochromocytomas  (5). 

In  normal  persons  as  well  as  in  those 
with  essential  hypertension,  the  urinary  ex- 
cretion of  free  catecholamines  is  less  than 
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100  fig  per  day  of  which  10  to  80  fig  is  nore- 
pinephrine and  up  to  20  fig  is  epinephrine. 
Normal  excretion  of  normetanephrine  meta- 
bolite, 3-methoxy-4-hydroxymandelic  acid 
(vanillyl-mandelic  acid  or  VMA)  varies  from 
0 to  10  mg  per  day  (7). 

The  major  deposit  of  serotonin  in  the 
body  is  the  gastrointestinal  mucosa.*  The  hor- 
mone is  normally  produced  by  the  argen- 
taffin cells.  Smaller  amounts  are  also  found 
in  the  brain  and  blood  platelets  (8).  This 
amine  is  derived  from  the  essential  amino 
acid  tryptophan  and  is  metabolized  to  5- 
hydroxyindoleacetic  acid  (5HIAA)  which 
is  excreted  in  the  urine. 

Normal  blood  levels  of  serotonin  are  0.1- 
0.3  fig  per  ml.  Urinary  excretion  is  2-10  fig 
per  day.  In  malignant  carcinoid  tumor  the 
corresponding  values  are  0. 5-3.0  fig  per  ml 
of  blood  and  50-600  fig  in  the  urine  (8). 

The  diversion  of  large  amounts  of  dietary 
tryptophan  for  the  synthesis  of  serotonin  by 
the  tumor  leaves  insufficient  quantities  avail- 
able for  the  formation  of  niacin  and  protein. 
The  abnormality  in  tryptophan  metabolism, 
diminished  food  intake  and  diarrhea  contrib- 
ute to  the  development  of  protein  deficiency 
and  pellagra  in  malignant  carcinoid.  The 
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acquired  lesions  in  the  pulmonary  and  tri- 
cuspid valves  as  well  as  bronchoconstriction 
are  probably  on  a chemical  basis,  too. 

Materials  and  Methods 

Using  relatively  simple  colorimetric  procedures 
established  by  the  Scientific  Products  Division, 
American  Hospital  Supply  Corporation*  we  per- 
formed during  the  last  three  years  over  600  deter- 
minations of  both  3-methoxy-hydroxymandelic  acid 
(VMA)  and  5-hydroxyindoleacetic  acid  (5H1AA) 
in  24-hour  urine  collections. 

We  are  reporting  our  studies  and  observations 
on  320  normotensive  Puerto  Rican  adults.  There 
were  264  men  and  56  women.  All  of  these  subjects 
were  active  during  the  day  and  slept  well  at  night. 
None  presented  nutritional  edema,  renal  insuf- 
ficiency nor  signs  of  congestive  heart  failure. 

Since  it  is  claimed  that  the  ingestion  of  banan- 
nas,  coffee  and  vanilla  may  give  rise  to  false  posi- 
tive reactions  to  serotonin  or  increase  the  elimi- 
nation of  the  metabolites  of  1-norepinephrine  in 
the  urine,  we  studied  such  a possibility  on  69 
men  and  11  women  who  had  been  kept  off  all 
drugs.  Daily  urinary  excretion  of  VMA  was  de- 
teimined  before  and  after  three  bananas,  three 
cups  of  coffee,  and  two  servings  of  vanilla  ice 
cream  had  been  added  to  their  daily  fare. 

In  10  healthy  subjects  of  each  sex  the  urinary 
volume,  specific  gravity  and  excretion  of  VMA 
during  the  day  and  night  (7  AM  to  7 PM,  7 PM 
to  7 AM)  were  measured. 

We  studied  the  effect  of  a single  intramuscular 
administration  of  2.5  mg  of  reserpine  (Serpasil®) 
on  eight  normotensive  men.  Electrocardiograms, 
blood  chemistry  determination  including  glucose, 
urea  nitrogen,  creatinine,  and  cholesterol  were 
performed  before  and  again  after  24  and  48  hours 
and,  in  some  instances,  up  to  four  days  after 
injection.  The  urinary  elimination  of  both  VMA 
and  5HIAA  was  studied. 


* Hycel ; Pheoset.  Scientific  Products  Division, 
American  Hospital  Supply  Corporation, 
Evanston,  Illinois. 

Hycel:  Urine  Serotonin  Determinations,  Scien- 
tific Products  Division,  American  Hos- 
pital Supply  Corp.,  Evanston,  Illinois. 


Results 

Table  I shows  the  results  obtained  for 
the  24-hour  urinary  elimination  of  VMA  in 
177  men  and  35  women.  This  averaged  8.98 
mg  in  men  and  9.23  mg  in  women. 

Tables  II  and  III  summarize  the  results 
of  urinary  VMA  excretion  in  80  subjects 
before  and  during  the  normal  and  high  ba- 
nana-coffee-ice  cream  diet.  No  consistent 
change  in  excretion  attributable  to  this  diet 
was  found. 


TABLE  I:  URINARY  VMA 
EXCRETION 


Group 

No. 

Ave.  (mg) 

SD. 

Men 

177 

8.98 

± 3.03 

Women 

35 

9.23 

± 3.04 

TABLE  II:  URINARY  VMA  ON 
STANDARD  AND  SPECIAL  DIET: 
MEN 

Age 

Number 

Before 

After 

21-30 

3 

8.1 

9.5 

31-40 

23 

10.2 

11.1 

41-50 

22 

9.1 

9.6 

51-60 

7 

11.8 

11.8 

61-70 

6 

9.5 

9.5 

71-80 

7 

7.6 

7.5 

81-90 

1 

10.4 

10.8 

Tables  IV  and  V show  the  diurnal  and 
nocturnal  excretion  of  VMA  in  10  men  and 
10  women. 
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TABLE  III:  URINARY  VMA  ON 
STANDARD  AND  SPECIAL  DIET: 
WOMEN 


Age 

Number 

Before 

After 

21-30 

3 

6.6 

7.7 

31-40 

2 

8.0 

7.4 

41-50 

4 

8.3 

8.3 

51-60 

1 

7.2 

8.4 

61-70 

1 

4.8 

5.6 

It  can 

be  seen  from 

Table  IV 

that  all 

cases  but  one  (No.  3)  passed  more  urine 
during  the  night  than  during  the  day,  that 
there  was  no  definite  variation  in  specific  gra- 
vity, and  that  the  elimination  of  VMA  varied 
directly  with  the  volume  of  urine.  Also,  all 


women  (Table  V)  except  one  (No.  5)  had 
larger  nocturnal  urine  output,  with  moderate 
decrease  in  specific  gravity  in  five  of  six 
women.  Again  the  amount  of  VMA  varied 
directly  with  the  amount  of  urine  collected. 

Tests  for  the  presence  of  5-hydroxyindo- 
leacetic  acid  were  consistenlly  negative. 

There  was  an  increase  in  urinary  VMA 
24  and  48  hours  after  the  injection  of  reser- 
pine  in  all  8 patients  studied  (Fig.  1).  No 
changes  were  observed  in  blood  chemistry 
values,  and  there  was  no  significant  effect 
on  blood  pressure  readings.  Urinary  5HIAA 
remained  negative. 

In  the  electrocardiograms,  we  found  one 
case  of  transient  coronary  sinus  rhythm 
following  the  injection  of  reserpine.  A pro- 
longation of  the  QT  ratio  above  1.08,  as 
well  as  a moderate  slowing  of  the  heart  beat, 
were  common  electrocardiographic  findings. 


TABLE  IV:  DIURNAL  AND  NOCTURNAL  VMA  EXCRETION:  MEN 


Age 

Urine 

Day 

Vol  (ml) 

Night 

Specific 

Day 

Gravity 

Night 

VMA 

Day 

(mg) 

Night 

71 

490 

540 

1.024 

1.021 

3.4 

5.0 

43 

510 

530 

- 

- 

3.5 

5.4 

34 

570 

480 

- 

- 

5.7 

4.8 

65 

415 

440 

1.026 

1.030 

2.7 

5.6 

55 

500 

620 

1.025 

1.020 

4.8 

7.8 

67 

390 

450 

1.025 

1.030 

2.5 

4.8 

55 

350 

360 

1.020 

1.027 

2.7 

4.0 

66 

360 

500 

1.020 

1.020 

2.6 

3.8 

21 

440 

730 

1.020 

1.025 

2.1 

4.3 

29 

880 

1050 

1.015 

1.010 

2.08 

4.9 

10 
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TABLE  V:  DIURNAL  AND  NOCTURNAL  VMA  EXCRETION:  WOMEN 


Case 

Age 

Urine  Vol 
Day 

(ml) 

Night 

Specific 

Day 

Gravity 

Night 

VMA 

Day 

(mg) 

Night 

1 

50 

260 

340 

- 

- 

1.8 

2.2 

2 

55 

620 

710 

- 

- 

3.7 

5.6 

3 

31 

340 

530 

- 

- 

1.4 

3.7 

4 

22 

150 

550 

- 

- 

1.5 

2.1 

5 

28 

520 

510 

1.025 

1.027 

5.5 

4.6 

6 

21 

470 

870 

1.020 

1.015 

3.0 

4.6 

7 

36 

470 

480 

1.027 

1.023 

3.5 

5.3 

8 

50 

400 

760 

1.025 

1.018 

2.8 

6.0 

9 

64 

520 

620 

1.027 

1.015 

3.1 

4.3 

10 

43 

340 

520 

1.017 

1.010 

3.6 

4.6 
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Discussion 

There  are  undoubtedly  more  sensitive 
and  specific  methods  for  the  determination 
of  blood,  tissue  and  urinary  catecholamines, 
but  they  are  elaborate  and  cumbersome  and 
not  readily  accessible  to  most  laboratories. 
The  procedures  employed  by  us  have  proven 
not  only  easy  but  also  reliable  and  definitely 
capable  of  being  reproduced.  The  findings 
for  daily  VMA  excretion  in  our  patients  are 
somewhat  higher  than  those  reported  for 
continental  Americans  (7). 

The  reversal  of  the  normal  ratio  between 
diurnal  and  nocturnal  secretion  of  urine  was 
unexpected  and  we  do  not  have  an  expla- 
nation for  it. 

It  is  a well-known  fact  that  reserpine 
releases  serotonin  from  the  heart  and  brain 
and  partially  depletes  the  tissue  of  catechol- 
amines. The  development  of  carcinoid  syn- 
drome has  been  reported  following  the  pro- 
longed intramuscular  use  of  reserpine  in 
thyrotoxicosis  (6).  Our  results  on  measure- 
ments of  urinary  VMA  following  the  injec- 
tion of  reserpine  are  consistent  with  these 
facts. 

Summary 

Determination  by  a colorimetric  method 
of  daily  urinary  excretion  of  3-methoxy-4- 

hydroxymandelic  acid  (VMA)  in  177  males 
and  35  females  yielded  values  of  8.98  ± 3.03 
and  9.23  ± 3.04  mg/day  respectively.  The 
excretion  of  VMA  was  found  to  correlate 
with  the  urinary  volume  and  was  larger  in 
nocturnal  than  diurnal  collections.  A diet 
rich  in  coffee,  bananas  and  vanilla  ice  cream 
did  not  alter  VMA  excretion  in  80  persons. 
A single  injection  of  reserpine  (2.5  mg)  was 
followed  by  an  increase  in  VMA  excretion 


in  all  of  8 normotensive  subjects. 

Resumen 

Determinaciones  de  excreción  diaria  de 
ácido  3-metoxi-4-hidroximandélico  por  un 
método  colorimétrico  en  177  hombres  y 35 
mujeres  dieron  valores  de  8.98  ± 3.03  y 
9.23  ± 3.04  mg  respectivamente.  Se  encon- 
tró que  la  excreción  de  VMA  correlacionó 
con  el  volumen  urinario  y fue  mayor  duran- 
te la  noche  que  durante  el  día.  Una  dieta 
rica  en  café,  guineos  y mantecado  de  vai- 
nilla no  produjo  cambio  significativo  en  la 
excreción  de  VMA  en  80  personas.  Des- 
pués de  una  dosis  de  reserpine  (2.5  mg)  por 
vía  intramuscular,  la  excreción  de  VMA 
aumentó  en  8 sujetos  normotensos  estudiados. 
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PSYCHOLOGICAL  PROBLEMS 
IN  THE  MANAGEMENT  OF  CANCER  PATIENTS 


Louis  Keith,  M.  D. 


The  problems  in  the  treatment  of  pa- 
tients with  cancer  are  not  solely  those  of 
therapeutics.  The  mental  and  emotional 
onslaughts  coupled  with  the  diagnosis  of  neo- 
plastic disease  are  often  staggering.  The 
affected  individual’s  degree  of  sophistication 
and  previous  levels  of  adjustment  are  often 
of  no  help.  Disturbed  behaviour  patterns 
are  not  limited  to  any  particular  social  or 
educational  level,  and  the  reactions  mani- 
fested by  these  patients  are  not  those  which 
accompany  conditions  such  as  fracture  of 
the  femur,  hepatitis  or  even  coronary  throm- 
bosis. If  the  physician  is  not  aware  of  these 
additional  psychological  problems  he  will  be 
hindered  in  effectively  giving  total  treatment 
to  the  patient.  Likewise,  the  physician  must 
be  aware  of  the  fact  that  the  patient  may 
not  be  reacting  in  a normal  manner  and 
must  be  ready  to  offer  simple  supportive 
psychotherapy.  He  knows  this;  but  does  he 
always  remember  it?  In  many  oncologic  hos- 
pitals and  cancer  units  of  large  general  hos- 
pitals, the  patients  may  be  members  of  that 

From  the  Department  of  Gynecology  of  the  I. 
González  Martinez  Oncologic  Hospital,  and  the  De- 
partment of  Obstetrics  and  Gynecology  of  the 
University  of  Puerto  Rico  School  of  Medicine. 


part  of  the  social  structure  which  is  econom- 
ically and  educationally  underpriviledged. 
In  such  a situation,  reassurance  and  compas- 
sion on  the  part  of  the  physician  are  de- 
manded in  even  greater  measure,  for  such 
patients  have  nowhere  else  to  turn. 

Although  many  cancer  patients  are  of 
advanced  age,  they  may  never  have  been 
hospitalized  previously.  They  have  managed 
to  treat  all  previous  illnesses  at  home,  and 
to  have  had  their  many  babies  on  the  “mar- 
riage bed”.  Thus,  they  may  dread  entering 
a hospital  because  of  a prevailing  prejudice 
that  hospitals  are  places  where  people  go 
to  die.  Certainly  the  hurried,  sterile  atmos- 
phere of  a modern  cancer  institute  does  noth- 
ing to  dispel  this  feeling.  Separation  from 
the  routine  attendance  to  the  needs  within 
the  family  constellation  that  has  previously 
comprised  the  patients  world  augments 
nervousness.  In  the  hospital,  where  most 
things  are  done  for  the  patient,  feelings  of 
sudden  uselessness  accentuate  the  dreaded 
certainty  of  impending  death.  Some  patients 
hysterically  verbalize  their  anxieties,  shaking 
visibly  during  the  first  hours  after  admission, 
indulging  in  fantasy  about  imminent  death. 
Stillness  bespeaks  the  dread  of  others.  If 
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surgery  is  to  be  performed,  many  patients 
and  their  families  request  that  a relative  be 
allowed  to  stay  during  the  first  postoperative 
night.  As  cancer  operations  are  often  long 
and  physically  traumatic,  the  early  recovery 
period  may  be  difficult.  It  is  calming  if  a 
familiar  face  is  there  when  the  patient 
awakens  from  drug-induced  drowsines.  How- 
ever, well-meaning  relatives  sometimes  do 
more  harm  than  good.  When  this  happens, 
the  health  team  must  be  alert  to  ask  the 
visitor  to  leave. 

Diet  is  important  to  the  cancer  patient. 
The  nature  of  the  illness  may  dictate  the 
necessity  for  special  combinations  of  foods 
or  possibly  a liquid  diet  fed  through  a tube 
in  the  nose  or  directly  into  the  stomach. 
Even  when  the  patient  may  eat  a general 
diet,  it  is  not  uncommon  to  see  a tray  of 
food  lying  untouched.  Only  the  coffee  and 
juices  are  taken,  probably  because  the 
food  had  not  been  prepared  by  the  pa- 
tient or  a member  of  his  or  her  family.  Fixed 
habits  of  eating  which  restrict  the  diet  to  a 
few  limited  items  are  common ; deviation 
from  the  norm  is  threatening.  Such  persons 
always  ask  whether  they  may  have  food 
brought  in  from  their  homes,  so  great  is 
their  resistance  to  hospital  food.  In  some 
instances,  they  must  actually  be  fed. 

The  individual  hospitalized  on  cancer 
service  comes  into  daily  contact  with  others 
who  are  visibly  deformed  and  mutilated. 
Some  have  had  half  a face  or  jaw, removed; 
others  are  missing  limbs,  and  still  others 
walk  around  the  halls  with  innumerable  ar- 
tificial tubes.  It  would  require  extreme  men- 
tal retardation  for  one  to  be  oblivious  to 
these  circumstances.  The  patient  inevitably 
personalizes  about  this,  wondering  about  re- 
turning to  the  family  and  being  accepted  by 


former  friends  and  relatives.  Will  people 
stare?  Will  children  mock  and  point  their 
fingers?  Imagined  humiliation  is  added  to 
the  patient’s  real  anticipated  burden.  There 
is  anxiety  about  physical  apperance  after  the 
therapy,  especially  in  cases  of  cancer  of  the 
breast,  face  or  oral  cavity  when  anatomic 
deformities  are  inevitable  and  visible. 

The  possibility  of  such  deformity  should 
be  discussed  with  the  patient  beforehand, 
however  difficult  be  this  discussion.  It  is  far 
more  traumatic  to  be  confronted  with  a mas- 
sive scar  or  anatomic  defect  which  had  not 
been  expected  prior  to  treatment.  The  same 
may  be  said  also  for  the  problems  of  colos- 
tomy and  ileostomy  or  amputation  of  a limb, 
although  the  hurt  to  vanity  is  not  so  great. 
If  any  of  these  eventualities  are  contem- 
plated, the  physician  is  well  advised  to  explain 
this  in  detail  to  the  patient  and  the  family. 
Direct  contact  with  another  person  who  has 
undergone  a similar  type  of  operation  and 
has  returned  to  normal  living  with  the  aid 
of  a prosthetic  device  is  of  inestimable  value 
in  providing  visual  reassurance  that  com- 
plete or  acceptable  rehabilitation  is  possible. 
Furthermore,  attention  beforehand  to  this 
eventuality  may  well  prevent  a lawsuit  in 
the  future.  If  a prostetic  device  is  contem- 
plated in  the  post-therapy  period,  it  is 
advisable  to  have  the  patient  discuss  its  use 
prior  to  treatment.  A good  source  of  infor- 
mation, in  addition  to  the  physician,  is  the 
manufacturer  or  his  representative.  It  is 
often  helpful  to  secure  photographs  of  the 
front  and  profile  in  both  black  and  white 
and  color  to  order  to  facilitate  reconstruc- 
tion. 

Case  discussions  at  the  bedside  or  within 
earshot  of  the  patient  even  for  the  purpose 
of  teaching  should  be  held  to  a minimum. 
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The  physician  must  be  alert  to  the  pitfalls 
that  give  rise  to  anxiety  and  neurosis.  Com- 
plete and  rapid  changes  in  personality  may 
occur.  Additional  stressful  situations  should 
be  avoided.  Liberal  use  of  tranquilizers  either 
in  the  hospital  or  on  an  outpatient  basis  is 
indicated.  These  drugs  are  beneficial  in  help- 
ing the  patient  adjust  to  a new  set  of  cir- 
cumstances. Psychiatric  training  on  the  part 
of  the  physician  is  rarely  needed:  but  aware- 
ness of  the  problem  and  a large  measure 
of  tolerance  and  compassion  are  necessary. 

Perhaps  the  most  delicate  area  of  psychic 
trauma  lies  in  the  patient’s  attitude  toward 
sexual  relations  after  treatment  for  cancer. 
It  is  well  known  that  the  acutely  ill  have  a 
decreased  libidinal  urge.  Sexual  contact  is 
physically  impossible  or  extremely  painful 
when  the  malignancy  affects  the  female  gen- 
ital tract.  However,  once  the  patient  has 
been  treated  and  is  recovering,  she  wonders 
about  her  future  ability  to  participate  in  the 
sexual  act.  Many  patients  are  under  the 
mistaken  impression  that  because  the  disease 
was  located  in  the  area  of  coitus  that  the 
malignancy  was  directly  related  to  inter- 
course, so  that  further  contact  is  refused. 
Others  are  under  the  misapprehension  that 
intercourse  will  be  physically  impossible  after 
treatment.  The  physician  cannot  be  urged 
too  strongly  to  speak  to  his  patients  about 
this  and  to  allow  them  to  voice  their  feelings. 
He  can  then  offer  advice  and  reassurance, 
as  indicated.  Lack  of  comprehension  is  not 
limited  to  underprivileged  persons  by  any 
means;  indeed,  they  may  be  more  vocal 
about  it  than  more  affluent  groups  and 
therefore  more  amenable  to  helpful  sugges- 
tion. 

Two  good  reasons  for  returning  to  former 
active  sexual  life  are  suggested:  In  the  first 


place,  the  patient’s  relationship  with  her 
husband  will  be  firmer,  especially  if  she  is 
young.  In  the  second  place,  it  is  important 
to  maintain  the  normal  depth  of  the  vaginal 
canal.  When  the  vagina  is  not  used  after 
radiotherapy  and  some  surgical  procedures, 
especially  in  the  post-menopausal  woman, 
the  tendency  is  for  senechiae  to  form  which 
will  eventually  lead  to  the  permanent  sealing 
off  of  the  entire  vagina  near  the  introitus. 
This  prevents  sexual  relations.  Moreover,  the 
cervix  and  the  vaginal  vault  are  hidden  from 
view,  greatly  hindering  follow-up  examina- 
tions. With  vaginal  occlusion,  secretions  may 
accumulate  in  the  uterus.  Surgical  drainage 
or  hysterectomy  may  be  required  at  a later 
date. 

Each  physician  must  deliberate  about  the 
consequences  of  telling  the  truth  about  the 
diagnosis  to  his  patient.  He  must  act  accord- 
ing to  his  best  judgement  at  that  time  and 
place  and  in  terms  of  his  appraisal  of  the 
patient’s  personality,  so  as  not  to  shatter  the 
precarious  pull  between  the  forces  of  health 
and  the  stresses  of  reality.  In  spite  of  educa- 
tional campaigns  directed  to  the  general  pub- 
lic, there  still  exist  groups  of  people  in  whom 
the  use  of  the  term  “cancer”  invokes  feelings 
comparable  to  the  pronouncement  of  a death 
sentence.  It  is  mandatory,  however,  that 
some  responsible  member  of  the  patient’s 
family  be  acquainted  with  the  true  nature 
of  the  situation,  especially  if  there  are  chil- 
dren. 

The  physician  must  also  be  aware  of  his 
role  as  the  leader  of  the  health  team.  As 
such,  it  is  his  responsibility  to  share  all  per- 
tinent information  regarding  his  patient’s 
status  with  the  other  team  members.  In 
addition,  he  must  inform  them  of  what  he 
has  told  the  patient  regarding  the  condition, 
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so  that  there  will  be  a perfect  consistency  of 
response  should  questions  be  offered.  Fre- 
quently the  patient  places  the  physician  on 
a pedestal,  which  has  the  effect  of  comple- 
tely severing  the  possibility  of  effective  com- 
munication. As  a result,  discussion  is  often 
directed  to  nurses  and  other  para-medical 
personnel  who  may  or  may  not  be  sufficient- 
ly informed  to  properly  interpret  the  physi- 
cian’s point  of  view. 

The  team  concept  may  also  be  applied 
to  the  group  of  physicians  who  are  involved 
in  the  care  of  a given  patient,  for  rarely  does 
one  physician  assume  all  the  burdens  in  the 
therapy  of  cancer.  Consultations  with  intern- 
ists, radiologists,  proctologists  and  radio- 
therapists are  often  mandatory  before  ar- 
riving at  a therapeutic  rational.  The  social 
worker  should  be  a member  of  the  team 
also,  and  it  is  helpful  to  introduce  her  to 
the  patient  early  during  the  hospital  stay. 
She  may  be  of  great  help  in  alleviating  some 
of  the  transitional  problems  faced  by  the 
patient.  Reluctance  to  accept  medical  advice 
concerning  therapy  is  often  based  on  the 
fact  that  children  and  a family  must  be  pro- 
vided for  during  a contemplated  absence 


of  the  housewife  and  mother  or  the  wage- 
earner.  When  these  domestic  problems  are 
solved,  the  patient  is  more  likeiy  to  be  accept- 
ive of  a prolonged  separation  from  loved 
ones. 

As  our  knowledge  of  malignant  disease 
increases  and  the  survival  span  lengthens, 
an  enlarging  population  will  require  fol- 
low-up for  many  years.  During  this  time 
mental  resignation  and  constructive  adjust- 
ments will  need  bolstering  even  as  therapy 
is  altered  according  to  the  physical  status 
and  scientific  advances.  In  the  years  of  rapid 
therapeutic  pace,  the  tried  teachings  about 
treating  the  total  personality  are  often  for- 
gotten and  need  repeating  from  time  to  time, 
to  bring  the  physician  out  of  the  laboratory 
and  back  to  the  bedside.  The  patient  de- 
serves total  care,  not  only  surgical  intervention 
or  chemotherapy  or  radiotherapy.  The  physi- 
cian has  the  opportunity  and  duty  to  al- 
leviate all  aspects  of  disease-  in  the  cancer 
patient.  He  must  never  forget  that  he  is 
not  treating  a diseased  organ,  but  rather 
that  he  is  treating  a patient  who  contains 
withing  him  an  organ  that  is  diseased. 


“It  is  astonishing  with  how  little  reading  a doctor  can  practice  medicine,  but  it  is  not 
astonishing  how  badly  he  may  do  it.”  —from  an  address  delivered  in  1901  by  Sir  William  Os- 
ier, and  published  in  “Books  and  Men,”  Aequanirnitas  with  other  Addresses  to  Medical  Stud- 
ents, Nurses  and  Practitioners  of  Medicine,  Philadelphia:  The  Blakiston  Co.,  1947. 


ORTESIS  DINAMICAS  EN 
MIEMBROS  SUPERIORES 


J.  Dao  Dao,  M.  D. 


El  propósito  fundamental  de  este  traba- 
jo no  es  el  de  hacer  una  descripción  deta- 
llada de  todos  los  diferentes  tipos  de  mate- 
rial ortótico  usados,  sino  más  bien  el  de  ex- 
poner en  forma  resumida  su  importancia,  el 
porqué  y cuándo  los  usamos. 

Hemos  observado  a través  de  nuestro 
ejercicio  profesional  que  las  secuelas  inca- 
pacitantes de  los  miembros  superiores,  bien 
sea  por  traumas  o enfermedades,  no  han  me- 
recido la  debida  atención.  Ello  ha  traído  co- 
mo consecuencia  severas  incapacidades  prác- 
ticamente definitivas  que  muy  probablemen- 
te no  se  hubieran  presentado  si  se  hubiese 
instituido  desde  el  comienzo  un  plan  de  tra- 
tamiento racional. 

El  gran  aumento  de  las  lesiones  de  los 
miembros  superiores,  las  fallas  de  coordina- 
ción entre  los  servicios  de  traumatología,  or- 
topedia, cirugía,  etc.,  con  los  centros  de  re- 
habilitación, así  como  las  dificultades  que 
presentan  los  pacientes  en  su  asistencia  re- 
gular a los  sitios  de  tratamiento,  traen  co- 
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mo  consecuencia  la  instalación  de  deformi- 
dades y contracturas  prácticamente  defini- 
tivas. 

Estas  situaciones  nos  estimularon  a tra- 
tar en  lo  posible  de  encontrar  una  solución 
que  lograse  aminorar  las  secuelas  incapaci- 
tantes en  los  miembros  superiores.  Se  deci- 
dió iniciar  un  estudio  sobre  el  uso  de  las 
ortesis  dinámicas  en  todos  aquellos  casos  que 
previa  evaluación  considerábamos  que  lo 
ameritaban.  La  experiencia  en  este  sentido 
nos  ha  demostrado  que  los  resultados  alien- 
tan a continuar  trabajando  en  este  aspecto. 
Por  regla  general  se  siguieron  en  este  traba- 
jo los  siguientes  puntos: 

a.  Pautas  en  la  prescripción. 

b.  Coordinación  entre  el  médico  y el  or- 
tesista. 

c.  Objetivos  deseados. 

Pautas  en  la  Prescripción 

1.  Deben  ser  livianos  y resistentes. 

2.  Deben  ser  sencillos  para  que  puedan 
ser  fácilmente  colocados  por  los  pa- 
cientes o por  sus  familiares. 

3.  Deben  ser  confortables  y aceptables  en 
apariencia. 
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4.  No  solamente  deben  mantener  la  po- 
sición de  función  sino  permitir  movi- 
mientos al  menos  de  que  estén  contra- 
indicados. 

5.  Debe  permitir  función  a las  partes  no 
comprometidas. 

6.  Deben  ser  de  bajo  costo. 

Coordinación  entre  el  Médico 
y el  Ortesista 

Entre  el  médico  y el  ortesista  debe  ha- 
ber una  estrecha  cooperación.  Este  último 
deberá  ser  una  persona  entrenada,  de  gran 
experiencia  en  este  campo  y con  conocimien- 
tos básicos  de  la  anatomía  muscular  y ósea. 

El  médico  deberá  hacer  una  prescrip- 
ción correcta  con  conocimiento  de  lo  que 
desea  buscar  y en  el  momento  necesario.  De- 
berá chequear  el  aparato  y enseñar  al  pa- 
ciente la  manera  de  usarlo.  Se  observa  fre- 
cuentemente que  muchos  de  los  problemas 
que  se  presentan  en  la  mala  fabricación  y 
adaptación  de  estos  dispositivos  quizás  sean 
debidos  a una  prescripción  defectuosa  del 
médico  más  que  al  poco  conocimiento  que 
tenga  el  ortesista. 

Objetivos  deseados 

a.  Inmovilización. 

b.  Prevención  de  deformidades. 

c.  Corrección  de  las  deformidades. 

d.  Restauración  del  movimiento  articular. 

e.  Recuperación  de  función. 

f.  Restauración  de  función  en  casos  de 
incapacidad  permanente. 

Clasificación 

Las  férulas  generalmente  se  clasifican  en 
dos  grupos:  Estáticas  y Dinámicas. 

Las  primeras  se  aplican  sobre  un  seg- 
mento corporal  o sobre  parte  de  él,  con  el 


fin  de  proveer  soporte,  prevenir  contracturas 
o proteger  las  partes  afectadas. 

Las  segundas  son  fabricadas  para  pro- 
veer función,  mejorar  contracturas,  corregir 
deformidades,  etc. 

Pueden  también  ser  clasificadas  como 
aquellas  usadas  para  los  casos  de  flacidez, 
espasticidad,  incoordinación,  contracturas, 
traumas,  etc. 

En  este  trabajo  nosotros  las  clasifica- 
mos según  el  objetivo  que  se  desea  buscar  en: 

a.  Férulas  de  inmovilización. 

b.  Férulas  para  prevenir  deformidades. 

c.  Férulas  para  corregir  deformidades. 

d.  Férulas  para  restaurar  la  amplitud  ar- 
ticular. 

e.  Férulas  para  recuperar  la  función  en 
casos  de  incapacidad  transitoria. 

f.  Férulas  para  recuperar  la  función  en 
casos  de  incapacidad  permanente. 

Los  aparatos  ortésicos  que  aquí  presen- 
tamos han  sido  fabricados  en.  los  talleres  de 
Ortesis  y Prótesis  del  Hospital  Municipal 
Risquez  y el  Instituto  Venezolano  de  los  Se- 
guros Sociales. 

Ellos  no  son  elaborados  con  el  material 
más  apropiado,  pero  lo  más  importante  es 
que  cumplen  el  objetivo  buscado  y revelan 
los  esfuerzos  para  tratar  de  mejorar  al  má- 
ximo posible  las  secuelas  incapacitantes  de 
los  traumas  y enfermedades. 

Férulas  para  inmovilización 

Buscan  mantener  el  segmento  corporal 
afectado  en  posición  funcional  y en  estado 
de  reposo,  previniendo  el  daño  en  las  arti- 
culaciones y las  contracturas,  etc. 

Se  inmoviliza  también  en  el  tratamiento 
de  inflamaciones,  infecciones;  para  protejer 
tejidos  en  reparación  tales  como:  nervios, 
tendones,  ligamentos  o para  mantener  los 
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músculos  paralizados  en  estado  de  relajación 
y reposo,  especialmente  en  las  primeras  eta- 
pas. 

Estas  férulas  deben  ser  bien  adaptadas 
sobre  el  segmento  corporal  afectado  y con 
una  amplia  superficie  de  contacto.  Deberán 
ser  construidas  con  material  que  sean  fáci- 
les de  adaptarse,  livianos  y de  bajo  costo. 

Férulas  para  prevenir  deformidades 

La  prevención  de  las  deformidades  es  un 
factor  fundamental  que  debe  tenerse  en 
cuenta  para  evitar  largos  períodos  de  trata- 
miento. Sabemos  que  toda  afección  que  da- 
ñe el  sistema  músculo-esquelético  tiende  a 
producir  deformidades. 

Estas  pueden  ser  debidas  a dolor,  dese- 
quilibrio miogenético,  contracturas  miosíticas, 
espasticidad,  espasmos,  lesiones  tendinosas, 
ligamentosas  y partes  blandas.  Si  estas  con- 
diciones se  dejan  evolucionar  van  a traer  co- 
mo consecuencia  el  establecimiento  de  una 
posición  viciosa. 

Conociendo  por  tanto  la  patogénesis  de 
los  factores  deformantes,  se  tratará  por  me- 
dio de  férulas  de  colocar  el  segmento  corpo- 
ral en  posición  funcional  creando  fuerzas  que 
traten  de  neutralizar  la  acción  de  las  fuer- 
zas deformantes.  Hay  que  tomar  en  cuenta 
que  para  que  se  pueda  lograr  este  objetivo, 
esas  fuerzas  correctoras  tienen  que  ser  de  una 
magnitud  determinada  y actuar  cierto  tiempo 
en  forma  continua. 

Hay  que  tener  en  cuenta  que  los  casos 
como  en  la  contractura  isquémica,  en  que 
las  deformidades  y contracturas  se  van  insta- 
lando progresivamente  y en  donde  de  ante- 
mano sabemos  lo  que  van  a producir  las  fuer- 
zas deformantes,  que  el  uso  precoz  de  las  fé- 
rulas son  de  gran  utilidad  en  la  prevención 
de  las  deformidades  (Fig.  1). 


Fig.  1:  Férula  dinámica  que  busca  prevenir 
contractura  en  flexión  de  muñeca  y dedos,  pulgar 
en  oposición. 

Férulas  para  corrección  de 
deformidades 

Las  ortesis  no  solamente  pueden  preve- 
nir las  deformidades  sino  corregirlas  una 
vez  instaladas. 

Conociendo  la  etiología  de  la  deformidad 
se  podrán  adaptar  férulas  que  produzcan 
fuerzas  que  sobrepasen  a las  deformantes. 
Claro  está  que  muchos  de  estos  dispositivos 
están  limitados  en  sus  acciones  por  varias 
condiciones  como  son:  tolerancia  del  pa- 
ciente y de  las  partes  blandas,  los  trastor- 
nos de  sensibilidad,  etc.  Sin  embargo  super- 
visando frecuentemente  las  áreas  de  posible 
presión,  podemos  subsanar  estos  inconvenien- 
tes. 

Debe  ser  bien  entendido  que  no  conside- 
ramos a la  ortesis  como  única  medida  en  la 
corrección  de  las  deformidades,  sino  como 
complemento  de  otros  métodos  de  tratamien- 
to tales  como,  cirugía,  ejercicios,  manipu- 
laciones, reeducación  muscular,  etc.  (Fig.  2). 

Férulas  para  restaurar  el 
movimiento  articular 

Las  rigideces  articulares  pueden  trans- 
formarse en  definitivas  si  a tiempo  no  evi- 
tamos la  retracción  o congelamiento  de  las 
partes  blandas  que  la  rodean.  Las  férulas 
dinámicas  en  conjunto  con  otras  medidas  y 
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Fig.  2:  Férula  dinámica  que  busca  corregir  con- 
tractura  en  flexión  de  los  dedos  índice  y medio, 
manteniendo  muñeca  en  dorsiflexión. 

en  muchas  oportunidades  usándolas  como 
único  tratamiento,  estimulan  al  paciente  a 
movilizar  precozmente  las  articulaciones 
comprometidas,  previniendo  además  la  atro- 
fia muscular  por  desuso. 

El  mantener  una  articulación  libre  en 
sus  movimientos  es  paso  previo  a cualquier 
intento  de  recuperación  de  función  (Fig.  3). 


Fig.  3:  Férula  dinámica  para  restaurar  ampli- 
tud articular  de  extensión  del  codo. 


Férulas  para  recuperación  de  función 

El  uso  de  las  férulas  dinámicas  para  este 
propósito  no  ha  recibido  la  debida  atención. 

Hemos  notado  con  mucha  frecuencia  que 
gran  cantidad  de  intervenciones  quirúrgicas 
en  especial  en  manos,  se  pierden  por  falta 


de  continuidad  en  el  tratamiento.  La  aplica- 
ción en  forma  correcta  de  una  férula  diná- 
mica va  a estimular  al  paciente  a realizar 
muchas  actividades  que  en  otra  forma  no 
podría  realizarlas. 

Cuando  utilizamos  ortesis  con  este  pro- 
pósito es  necesario  realizar  una  evaluación 
precisa  del  estado  del  segmento  corporal  com- 
prometido, para  así  determinar  el  tipo  de 
férula  adecuada. 

Estas  férulas  buscan  esencialmente  tres 
objetivos: 

a.  Mantener  en  actividad  tanto  los  gru- 
pos musculares  comprometidos  como 
los  no  afectados. 

b.  Evitar  las  substituciones  musculares. 

c.  Reeducar  el  patrón  de  movimiento  de- 
seado. 

En  cuanto  al  primer  objetivo,  debemos 
recordar  que  la  importancia  estriba  en  el 
trabajo  muscular  que  van  a producir,  ya  que 
esto  último  es  necesario  para'  aumentar  la 
fuerza  muscular,  mejorar  la  capacidad  de 
contracción  y relajación  de  antagonistas  y 
agonistas  y por  último  para  mejorar  la  coor- 
dinación muscular. 

En  los  casos  en  que  hay  una  lesión  ner- 
viosa, la  protección  del  segmento  compro- 
metido debe  hacerse  por  medio  de  las  orte- 
sis dinámicas  para  así  mantener  en  activi- 
dad los  grupos  musculares  afectados  y en  las 
mejores  condiciones,  para  el  momento  en  que 
la  regeneración  nerviosa  se  presente.  La  no 
protección  va  a ocasionar  una  serie  de  defor- 
midades, producto  del  desbalance  muscular, 
factor  que  ocasionará  serios  problemas  en  los 
intentos  de  rehabilitación  (Fig.  4). 

Con  respecto  al  segundo  objetivo,  las 
substituciones  musculares  creemos  que  es  el 
de  más  importancia  ya  que  es  el  factor  que 
se  le  ha  prestado  menos  atención. 
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Fig.  4:  Férula  dinámica  para  parálisis  radial 


Hemos  comprobado  que  las  substitucio- 
nes musculares  son  en  la  mayoría  de  los 
casos  causa  de  los  fracasos  de  recuperación 
de  función. 

Las  substituciones  musculares  van  a oca- 
sionar en  los  segmentos  comprometidos:  a. 
desequilibrio  muscular,  b.  mayor  atro- 
fia en  los  músculos  débiles,  c.  deformidades 
debido  al  aumento  de  presiones  sobre  secto- 
res debilitados  y d.  considerable  retardo  en  la 
recuperación  de  los  músculos  afectados. 

Ejemplo  de  substitución  y en  que  una  or- 
tésis  a tiempo  puede  modificar  el  pronóstico, 
es  el  caso  de  la  sección  de  los  tendones  flexo- 
res de  los  dedos  de  la  mano.  Pensemos  que 
han  sido  intervenidos  quirúrgicamente  con 


Fig.  5:  Férula  dinámica  para  reeducación  de 
función  en  las  tenorrafias. 


la  mejor  de  las  técnicas  propuestas,  no  ha- 
biendo ningún  problema  en  este  sentido.  Ob- 
servemos en  todos  los  casos  que  al  indicarle 
gl  paciente  el  flexionar  el  dedo,  lo  hace  subs- 
tituyendo , la  acción  de  los  flexores  por  los 
lumbricales,  condición  que  va  a producir  si 
no  se  corrige  a tiempo,  la  serie  de  complica- 
ciones que  hemos  enumerado. 

El  pronóstico  variará  notablemente  si  im- 
pedimos por  tiempo  prudencial  esta  acción 
substitutiva,  inmovilizando  la  articulación 
metacarpofalángica,  sector  donde  actúan  los 
lumbricales  como  motores  primarios  de  la 
flexión  y permitiendo  solamente  el  movimien- 
to a nivel  de  las  interfalángicas.  Claro  está 
que  una  vez  que  la  tenorafia  o tendinoplastia 
comienzan  a actuar  satisfactoriamente  y que 
no  haya  desequilibrio  muscular  entre  flexo- 
res y lumbricales,  se  retirará  la  inmoviliza- 
ción que  limita  los  movimientos  de  las  me- 
tacarpofalángicas  para  así  evitar  la  atrofia 
de  los  lumbricales  (Fig.  5). 

El  tercer  objetivo,  reeducar  el  patrón  de 
movimiento  deseado,  se  logran  inmovilizan- 
do parcial  o totalmente  ciertos  segmentos 
y dejando  libre  el  sector  afectado  para  poder 
concentrar  allí  la  acción  muscular  (Fig.  6). 


Fig.  6:  Férula  dinámica  para  reeducación  de 
tendenoplasticas  y tenorrafias  de  flexores  de  los 
dedos. 
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Férulas  para  restaurar  función  en 
casos  de  incapacidad  permanente 

Cuando  la  afección  produce  una  inca- 
pacidad permanente  debida  a parálisis  mus- 
culares, las  ortesis  se  utilizan  para  tratar  de 
reemplazar  la  función  perdida  con  el  fin  de 
darle  cierta  independencia  al  paciente. 

Este  aspecto  ha  creado  mucho  interés  ha- 
biéndose desarrollado  una  gran  variedad  de 
dispositivos,  siendo  muchos  de  ellos  tan  com- 
plejos que  se  requiere  una  gran  motivación 
tanto  del  paciente  como  de  los  familiares 
para  lograr  su  uso. 

Es  una  de  las  etapas  más  complejas  y 
de  gran  responsabilidad  en  Rehabilitación. 
Entre  los  aparatos  más  usados  están  las  or- 
tesis tenodésicas,  las  cuales  se  aplican  en  los 
casos  de  lesión  medular  a nivel  de  C5  C6, 
en  que  los  extensores  de  muñecas  quedan 
intactos  (Fig.  7). 

Queda  mucho  por  realizar  en  este  cam- 
po y cada  vez  tratamos  en  lo  posible  de  me- 
jorar estos  artefactos,  pero  nunca  pensamos 
en  ellos  como  el  substituto  ideal  de  la  función. 


Fig.  7:  Férula  tenodesica  de  metal  para  produ- 
cir la  pulgarada. 

Summary 

A practical  demonstration  in  the  use  of 
functional  splints  to  prevent  soft-tissue  de- 
formities of  the  upper  extremities  is  presented. 
These  dynamic  splints  are  especially  valua- 
ble to  stretch  and  exercise  contracted  muscles 
and  joints  in  patients  who  are  unable  to 
report  for  regular  physical  therapy.  Prescrip- 
tion aims,  coordination  between  physician 
and  orthotist,  and  desired  goals  are  discussed. 
A classification  is  presented  of  the  splints 
made  by  the  Orthotic  Shop  of  the  Risquez 
Municipal  Hospital  and  the  Venezuelan 
Institute  of  Social  Security  according  to  the 
functional  recovery  sought.  Numerous  exam- 
ples of  these  practical  splints  are  offered. 


DR.  RAMON  M.  SUAREZ: 
MEDICO  EJEMPLAR 


Adán  Nigaglioni,  M.  D. 


Es  un  placer  y un  honor  el  haber  sido  in- 
vitado a estar  aquí  esta  noche  y compartir 
esta  ocasión  con  ustedes.  Me  es  muy  grato 
reunirme  una  vez  más  con  la  facultad  médica 
de  una  institución  cuyo  historial  de  servicio 
a la  comunidad  es  reconocido  por  todos.  Con- 
fiamos que  su  valiosa  aportación  a la  salud 
de  toda  una  región  de  la  isla  pueda  ser  mu- 
cho más  amplia  y eficaz  en  el  futuro.  La 
comunidad  de  Puerto  Rico,  no  solamente  ha 
reconocido  la  valiosa  contribución  del  Hospi- 
tal Ryder  Memorial  en  sus  largos  años  de 
servicio,  sino,  además,  está  respondiendo  a la 
llamada  de  colaboración  para  el  engrande- 
cimiento y fortalecimiento  de  esta  institución. 

En  particular,  me  honra  el  participar  en 
una  actividad  en  donde  se  rinde  homenaje  a 
un  distinguido  miembro  de  nuestra  comuni- 
dad médica.  Para  todos  los  miembros  de  la 
profesión  médica  de  Puerto  Rico,  la  dedica- 
ción del  doctor  Suárez  al  servicio  del  prójimo 
y a la  búsqueda  de  la  verdad  ejemplifica  la 
aspiración  ideal  de  todo  médico.  Dos  razones, 
entre  otras,  me  hacen  sentir  en  particular 
identificado  con  este  gesto  noble  de  ustedes 
esta  noche.  El  doctor  Suárez,  por  muchos 


Falabras  pronunciadas  en  ocasión  del  homenaje 
ofrecido  por  la  facultad  médica  del  Hospital  Ryder 
Memorial  al  Dr.  Ramón  M.  Suárez. 


años,  estuvo  ligado  a la  prestigiosa  institución 
que  hizo  posible  la  creación  y la  organización 
de  nuestra  Escuela  de  Medicina.  Fue  en  la 
Escuela  de  Medicina  Tropical,  quizás  cuando 
varios  de  nosotros  teníamos  muy  temprana 
edad,  que  el  doctor  Suárez  inició  una  serie 
de  trabajos  en  nutrición  clínica  de  gran  signi- 
ficado y llevó  a cabo  su  contribución  funda- 
mental sobre  el  uso  de  ácido  fólico  en  el 
tratamiento  del  esprue  tropical.  En  segundo 
término,  la  figura  de  este  distinguido  servidor 
es  y debe  ser  inspiración  para  los  de  nosotros 
que  tenemos  responsabilidad  e interés  en  la 
formación  de  nuestras  juventudes  en  las  dis- 
tintas disciplinas  de  la  salud. 

Si  algo  ha  caracterizado  a la  medicina  en 
los  últimos  25  a 30  años,  ha  sido  la  tendencia 
al  cambio.  El  conocimiento  en  las  disciplinas 
biomédicas  aumenta  en  forma  dramática  y 
en  gran  medida;  como  producto  de  estos 
avances,  observamos  desarrollos  tales  como 
la  especialización.  Todo  indica  que  la  profe- 
sión médica  y,  por  ende,  la  práctica  de  la 
medicina,  habrá  de  ser  progresivamente  más 
especializada  en  el  futuro.  Tomemos,  como 
ejemplo,  lo  que  hoy  conocemos  como  médico 
general  o médico  de  familia.  Continuará 
siendo  un  eslabón  muy  importante  en  los  sis- 
temas de  servicio  médico,  pero  será  un  mé- 
dico con  una  preparación  mucho  más  exten- 
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sa,  capacitado  para  bregar  inicialmente  con 
:oda  la  gama  de  problemas  de  salud  que  aque- 
jan la  familia;  habrá  de  ser,  de  hecho,  un  es- 
pecialista con  entrenamiento  amplio  y exten- 
so. 

Los  patrones  de  enfermedades  individua- 
les y colectivas  que  observamos  han  cambiado 
radicalmente.  Nos  conciernen  hoy  día  las 
enfermedades  crónicas  y degenerativas.  Esto 
lia  contribuido  a hacer  la  medicina  moderna 
ana  de  mayor  complejidad.  La  capacidad  de 
diagnóstico  ha  crecido  en  mayor  proporción 
i nuestra  capacidad  de  tratamiento  y,  cier- 
tamente, más  que  nuestra  efectividad  en 
curar  y aliviar  . El  médico  se  ha  convertido 
en  un  profesional  sumamente  dependiente; 
dependiente  de  un  equipo  de  profesionales 
quienes  a la  vez  son  eslabones  esenciales 
para  él  poder  llevar  a cabo  su  labor  de  día 
a día. 

Por  otro  lado,  la  actitud  de  la  ciudadanía 
y los  gobiernos  hacia  la  profesión  ha  sufrido 
un  cambio  de  igual  magnitud  al  acontecido 
dentro  de  la  profesión  misma.  El  ciudadano 
promedio  conoce  más  de  la  profesión,  sabe 
que  tiene  mucho  más  que  ofrecer,  que  es  más 
efectiva  y por  lo  tanto  exige  más.  El  cuidado 
médico  adecuado  es  para  él  uno  de  sus  mu- 
chos derechos  como  miembro  de  la  sociedad 
a que  pertenece.  Los  gobiernos,  y el  nuestro 
no  es  excepción,  han  reconocido  cjue  una  ciu- 
dadanía saludable  y educada  es  la  más  po- 
sitiva inversión  que  pueda  hacer  el  poder 
público.  No  es  sorprendente  el  creciente  in- 
terés y participación  del  gobierno  en  los  pro- 
blemas de  salud. 

En  el  campo  de  la  educación  médica  como 
tal,  dramáticos  cambios  acontecen.  Se  brega 


con  la  difícil  situación  del  aumento  arrollador 
de  conocimientos  científicos  y el  dilema  de 
qué  enseñar;  qué  descartar.  ¿Cómo  mejor 
inculcar  el  método  científico  al  estudiante  y 
hacerlo  un  estudioso  de  la  biología  humana 
por  el  resto  de  su  vida  profesional?  Se  critica 
el  mucho  énfasis,  en  ocasiones,  en  la  investi- 
gación, en  deterioro  de  la  enseñanza. 

En  resumen,  la  medicina  como  disciplina 
científica,  la  imagen  de  la  profesión  ante  la 
comunidad  y sus  gobiernos  y los  propia  me- 
todología de  enseñanza  ha  estado  y continua- 
rá estando  en  un  panorama  de  continuo  cam- 
bio. La  contestación  a muchos  de  los  proble- 
mas que  menciono  no  se  hacen  evidentes; 
pero  ciertamente  no  están  en  los  extremos. 
Opto  por  hacer  mención  de  ellos  esta  noche, 
porque  se  hace  evidente  la  necesidad  de  un 
balance;  de  un  balance  en  la  orientación  de 
la  profesión  Y ciertamente,  nos  honramos  en 
honrar  esta  noche  a un  profesional  cuya  tra- 
yectoria en  esta  época  crítica  y cambiante  de 
la  profesión,  nos  debe  traer  esperanza,  opti- 
mismo y seguridad.  Ha  sido  médico  en  el 
amplio  y verdadero  sentido  del  vocablo.  Ha 
reconocido  la  necesidad  de  caminar  mano  a 
mano  con  la  ciencia  sin  dejar  atrás  la  fibra 
humana  y el  arte  de  la  profesión.  Ha  sido 
investigador  y se  ha  cuidado  de  promover  y 
ser  receptivo  a lo  innovador  y finalmente,  ha 
sido  y es  ciudadano  ejemplar  y miembro  ac- 
tivo' de  la  comunidad  que  le  rodea.  Si  nos 
fuera  posible  a todos  los  miembros  de  la  pro- 
fesión llevar  a cabo  la  difícil  tarea  de  emu- 
larle y de  imprimir  su  ejemplo  a las  nuevas 
generaciones,  razón  habría  para  no  estar  in- 
seguros y preocupados  por  el  futuro  de  esta 
noble  profesión. 
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Conocí  al  Dr.  Ramón  AI.  Suárez  en  el  año  1928  en  ocasión  de  ver  en  con- 
sulta a un  ser  muy  querido  mortalmente  enfermo.  Hada  solamente  11  años  que 
había  terminado  la  carrera  de  medicina  en  el  Medical  College  of  Virginia  pero 
ya  su  capacidad  como  consultor  y medico  sagaz  era  reconocida  por  sus  colegas 
cincuentenarios.  Por  esas  cosas  del  destino  ingresé  en  esa  Facultad  de  Medici- 
na en  el  1931  y pronto  se  me  preguntaba  por  los  profesores  de  primer  año  si 
conocía  al  Dr.  Ramón  Suárez  quien  había  dejado  una  gran  fama  como  estu- 
diante meticuloso  y aprovechado  y como  todo  un  caballero.  ¡Cuál  no  sería  mi 
orgullo  al  poder  decirles  que  sí  lo  conocía!  En  el  1935  regresé  a Puerto  Rico 
para  empezar  el  internado  y muy  pronto  conocí  de  veras  al  distinguido  galeno 
que  este  año  cumple  50  años  de  haberse  doctorado.  Desde  entonces  nos  ha  uni- 
do una  gran  a?nistad  que,  con  el  correr  de  los  años,  se  ha  hecho  más  estrecha. 
Durante  32  años  he  admirado  cada  día  más  y más  a este  gran  caballero  de  la 
medicina  puertorriqueña. 

El  doctor  Suárez  es  una  persona  extraordinaria,  exquisita,  de  cualidades 
eminentes,  un  maestro  nato,  un  médico  en  todo  el  sentido  del  vocablo  que  ha 
brillado  por  su  virtud  y por  sus  profundos  conocimientos.  Sin  tener  las  oportuni- 
dades que  hoy  en  día  tenemos  para  consolidar  los  conocimientos  médicos  adqui- 
ridos durante  los  años  de  la  carrera,  y a pesar  de  haber  hecho  una  gran  cliente- 
la desde  sus  primeros  años,  adquiere,  por  esfuerzos  propios,  un  caudal  de  conoci- 
mientos médicos  que  con  gusto  ha  sabido  compartir,  sin  el  más  ligero  regateo  o 
vanidosa  mezquinidad,  con  todos  los  que  hemos  estado  cerca  de  él. 

Desde  que  empieza  el  Instituto  de  Medicina  Tropical,  el  Dr.  Suárez  figu- 
ra como  una  de  sus  grandes  columnas  y culmina  su  obra  al  aceptar  ser  Jefe  del 
Departamento  de  Medicina  de  la  Escuela  de  Medicina  Tropical  en  1941.  Du- 
rante ocho  años  lleva  a cabo  investigaciones  en  distintos  campos  de  la  Medicina 
Tropical  y muy  especialmente  en  el  esprue  tropical  habiendo  publicado  numero- 
sos trabajos. 
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Al  cerrarse  el  Hospital  de  Medicina  Tropical  en  1949-50  y encontrándose 
huérfano  de  un  ambiente  propicio  para  continuar  investigaciones  en  el  campo  de 
la  medicina,  establece  la  Fundación  de  Investigaciones  Clínicas  a la  cual  le  ha 
dedicado,  desde  entonces,  como  director  y principal  investigador,  todas  sus  ener- 
gías y sabiduría.  Allí  pudo  continuar  los  estudios  sobre  el  esprue  tropical  e ini- 
ciar otros.  Allí  establece  el  primer  laboratorio  de  radioisótopos  en  Puerto  Ri- 
co, estudiando  a profundidad  las  enfermedades  del  tiroides,  estados  carenciales, 
problemas  de  anemia,  trastornos  cardiovasculares,  pulmonares  y renales. 

La  clase  medica  de  Puerto  Rico  tiene  una  gran  deuda  con  el  Dr.  Ramón 
M.  Suárez.  Desde  muy  joven  se  interesó  en  los  problemas  que  afectaban  a sus 
compañeros  y logró  fortalecer  nuestra  Asociación  Médica,  no  solamente  como  su 
presidente,  sino  como  miembro  ejemplar. 

Durante  su  vida  médica  el  Dr.  Suárez  ha  sido  objeto  de  numerosas  distin- 
ciones, entre  ellas,  podemos  mencionar  las  siguientes:  Presidente  de  la  Asociación 
Médica  de  Puerto  Rico;  Fellow  y Gobernador  para  Puerto  Rico  y Vicepresidente 
del  American  College  of  Physicians;  Doctor  Honoris  Causa  de  su  Alma  Mater; 
Prof esor  de  Medicina  de  la  Escuela  de  Medicina  Tropical;  Profesor  de  Medicina 
Experimental  de  la  Facultad  de  Medicina  de  la  Universidad  de  Puerto  Rico; 
miembro  de  numerosas  sociedades  médicas  del  nuevo  y del  viejo  mundo. 

El  Dr.  Suárez  ha  sido  uno  de  los  más  prolíficos  contribuyentes  a la  literatu- 
ra médica  puertorriqueña  desde  hace  muchos  años  y todavía  continúa  su  gran 
obra  médico-literaria  como  lo  demuestra  su  último  trabajo  publicado  en  este  mis- 
mo número  del  Boletín.. 

Los  que  hemos  sabido  apreciar  sus  grandes  y bellas  cualidades  como  ciuda- 
dano, médico,  padre,  abuelo,  bisabuelo  y entrañable  amigo,  sólo  nos  resta  de- 
searle al  Dr.  Suárez  muchos  años  más  de  aventuras  y triunfos. 


F.  Hernández  Morales,  M.D.  F.A.C.P. 


NOTICIAS 

Locales 

MATRICULA  DE  LA  ESCUELA  DE  MEDICINA 
La  gran  necesidad  en  la  Isla  de  médicos  debi- 
damente entrenados,  motivó  a la  Escuela  de  Me- 
dicina de  la  Universidad  de  Puerto  Rico  a aumen- 
tar la  matrícula  a 70  estudiantes  para  el  próximo 
año  escolar  que  comienza  en  agosto. 

Según  informara  ayer  el  Decano  de  la  Escuela, 
Dr.  José  E.  Sifontes,  este  aumento  de  matrícula, 
que  representa  diez  estudiantes  más  que  los  admi- 
tidos el  pasado  año,  se  había  calculado  para  el 
año  1970.  Pero  fue  necesario  tomar  medidas  extraor- 
dinarias con  la  cooperación  de  la  facultad  médica 
y habilitar  espacios  de  emergencia  para  darle 
tención  a este  mayor  número  de  estudiantes. 

La  Escuela  de  Medicina  de  la  Universidad  de 
Puerto  Rico,  fundada  en  1950,  inició  sus  labores 
académicas  con  una  capacidad  de  sólo  50  estu- 
diantes el  primer  año.  La  matrícula  de  ingreso 
anual  fue  aumentando  progresivamente:  primero, 
a 52  estudiantes  en  el  1953;  luego,  a 55  en  el 
1962  y a 60  estudiantes  en  1964. 

Eventualmente,  cuando  el  nuevo  edificio  de 
Ciencias  Médicas  esté  terminado  y cuando  se  haya 
aumentado  adecuadamente  la  facultad  de  la  Insti- 
tución, se  espera  admitir  100  estudiantes  de  medi- 
cina en  primer  año.  Hasta  el  presente  la  Escuela 
de  Medicina  ha  graduado  573  médicos,  de  los  cua- 
les la  mayoría  está  ejerciendo  en  la  Isla. 

Según  se  informa,  en  los  próximos  ejercicios  de 
graduación  en  mayo  y que  será  la  primera  cere- 
monia que  celebre  el  Recinto  de  Ciencias  Médicas 
como  tal,  se  espera  que  unos  44  nuevos  médicos 
se  gradúen.  Con  esta  cifra  ascenderán  a 617  el 
total  de  médicos  graduados  por  la  Escuela  de 
Medicina  de  la  Universidad  de  Puerto  Rico. 

REUNIONES 

13-16  de  julio  — Convención  semianual  de  la  Aso- 
ciación Médica  de  Puerto  Rico,  en  Ponce. 

15  de  julio  — Segunda  reunión  de  la  Cámara  de 
Delegados  de  la  AMPPv,  en  Ponce. 

Nacionales 

AMERICAN  MEDICAL 
ASSOCIATION  MEETINGS 
June  3-4  — Conference  Committee  on  Graduate 
Education  in  Surgery,  Department  of  Medical 
Education,  Chicago,  111.,  Drake  Hotel,  8:30  a.m. 
June  l‘i-51  Board  of  Trustees,  Atlantic  City,  N.  J. 


June  16-18  — Council  on  Medical  Service,  Atlantic 
City,  N.J. 

June  17-22  — Council  on  Scientific  Assembly,  At- 
lantic City,  N.  J. 

June  18  — Council  on  Legislative  Activities,  Atlantic 
City,  N.J.,  Haddon  Hall. 

June  18-22  — AMA  Annual  Convention,  Atlantic 
City,  N.J. 

REACCIONES  ADVERSAS  A DROGAS 
La  Asociación  Médica  Arpericana  a través  de 
su  Registro  de  Reacciones  Adversas  del  Concilio 
de  Drogas,  está  tratando  de  obtener  informes  más 
completos  sobre  la  incidencia  de  reacciones  de- 
bidas a medicinas.  Desean  recibir  data  no  pu- 
blicada aunque  las  observaciones  se  basen  sólo 
en  sospecha  -o  evidencia  circunstancial.  Esta  in- 
formación es  esencial  para  alertar  a la  profesión 
sobre  peligros  insospechados  en  el  uso  de  cual- 
quier medicamento. 

Los  interesados  pueden  obtener  información 
adicional  o las  formas  requeridas  para  hacer  es- 
tos informes,  de  American  Medical  Association, 
Registry  on  Adverse  Reactions,  Council  on  Drugs, 
535  North  Dearborn  Street,  Chicago,  Illinois  60610. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
POSTGRADUATE  COURSES 
June  12-16  — Internal  Medicine:  Current  Phy- 
siological Concepts  in  Diagnosis  and  Treatment, 
University  of  Cincinnati,  Ohio;  Richard  W.  Vil- 
ter,  M.D.,  F.A.C.P.,  Director. 

June  19-21  — Clinical  Applications  — Recent  Ad- 
vances in  Pharmacology,  University  of  Iowa, 
Iowa  City.  Iowa;  William  B.  Bean,  M.  D., 
F.A.C.P.,  Director. 

Internacionales 

SOCIEDAD  DOMINICANA  DE  PEDIATRIA 
La  Sociedad  Dominicana  de  Pediatría  celebrará 
su  V Convención  Anual  del  11  al  13  de  Agosto 
de  1967.  El  tema  principal  será  sobre  problemas 
neonatales  y asistirán  como  invitados  especiales  los 
doctores  A.  Schaeffer  y A.  Aballí,  de  los  Estados 
Unidos  de  América.  Para  más  información,  favor  de 
dirigirse  a Sociedad  Dominicana  de  Pediatría,  Apt. 
Postal  357,  Santo  Domingo,  República  Dominicana. 
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Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones : 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 
cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Artículos  referentes  a resultados  de 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

d)  Artículos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar 
como  una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografías  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  numeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j )  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (articulo  de  revista). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample-  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s) ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


ANUNCIOS 


RESIDENCY  IN  PHYSICAL  MEDICINE 


"The  position  of  Resident  in  Physical  Medicine  to  receive  one  year’s  credit  towards  his  complete 

and  Rehabilitation  is- available  at  the  San  Juan  clinical  training,  which  is  three  years.  A career 

Veterans  Administration  Hospital.  The  residency  residency  training  program  is  available  to  those 

program  is  affiliated  with  the  School  of  Medicine  physicians  who  have  completed  their  obligated 

of  the  University  of  Puerto  Rico  and  with  various  military  service  in  the  Armed  Forces  of  the  United 

teaching  rehabilitation  centers  in  the  United  States  States  of  America. 

of  America.  A physician  who  has  been  in  general  For  further  information  contact  Herman  J.  Flax, 

practice  for  more  than  four  years  or  who  has  M.D.,  Chief,  PM&R  Service,  San  Juan  Veterans 

completed  an  approved  one  year’s  residency  in  any  Administration  Center,  520  Ponce  de  León  Avenue, 

other  medical  or  surgical  specialty  may  be  eligible  San  Juan,  Puerto  Rico  (00901) , Telephone  782-2830, 

MEDICAL  TECHNICIAN 
Trained  at  Frankford  Hospital  School  of  Med- 
ical Technology  in  Philadelphia,  Pennsylvania.  Con- 
tact Miss  Sheryl  Stiber,  11  Betances  St.,  Floral  Park, 

Hato  Rey,  765-4845. 

BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico  es- 
ta semana.  Sea  humanitario.  Done  sus  ojos.  Envíe 
su  contribución. 


USTED  PUEDE  CONFIAR  EN  ELLA... 


La  LECHE  EVAPORADA  CARNATION  ha  sido  usada  por  gene- 
raciones en  Puerto  Rico  por  su  probada  reputación,  calidad 
y frescura.  La  LECHE  EVAPORADA  CARNATION  significa  bebés 
fuertes  y saludables. 


Contribuya  a mantener 
en  la  edad  madura  y la  avanzada 
la  vitalidad  física  y mental 
de  la  juventud 

ELDEC 

SUPLEMENTO  FISIOLOGICO  INTEGRAL 
vitamínico-mmeral,  hormónico, 
enzímico  y proteico 

PARKE-DAVIS 


El  ELDEC  se  expende  en  cápsulas  que  contienen  1667  unidades  (0,5  mg)  de  vitamina  A;  0,67  mg  de  mono- 
nitrato  de  tiamina  (vitamina  B,);  0,67  mg  de  riboflavina  (vitamina  B2);  0,5  mg  de  clorhidrato  de  piridoxina 
(vitamina  Bé);  0,1  mg  de  ácido  fólico;  33,3  mg  de  ácido  ascórbico  (vitamina  C);  16,7  mg  de  nicotinamida; 
10  mg  de  dl-pantenol;  6,67  mg  de  bitartrato  de  colina;  16,7  mg  de  sulfato  ferroso  desecado;  0,05  mg  de 
yodo  (en  forma  de  yoduro  de  potasio);  66,7  mg  de  carbonato  de  calcio;  20  mg  de  Taka-Diastasa®  (enzimas 
de  Aspergillus  oryzae);  133,3  mg  de  pancreatina;  66,7  mg  de  monoclorhidrato  de  l-lisina;  16,7  mg  de  dl-metio- 
nina¡  1,67  mg  de  metiltestosterona  y 0,167  mg  de  Telan  (estrona).  INDICACIONES:  Como  suplemento  de  otras 
fuentes  de  vitaminas,  minerales,  hormonas,  enzimas  digestivas  y aminoácidos.  DOSIS:  Una  cápsula  tres  veces 
diariamente  antes  de  las  comidas.  En  las  mujeres  debe  administrarse  durante  períodos  de  21  días  separados 
por  períodos  de  descanso  de  7 días.  PRECAUCIONES:  El  ELDEC  tiene  las  mismas  contraindicaciones  que  los 
estrógenos  o los  andrógenos,  como  son  el  carcinoma  de  mama  y del  aparato  genital  y próstata,  y la  tenden- 
cia familiar  a estos  tipos  de  tumores;  adminístrese  con  cautela  en  las  mujeres  con  tendencia  al  desarrollo 
piloso  excesivo  o a presentar  otras  manifestaciones  de  masculinización.  ro  s.Me.ss 


vhy  not  begin  tomorrow  s relief  today? 


for  the  first  time  . 

an  immediate-action  steroid"-!— 


a prolonged-effect  form 
combined  in  one  injectable 


New  Celestone 


Each  cc.  of  sterile  aqueous  suspension  contains 
betamethasone  acetate  3.0  mg.,  betametha- 
sone alcohol  as  betamethasone  disodium 
phosphate  3 0 mg.,  dibasic  sodium  phosphate 
7.1  mg.,  monobasic  sodium  phosphate  3.4  mg., 
disodium  ethylenediaminetetraacetate  0.1  mg. , 
and  benzalkonium  chloride  0.2  mg. 

brand  of  betamethasone  acetate  and  betamethasone  disodium  phosphate 


Sollispan 


Now  available  in  1 cc.  single-dose  vial  for  complete  assurance  of  sterility. 

Control  of  inflammation  comes  fast— in  just  a few  hours— with  Celestone  Soluspan.  Unlike 
other  long-acting  injectables,  Celestone  Soluspan  combines  a rapid-acting  form  with  a 
long-acting  form  of  the  same  corticoid  for  maximum  span  of  relief  from  one  injection. 
No  other  corticoid  requires  so  little  active  material  per  unit  volume  in  tissue  for  full  effect 
(only  3 mg.  per  cc.  of  repository  corticoid  microparticles).  The  result:  No  “secondary  flare” 
and  virtually  no  post-injection  pain  in  intra-articular  use ...  minimal  crystal  deposition. 

Supplied:  6 mg./ cc.  in  a 5 cc  multiple  dose  vial  Clinical  Considerations:  Side  Effects  — Celestone  Soluspan  is  potentially  capable  of  causing 
any  of  the  reported  side  effects  of  other  corticoids.  Cushingoid  changes  may  occur  Side  effects  do  not  ordinarily  include  anorexia,  pro- 
tracted weight  loss,  vertigo,  muscle  weakness  or  severe  headache  associated  with  other  corticoids.  Gastrointestinal  distress  and 
“secondary  flare"  after  mtra  articular  injection  have  not  been  reported  with  Celestone  Soluspan.  Salt  and  water  retention  or  excessive 
loss  of  potassium  is  not  likely  to  be  a problem  with  the  usual  therapeutic  dose  of  Celestone  Soluspan.  As  with  all  corticoids,  side  effects 
are  less  likely  with  short-term  courses  of  small  doses  Contraindicated  absolutely  in  acute  ocular  herpes  simplex,  active  or  latent  tuber- 
culosis (except  in  selected  cases  concomitantly  with  antituberculoso  agents),  and  locally  infected  areas.  Contraindicated  relatively 
(on  the  basis  of  net  therapeutic  benefit)  in  osteoporosis,  marked  emotional  instability,  peptic  ulcer,  diverticulitis,  recent  intestinal 
anastomosis,  and  in  pregnancy,  especially  in  the  first  trimester  Regional  injection  is  not  contraindicated  by*  infection  elsewhere. 
Precautions  — In  children,  because  of  frequency  of  viral  infections  and  possibility  of  growth  suppression,  prolonged  corticoid  therapy 
should  be  used  with  extreme  caution.  Consider  discontinuing  therapy  in  patients  with  exanthematous  disease  or  exposed  to  it.  Use  in  the 
controlled  diabetic  patient  should  be  closely  observed  Prolonged  corticoid  therapy  may  depress  adrenal  cortex;  withdrawal  should  be 
gradual.  Observe  newborn  infants  of  corticoid  treated  mothers  for  temporary  hypoadrenalism  Supportive  corticoid  therapy  is  advisable 
in  surgery,  shock,  injury,  other  severe  stress.  Corticoids  may  mask  signs  of  infection.  Such  intercurrent  infections  should  be  confirmed 
and  vigorous  anti-infective  therapy  administered  Avoid  subcutaneous  injection.  For  more  complete  details,  consult  Schering  literature 
available  from  your  Schering  Representative  or  Medical  Services  Department,  Schering  Corporation  Union,  New  Jersey  07083.  s-7s» 


DBI-TD  Lowers  Blood  Sugai 

in  a Unique  Way 


DBI-TD  acts  independently  of  the  pancreatic  islet  cells  to 
promote  increased  glucose  utilization  in  skeletal  muscle. 1,2 
Endogenous  insulin,  which  is  often  present  in  excess 
in  the  overweight  stable  adult  diabetic,3,4  is  apparently 
inefficient  in  transporting  glucose  into  skeletal  muscle.5,4 
DcM  "rD  may  supplement  the  action  of  endogenous 
insulin  and  compensate  for  its  physiologic  inefficiency 
with  respect  to  glucose  utilization  in  muscle.1'2'6 


CONCLUSION:  DBI-TD  acts  directly  to  enhance  muscle 
glucose  utilization,  whereas  sulfonylureas  appear  to 
depend  upon  a supply  of  insulin  releasable  from 
the  patient's  pancreas  for  their  hypoglycemic  effect. 
Unlike  injected  insulin  orthe  endogenous  insulin 
released  under  the  stimulus  of  the  sulfonylureas, 
DBI-TD  does  not  promote  the  conversion  of  glucose 
to  fat  or  prevent  the  mobilization  of  fatty  acids 
from  the  adipose  tissue  depots  of  the  body. 


This  is  Why  DBI-TD 
should  be  your 
Drug  of  First  Choice 
for  Most  Stable 
Adult  Diabetics 

who  are  overweight 
and  diet-unresponsive 

DBI-TD 

(phenformin  HCI) 

timed-disintegration  capsules  50  mg. 

ALONE  among  oral  hypoglycemic  agents... 
provides  more  benefits  for  most  stable  adult  diabetics 

■ Lowers  blood  sugar 

■ Increases  muscle  glucose  utilization 

■ Reduces  insulin  oversecretion 

■ Promotes  gradual  weight  loss* 

^Although  anorexia  has  been  suggested  as  a possible  basis 
for  weight  loss,  controlled  studies  do  not  support  this.  In 
nondiabetic  subjects  who  are  overweight,  comparable  doses 
of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar. 


Dosage:  1 to  3 capsules  daily. 
Side  Effects:  Gastrointestinal, 
occurring  more  often  at 
higher  dosage  levels,  abate 
promptly  upon  dosage  reduc 
tion  or  temporary  Withdrawal- 
Precautions:  Occasionally  an 
insulin-dependent  patient  will 
show  "starvation"  ketosis 
:etonuria  without  hyperglycemia)  which  must  be  differentiated 
,m  "insulin  lack”  ketosis  which  is  accompanied  by  acidosis, 
d treated  accordingly.  Lactic  acidosis  has  been  reported  in 
ndiabetics  and  diabetics  treated  with  insulin,  with  diet,  and 
:h  DBI.  Question  has  arisen  regarding  possible  contribution 
DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and 
Dtemia  and  also  those  with  severe  hypotension  secondary  to 
rocardial  or  bowel  infarction.  Periodic  B.U.N.  determination 
ould  be  made  when  DBI  is  administered  in  the  presence  of 
ronic  renal  disease.  DBI  should  not  be  used  when  there  is 
'nificant  azotemia.  Any  cardiovascular  lesion  that  could  result 
severe  or  sustained  hypotension,  which  may  itself  lead  to 


development  of  lactic  acidosis,  should  be  considered  cause  for 
immediate  discontinuation  of  DBI  at  least  until  normal  blood 
pressure  has  been  restored  and  is  maintained  without  vaso- 
pressors. Should  lactic  acidosis  occur  from  any  cause,  vigorous 
attempts  should  be  made  to  correct  circulatory  collapse,  tissue 
hypoxia,  and  pH.  Contraindications:  Severe  hepatic  disease, 
renal  disease  with  uremia,  cardiovascular  collapse.  Not  recom- 
mended without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved, 
use  of  DBI  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided. 
Also  available:  DBI  tablets  25  mg.  Consult  product  brochure. 
References:  1.  Butterfield,  W.J.H.  and  Whichelow.  M.J.:  Diabetes 
11:281,  1962.  2.  Searle,  G.L.  and  Cavalieri.  R R : Presented  at 
26th  Ann.  Meet.  Amer.  Diabetes  Ass.,  Chicago,  June  25-26. 
1966  3.  Yalow,  R.S.  and  Berson,  S.A..  Diabetes  9:254,  1960. 
4.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963  5.  Gundersen, 
K.  and  Antoniades,  H.:  Proc.  Soc.  Exp.  Biol.  Med.  104:411,  1960. 
6.  Williams.  R.H  : Textbook  of  Endocrinology,  Ed.  3,  Philadel- 
phia, Saunders,  1962. 


U.  S.  Vitamin  and  Pharmaceutical  Corporation,  New  York,  New  York  10017 


¡PIENSE  EN  El  DIA  MENOS  PENSADO! 

¿QUIEN  LE  ASEGURA  QUE  UN  ACCIDENTE  O ENFERMEDAD  NO  LE  OCASIONARA  UN  DESCALABRO  ECONOMICO? 

LA  SSS  LE  ASEGURA  PROTECCION  A SU  SALUD.. .¡Y  A SU  PRESUPUESTO! 

La  SSS  — Seguros  de  Servicios  de  Salud — es  la  más  completa  protección  médica 
para  personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una 
módica  prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  al  momento 
todos  los  servicios  indispensables  con  el  médico,  hospital  o laboratorio  de  su 
selección.  La  SSS  pone  a su  disposición  to- 
das las  ventajas  de  la  medicina  privada,  a tra- 
vés de  873  médicos  participantes,  31  hospi- 
tales y 40  laboratorios.  Algunos  de  nuestros 
planes  incluyen  hasta  servicios  dentales,  con 
240  dentistas  asociados.  Para  más  detalles, 
llene  el  cupón  que  publicamos  aquí  y envíelo 
a la  dirección  que  aparece  en  el  mismo.  Tam- 
bién  puede  visitar  nuestras  oficinas  o lla- 
/Sáffí  Tk*\  mar  a los  te|éfon°S'  724-3737  en  San  Juan, 

( Al'  ||  kV  ) 878-1248  en  Arecibo,  842-7367  en  Ponce  y 

V t ^ J 832-6942  en  Mayagüez. 


1 

SSS.  Apartado  11215.  Santurce  I 

Calle  Europa  620.  | 

Parada  22,  Santurce  . 

Señores:  I 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 

sus  beneficios  para  mi.  , 

NOMBRE 1 

DIRECCION i 

(Calle  y número,  o apartado)  I 


CIUDAD  O PUEBLO ZIP  CODE 


LA  SSS  LE  DA  TRIPLE  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 


to  forestall  further  kidney  impairment  later 


ALDOMET 


vlethyldopa 


the  full-time,  full-range 
antihypertensive 


t's  never  too  soon  to  consider  renal  damage,  be- 
cause the  great  majority  of  hypertensives  have  some 
-enal  vascular  impairment  — even  those  with  only 
nild  sustained  hypertension.  “Although  renal  blood 
flow  is  presumably  normal  at  the  onset  of  essential 
Hypertension,  progressive  impairment  in  renal  blood 
flow  and  glomerular  filtration  rate  is  an  inevitable 
consequence  of  sustained  diastolic  blood  pressure 
elevation-.”1  Al.DOMET  provides  smooth,  effective 
antihypertensive  control  around  the  clock  and 
"...produces  a consistent  decrease  in  renal  vascu- 
lar resistance  which  maintains  renal  blood  flowwhen 
the  arterial  pressure  is  reduced.”2 
INDICATIONS:  Sustained  moderate  to  severe  hyper- 
tension. 

CONTRAINDICATIONS:  Pheochromocytoma  and  active 
hepatic  disease.  Use  with  caution  in  history  of  previous 
liver  disease  or  dysfunction.  Unsuitable  in  mild  or 
labile  hypertension  responsive  to  sedatives  or  thiazides 
alone.  Not  recommended  in  pregnant  patients. 

PRECAUTIONS:  Observe  usual  new-drug  precautions. 
Perform  hepatic-function  tests,  white-cell  and  differen- 
tial blood  counts  at  intervals  during  first  6 to  8 weeks 
or  in  unexplained  fever.  If  fever  occurs  without  infec- 
tion, discontinue.  Discontinue  or  reduce  dosage  in  se- 
vere reactions.  Expect  additive  antihypertensive  effects 
in  combination  therapy. 


static  hypotension,  lightheadedness,  and  symptoms  of 
cerebrovascular  insufficiency  may  occur.  Angina  pec- 
toris may  be  aggravated.  Nasal  stuffiness,  mild  dryness 
of  mouth,  gastrointestinal  distress,  nausea,  vomiting, 
constipation,  diarrhea,  weight  gain,  and  edema  re- 
ported. 

Rare  reactions  include:  impotence,  breast  enlarge- 
ment, lactation,  skin  rash,  sore  tongue,  mild  arthralgia, 
myalgia,  parkinsonism,  psychic  disturbances  includ- 
ing nightmares,  reversible  mild  depression  or  psycho- 
ses, rise  in  BUN,  single  case  of  Bell’s  palsy,  reversible 
reduction  in  leukocyte  count,  reversible  agranulocy- 
tosis, acquired  hemolytic  anemia,  fever,  eosinophilia, 
mild  reversible  jaundice,  and  microscopic  focal  hepatic 
necrosis  compatible  with  drug  hypersensitivity.  After 
exposure  to  air,  urine  may  darken  owing  to  breakdown 
of  methyldopa  or  its  metabolites. 

Before  prescribing  or  administering,  read  product  cir- 
cular with  package  or  available  on  request. 

1.  Brest,  A.  N.:  Hemodynamic  response  to  antihypertensive  drug 
therapy,  J.A.M.A.  192: 127-130,  April  15,  1965. 

2.  Onesti,  G.  et  al.:  Comparative  hemodynamic  effects  of  anti- 
hypertensive agents:  alpha-methyl-dopa,  pargylineand  isocara- 
midine.  Abstracts  of  the  37th  Scientific  Sessions  and  18th  An- 
nual Meeting,  Council  on  Arteriosclerosis,  American  Heart  As- 
sociation, Atlantic  City,  October  21-22,  1964.  Circulation  30:111- 
135-111-136,  October  1964. 


SIDE  EFFECTS:  Sedation  often  seen  during  initial  ther- 
apy or  when  dosage  increased.  On  initiation,  transient 
headache  or  weakness  may  be  noted.  Occasional  ortho- 


®  MERCK  SHARP  &D0HME  Division  of  Merck  & Co  , Inc., West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Now  Available 
New 

3DECLOMY CUN 

DEMETHYLCHLORTETRACYCLINÍ 
300mg  FILM  COATED  TABLETS 


It’s  made  for  b.i.d 


More  and  more  physicians  are  takingthe  option 
of  b.i.d.  dosage  with  DECLOMYCIN...so  stock 
this  new  dosage  form  they’ve  been  asking 
for.  Remember. . .when  doctors  write  for  new 
DECLOMYCIN  300  mg  tablets  it  means... 

One  mid-morning  One  mid-evening 

the  total  daily  dosage  requirement  and  schedule  for  adults 

Effective  in  a wide  range  of  everyday  infections  vaginitis,  dermatitis,  overgrowth  of  nonsuscepti-  exposure  and  at  low  dosage),  patient  should  be 

— respiratory,  urinary  tract  and  others— in  the  ble  organisms,  tooth  discoloration  (if  given  dur-  warned  to  avoid  direct  exposure.  Stop  drug  im 
young  and  aged— the  acutely  or  chronically  ill  mg  tooth  formation)  and  increased  intracranial  mediately  at  the  first  sign  of  adverse  reaction 

— when  the  offending  organisms  are  tetracy-  pressure  (m  young  infants).  Also,  very  rarely,  It  should  not  be  taken  with  high  calcium  drug! 

c me-sens.t.ve,  anaphylactoid  reaction  Reduce  dosage  in  im-  or  food;  and  should  not  be  taken  less  than  one 

S»de  effects  typical  of  tetracyclines  include  paired  renal  function.  Because  of  reactions  to  hour  before,  or  two  hours  after  meals, 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  artificial  or  natural  sunlight  (even  from  short  Tablets;300 mgof  demethylchlortetracycline  HC 


CYANAMID  BORINQUEN  CORP.,  LEDERLE 


LABORATORIES  DEPARTMENT,  Santurce,  P.  R. 


needed  actions 

in  a single  tablet! 

when  allergy  patients  need  more  than  an  antihistimine 


1.  CHLORPHENIRAMINE 

possesses  marked  anti-allergic  effect 

2.  RACEPHEDRINE 

decongests  swollen  tissues 

3.  PHENYLTOLOXAMINE 

allays  patient  anxiety 


Supplied:  Algic  - S A. — bottles  of  50  tablets  (scored).  Each  tablet 
contains:  Phenyltoloxamine  Citrate  100  mg.,  Racephedrine  HCL  60 
mg.,  Chlorpheniramine  Maleate  6 mg. 

ALGIC  — in  a non-sustained  action  tablet  is  also  available  — bottles 
of  100  (scored).  Each  tablet  contains  Phenyltoloxamine  Citrate  50  mg., 
Racephedrine  HCL  30  mg.,  Chlorpheniramine  Maleate  3 mg. 

Dosage:  Adults:  I tablet  Algic  - S.  A.  q.8h.;.  I to  2 Algic  tablets  q.4h. 
Children:  1/2  the  adult  dose. 

Precaution:  Use  with  care  in  hypertension,  hyperthyroidism,  diabetes, 
heart  disease,  prostatic  hypertrophy,  and  glaucoma.  Occasional  side 
effects:  Drowsiness,  gastrointestinal  distress,  headache,  vertigo,  xero- 
stomia and  restiveness.  If  side  effects  occur,  reduce  dosage  or 
discontinue. 


3,  INC 


as  an  aid  for  reducing  the  frequency  of  episodes  in 

VERTIGO  ASSOCIATED 
WITH  MENIERE’S  SYNDROME 

in  those  patients  with  a high  frequency  of  vertiginous  episodes 


INDICATIONS: 

There  is  some  evidence  suggesting  that  SERC  (Betahistine  Hydrochloride)  may 
reduce  the  frequency  nf  episodes  of  vertigo  associated  with  Meniere's  syn- 
drome in  some  patients.  Clinical  studies  designed  to  evaluate^  the  efficacy  of 
SERC  (Betahistine  Hydrochloride)  have  been  concerned  only  with  a small  portion 
of  the  clinical  spectrum  of  Meniere’s  syndrome.  Such  a sub-group  of  patients 
have  been  characterized  by  a high  frequency  of  vertiginous  episodes  ranging 
from  one  a day  to  once  per  two  weeks.  An  inference  of  efficacy  with  respect 
to  the  larger  population  of  Meniere's  syndrome  which  is  characterized  by 
occasional  episodes  of  vertigo  cannot  be  made. 

No  inference  can  be  made  from  available  data  that  SERC  (Betahistine  Hydro- 
chloride) has  any  role  in  the  prophylaxis  and/or  treatment  of  tinnitus  and/or 
decreased  auditory  acuity  found  in  Meniere's  syndrome.  In  addition,  it  has  not 
been  demonstrated  that  the  use  of  SERC  (Betahistine  Hydrochloride)  influences 
the  future  course  of  a given  patient  with  respect  to  the  subsequent  need  for 
surgical  procedures  directed  at  ameliorating  incapacitating  vertigo. 

The  safety  and  efficacy  of  SERC  (Betahistine  Hydrochloride)  in  the  treatment 
of  vertigo  associated  with  cerebral  arteriosclerosis  and  vertigo  associated  with 
other  disease  states  have  not  been  established. 

CONTRAINDICATIONS: 

In  several  patients  with  a history  of  peptic  ulcer,  there  has  been  an  exacerba- 
tion of  symptoms  concomitant  with  the  use  of  SERC  (Betahistine  Hydrochloride). 

Although  there  are  no  confirmatory  data  with  respect  to  a drug  cause-and- 
effect  relation,  it  is  recommended  that  the  drug  be  contraindicated  in  patients 
with  active  peptic  ulcer.  This  finding  would  be  in  keeping  with  SERC’s  (Beta- 
histine Hydrochloride)  hypothesized  histamine-like  activity,  for  histamine  is  a 
powerful  gastric  secretagogue. 

Patients  with  pheochromocytoma  should  be  treated  with  care. 

WARNINGS: 

The  possibility  of  a drug-induced  exacerbation  of  a peptic  ulcer  (see  Contra- 
indications' section)  should  be  kept  in  mind  when  the  administration  of  SERC 
(Betahistine  Hydrochloride)  is  being  considered  for  a patient  with  a prior  history 
of  peptic  ulcer.  Although  this  drug  has  not  been  demonstrated  to  exert  a hyper- 
sensitivity effect,  the  possibility  of  an  idiosyncratic  reaction  should  be  con- 


sidered and  as  with  all  new  drugs,  all  patients  should  be  followed  carefully 
during  and  after  drug  administration.  Although  clinical  intolerance  to  SERC 
(Betahistine  Hydrochloride)  by  patients  with  bronchial  asthma  has  not  been 
demonstrated,  caution  should  be  exercised  in  these  individuals  since  clinical 
experience  is  inadequate  at  this  time  to  establish  safety  of  use 
USE  IN  PREGNANCY: 

Safety  of  SERC  (Betahistine  Hydrochloride)  in  pregnancy  has  not  been  estab- 
lished. Therefore,  its  use  in  pregnancy,  lactation,  or  in  the  child-bearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  child.  Animal  reproductive  studies  with  rats  have 
not  shown  any  adverse  effects. 

PRECAUTIONS: 

In  the  absence  of  studies  determining  whether  there  is  an  interaction  between 
this  histamine-like  drug  and  antihistamine  agents,  it  is  recommended  that  SERC 
(Betahistine  Hydrochloride)  not  be  used  concurrently  with  antihistamine  agents. 
ADVERSE  EFFECTS: 

Occasional  patients  have  experienced  nausea  and  headache. 

DOSAGE: 

The  usual  adult  dosage  has  been  one  tablet  (4  mg.)  administered  orally  two  to 
four  times  a day.  The  dosage  has  ranged  from  two  tablets  per  day  to  eight 
tablets  per  day.  No  more  than  eight  tablets  are  recommended  to  be  taken  in 
any  one  day.  SERC  (Betahistine  Hydrochloride)  has  not  been  evaluated  in  the 
pediatric  age  group  and  therefore  is  not  recommended  for  use  by  children. 
As  with  all  drugs  SERC  (Betahistine  Hydrochloride)  should  be  kept  out  of  reach 
of  children. 

HOW  SUPPLIED: 

Scored  tablets  of  4 mg.  each  in  bottles  of  100  tablets. 

CAUTION: 

Federal  law  prohibits  dispensing  without  prescription. 
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ATLANTIC  CITY  - HOTELS  & MOTELS 


MAP 


NO. 

BOARDWALK  HOTELS 

SINGLES  DOUBLES 

TWINS 

SUITES 

1. 

ABBEY 

NAC 

10-12 

12-14 

16-20 

2. 

CHALFONTE- 

(HEADQUARTERS  HOTEL- 

HADDON  FALL* 

NO 

ROOMS  AVAILABLE) 

3. 

CLARIDGE  HOTEL* 

10-26 

14-30 

58-88 

4. 

DEAUVILLE  HOTEL* 

14-20 

16-28 

45-130 

5. 

DENNIS  HOTEL* 

PAC 

11-21 

15-34 

46-95 

6. 

HOLIDAY  INN  OF 

ATLANTIC  CITY* 

12-20 

17-19 

16-24 

40-82 

7. 

LA  CONCHA  HOTEL* 

12-14 

16-24 

35-75 

8. 

MARLBOROUGH. BLENHEIM  * 

(Ocean  Wing  Only) 

21-25 

21-25 

42 

9. 

MAYFLOWER  HOTEL*. 

PAC 

8-10 

10-12 

10-16 

20-24 

10. 

PRESIDENT  HOTEL* 

11-20 

11-20 

23-50 

11. 

SEASIDE  TOWER  HOTEL* 

12 

14-22 

44-60 

12. 

SHELBURNE- 

EMPRESS  HOTEL*  . 

PAC 

(WOMAN'S 

AUXILIARY  HEADQUARTERS) 

13. 

TRAYMORE* 

8-22 

10-24 

25-100 

Map 

No. 

OFF-BOARDWALK  HOTELS 

Singles 

Doubles 

Twins 

Suites 

14. 

CAROLINA  CREST  HOTEL 

PAC 

10-12 

12 

12-14 

15. 

COLTON  MANOR  HOTEL*. 

PAC 

12-21 

15-24 

42-72 

16. 

EASTBOURNE  HOTEL 

PAC 

7-9 

10 

11 

17. 

FLANDERS* 

NAC 

8 

10 

14 

18. 

STERLING 

PAC 

10-12 

12-14 

12-14 

Map 

No. 


MOTELS 


Singles.  Doubles  Twins  Suites 


19. 

ACAPULCO  MOTEL 

12 

14 

16-20 

20. 

ALGIERS  MOTEL* 

12-14 

14-16 

12-20 

45 

21. 

ALOHA  MOTEL 

14-16 

14-28 

22. 

ASCOT  MOTEL 

14-16 

14-18 

23. 

BALA  MOTEL 

12-18 

16-24 

24. 

BARBIZON  MOTEL  INN 

11-13 

15 

17-23 

60 

25. 

BARCLAY  MOTOR  INN 

20-28 

20-30 

55-65 

26. 

BLAIR  MOTOR  INN 

12-16 

16-22 

27. 

BURGUNDY  MOTEL 

12-16 

16-26 

28. 

CARIBE  MOTEL 

10-12 

12 

14-18 

29. 

CAROLINA  CREST  MOTEL 

14-16 

14-16 

30. 

CASTLE  ROC  MOTEL 

14 

14-20 

14-20 

40 

31. 

CATALINA  MOTEL 

14-20 

14-18 

32. 

COLONY  MOTEL* 

10-22 

12-24 

45-80 

33. 

COLTON  MANOR  MOTEL* 

22-28 

24-30 

54-90 

34. 

CONTINENTAL  MOTEL 

14-16 

14-20 

35. 

CORONET  MOTEL 

16-22 

18-26 

16-24 

50-60 

36. 

CRILLON  MOTEL 

16-22 

18-24 

37. 

CROWN  MOTEL 

14 

16 

18 

38. 

DEAUVILLE  MOTEL* 

14-24 

16-32 

100-130 

39. 

DENNIS  MOTEL* 

15-25 

15-29 

40. 

DIPLOMAT  MOTEL 

10-12 

14-24 

30-36 

41. 

DUNES  MOTEL 

16 

16-20 

16-20 

42. 

EASTBOURNE  MOTEL 

16-20 

16-24 

43. 

ELDORADO  MOTEL. . . 

16 

14-18 

44. 

ENVOY  MOTEL 

10 

12 

14-16 

45. 

FIESTA  MOTEL*  

14-16 

16-22 

35 

46. 

FOUR  SEASONS  MOTEL 

14-18 

18-24 

47. 

GALAXIE  MOTEL 

12-16 

10-16 

48. 

HOWARD  JOHNSONS* 

14-18 

14-18 

18-30 

44-90 

49. 

LA  FAYETTE  MOTOR  INN* 

(CO-HQ  S 

HOTEL  NO  ROOMS  AVAILABLE) 

50. 

LINCOLN-ROOSEVELT 

BEACH  MOTEL  . 

16-18 

14-20 

18-28 

51. 

LOMBARDY* 

12-24 

14-26 

52. 

MALIBU  MOTEL 

12-14 

16-20 

53. 

MARDI  GRAS  MOTEL 

14-16 

16-22 

25 

54. 

MAYFLOWER  MOTEL* 

10-12 

10-16 

55. 

MONTE  CARLO 

BEACH  MOTEL 

11 

13-15 

56. 

MONTEREY  MOTEL 

14-16 

14-16 

18-20 

57. 

MOUNT  ROYAL* 

12-24 

14-26 

58. 

PAGEANT 

MOTOR  INN  MOTEL* 

16-20 

18-26 

40-44 

59. 

PRESIDENT  MOTEL* 

13-22 

13-22 

60. 

SEASIDE  MOTEL*. 

14 

16-22 

61. 

SHELBURNE- 

EMPRESS  MOTEL* 

12-24 

14-34 

62. 

SORRENTO  MOTEL* 

10-14 

16-22 

63. 

STRAND  OF 

ATLANTIC  CITY  MOTEL* 

10-14 

13-17 

64. 

TEPLITZKY'S  MOTEL 

14 

14-18 

65. 

TERRACE* 

14 

16-22 

66. 

TRINIDAD  MOTEL 

14-16 

16-28 

67. 

TROPICANA  MOTEL ._ 

8 

10-12 

14-18 

20-24 

* Restaurant  and/or  Coffee  Shop  on  premises 
All  100%  Air  Conditioned  Except  as  Noted: 

NAC  (No  Air  Conditioning);  PAC  (Partial  Air  Conditioning) 
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in  peripheral 
vascular  disorders 


Arlidin  helps  provid 
exercise  benefits 
even  while 
the  patient  rests 


\ 


é * 


Exercise— a mainstay  in  the  treatment  of  many 
peripheral  vascular  diseases— increases  blood  flow 
by  (1)  dilating  arteries  and  arterioles  in  skeletal 
muscle,  and  (2)  increasing  cardiac  output. 

It  is  this  dual  action  that  distinguishes  Arlidin 
from  most  other  peripheral  vasodilators,  which 
may  act  primarily  in  the  skin  rather  than 
muscle,  and  which  fail  to  increase  cardiac  output. 


Thus  Arlidin,  by  providing  pharmacologically 
the  actions  characteristic  of  exercise,  helps 
increase  blood  flow  in  muscle  in  a comparable 
manner.  For  the  patient  capable  of  exercise, 
Arlidin  can  be  a useful  therapeutic  adjunct;  for 
the  patient  whose  peripheral  muscular  function 
is  restricted,  it  can  help  provide  needed 
vasodynamic  support. 


When  the  patient  cannot  exercise 

Arlidin,  alone,  increases  blood  flow.  A number  of  investigators  have  reported  that  Arlidin  markedly  increases 
blood  flow  in  muscle  at  rest.  In  one  basic  clinical  study,  in  which  the  drug  was  injected  directly  into  the  artery,  the 
increase  in  blood  flow  was  actually  comparable  to  that  produced  by  exercise  (see  chart). 

Increasing  Blood  Flow  in  the  Human  Calf  Muscle  —Volume  of  Blood  Flow  (cc./min./100  Gm.  of  tissue) 

O 1 2 3 __  4 5 6 7 8 9 

Resting  blood  flow  1,5 


Arlidin  5 mg.  (intra-arterial)* 


When  the  patient  can  exercise 

Arlidin  may  increase  the  beneficial  effect. 

In  a clinical  pharmacologic  study  of  patients  with  occlusive  arterial 
disease  and  healthy  subjects,  it  was  shown  that  exercise-induced 
improvement  in  skeletal  muscle  blood  flow  may  be  augmented  by 
the  administration  of  Arlidin  (see  chart). 

Arlidin  can  often  extend  walking  tolerance. 

Oral  Arlidin  significantly  increased  walking  tolerance  in  more  than 
two  thirds  of  220  patients  with  intermittent  claudication,  patients 
whose  walking  tolerance  appeared  “fixed,”  and  who  had  obtained 
little  benefit  from  other  therapy.  <sie¡n,  i d.:  Ann.  im.  Med.  45 : iss.  Aug.  1956) 

♦This  study  serves  to  illustrate  the  drug’s  action.  In  clinical 
practice,  Arlidin  should  be  administered  only  orally,  intramus- 
cularly or  subcutaneously,  not  intravenously  or  intra-arterially. 


Increasing  Blood  Flow 
During  Exercise 

Average  increase 
over  resting 
blood  flow 
(lower-limb  muscle) 

65.5% 

on  exercise  on  exercise  plus 
alone  Arlidin  7 mg. 

(intravenous)* 

(adapted  from  De  Crinis,  K.,  ct  a].:  Proc.  Soc.  Exp.  Biol.  Med. 
102 : 29,  Oct.  1959) 


112.6% 
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(adapted  from  Stein,  I D.:  Angiology  7:432,  Oct.  1956) 


Dosage:  Usual  effective  dosage 
Vi  to  1 tablet  t.i.d.  or  q.i.d.;  in- 
creased, if  necessary,  to  2 tablets 
t.i.d.  or  q.i.d.  Parenterally,  0.5  cc. 
by  subcutaneous  or  intramuscular 
injection;  increased  gradually  to 
1 cc.  one  or  more  times  daily,  as 
needed.  Side  Effect:  Occasional 
palpitation.  Precautions:  Use  with 
caution  in  the  presence  of  a recent 
myocardial  lesion,  paroxysmal 


tachycardia,  severe  angina  pectoris, 
thyrotoxicosis.  Contraindication: 
Acute  myocardial  infarction. 
Supplied:  Tablets,  6 mg.,  scored; 
bottles  of  100  and  1000.  Parenteral, 
5 mg.  per  cc.,  1 cc.  ampuls  (5  per 
box);  lOcc.  multiple-dose  vials 
(I  per  box). 

Consult  product  brochure. 
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NYLIDRIN  HCI 


■ DECREASES 

■ ARTERIAL 

■ RESISTANCE 


USV  PHARMACEUTICAL  CORP.  800  Second  Avenue  • New  York,  N.  Y.  10017 


when 

unseasonable 

clog  noses 


prescribe 


New 


AFRIN 

BRAND  OF 

oxymetazoline  hydrochloride 
nasal  spray  and  solution 

and  give  your  patient 
greater  duration  of  relief  than  any 
other  local  nasal  decongestants -virtually 
without  rebound  congestion 


Relief  for  congested  noses  that  bloom  in  the  spring  — 
fro m "between-season”  colds  and  "in-season"  allergies 


COMPARE  AFRIN  with  Because  Afrin  has  a long  duration  of  action, 

other  leading  topical  nasal  decongestants  administration  twice  daily,  in  the  morning 


Ephedrine  | up  to  2 hours 

ana  at  Deatime,  is  generally  recommenaeo- 
in  contrast  to  the  six  to  eight  daily  doses  usu- 
ally required  with  other  decongestant  sprays 
and  drops.  Afrin  is  more  potent,  longer  act- 
ing and  better  tolerated  than  any  other  sym- 
pathomimetic  topical  nasal  decongestant. 

Phenylephrine  HCI  | up  to  4 hours 

Naphazoline  HCI  up  to  6 hours 

Xylometazoline  HCI  up  to  6 hours 

Tetrahydrozoline  HCI  up  to  8 hours 

AFRIN  (oxymetazoline)  Hydrochloride  up  to  12  hours  of  relief  with  one  dose  -j 

0123456789  10  11  12 

Expected  duration  of  relief  based  on  manufacturers'  recommended  dosage  intervals 


Clinical  considerations:  Side  Effects  — Afrin  is  therapeutically  effective  in  very  low  concentration 
(1:2000).  Side  effects,  if  any,  are  transitory  and  mild.  Local  stinging  and  slight  burning  can  occur 
with  any  topical  nasal  decongestant.  Effects  on  blood  pressure  or  the  central  nervous  system 
have  not  been  reported  with  oxymetazoline  hydrochloride  but  have  occurred  with  other  imidazo- 
line decongestants:  the  possibility  that  they  might  occur  with  this  preparation  should  be  con- 
sidered Precautions  — Should  be  used  only  in  adults  and  children  over  6 years  of  age.  It  should 
be  used  with  care  in  patients  with  hypertension  or  hyperthyroidism.  For  further  details,  consult 
Schering  literature  available  from  your  Schering  Representative  or  Medical  Services  Dept., 
Schering  Corporation,  Union,  N.  J.  07083. 
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Why  the  Enzymes? 


Many  skin  infections  lie  hidden  under  crusts, 
debris  and  necrotic  tissue.  CHYMAR®  Oint- 
ment provides  a powerful  enzyme  formula- 
tion which  breaks  down  this  natural  barrier 
and  ensures  full  penetration  of  the  hydro- 
cortisone and  neomycin  for  rapid  and  effec- 
tive anti-inflammatory  and  antibiotic  action. 


The  water-miscible  base  in  CHYMAR  Oint- 
ment also  promotes  maximum  release  of  its 
therapeutic  agents  at  the  site  of  the  infection. 

CHYMAR  Ointment  is  most  effective  for 
comprehensive  topical  treatment  of  all  in- 
fected and  inflammatory  skin  lesions. 

It  Supplied  ir  1/6  oz.  tubes. 


CHYMAR 

(Proteolytic  enzymes,  hydrocortisone  and  neomyc  in) 

Ointment 


; Contento? 

¡Si! 

Porque 
soy  fuerte 


y saludable 
gracias  a 


Carnation 


V 

V 
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Doctores  y hospitales  siempre  pueden  recomendar 
con  confianza  la  LECHE  EVAPORADA 
CARNATION  por  su  probada  reputación, 
calidad  y frescura.  La  LECHE 
EVAPORADA  CARNATION  ha  sido  usada 
por  generaciones  en  Puerto  Rico 
porque  significa  bebés  fuertes  y 
saludables. 


evaporated 

milk 

VlTAMlN  D INCREASE^ 


* Fernandito  Castro  Pavía 
ganador  del  Concurso 
del  Bebé  Saludable 
Carnation  de  1965. 
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PIENSE  EN  EL  DIA  ««PENSADO 


¿QUIEN  LE  ASEGURA  QUE  EL  NACIMIENTO  DE  UN  HIJO  NO  LE  OCASIONARA  SERIOS  PROBLEMAS  ECONOMICOS  ? 
LA  SSS  LE  ASEGURA  PROTECCION  A MADRE  Y CRIATURA  i Y TAMBIEN  A SU  PRESUPUESTO! 


La  SSS  Seguros  de  Servicios  de  Salud — es  la  más  completa  protección  para 
personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una  módica 
prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  todos  los  servicios 
indispensables  con  el  médico,  hospital  o laboratorio  de  su  selección.  Los  servicios 
de  maternidad  de  la  SSS  cubren  práctica- 
mente todos  los  gastos  desde  el  momento  en 
que  la  madre  ingresa  al  hospital.  La  SSS  pone 
a su  disposición  todas  las  ventajas  de  la  me- 
dicina privada,  a través  de  873  médicos  y 
especialistas,  31  hospitales  y 40  laboratorios. 

Algunos  de  nuestros  planes  incluyen  hasta 
servicios  dentales,  con  240  dentistas  asocia- 
dos. Para  más  detalles,  llene  el  cupón  que 
publicamos  aqui  y envíelo  a la  dirección  que 
aparece  en  el  mismo.  También  puede  visitar 
nuestras  oficinas  o llamar  a los  teléfonos: 

724-3737  en  San  Juan,  878-1248  en  Arecibo 
842-7367  en  Ponce  y 832-6942  en  Mayagüez.’ 


SSS,  Apartado  11215,  Santurce 
Calle  Europa  620, 

Parada  22.  Santurce 

Señores: 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 
sus  beneficios  para  mi. 

NOMBRE  

DIRECCION 

(Calle  y número. 

CIUDAD  O PUEBLO 


apartado) 


LA  SSS  LE  DA  TRIPLE  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 


erapeutie  results  are  atilt  unsurpassed 
they  provide  more  highly 
individualized  therapy  with  more 
flexible  dosage,  for  more 
patients;  there  is  only  minimal  j 


disturbance  of  the 


balance,  with  only 


of  calcium 


mood  changes  are  rare 


there  is  no  voracious 


appetite  with  excessive 
weight  gain,  and  only  a 

low  incidence  of  peptic  ulcer 


d compression  fracture. 


Why  doctors  are  prescribing  ivith  confidence 

Tlh®AristocorfTsum 

TRIAMCINOLONE  LEDERLE 

for  patients  with  rheumatoid  arthritis,  bronchial  astlnna  and  other 
respiratory  allergies,  inflammatory  and  allergic  skin  disorders,  and 
other  conditions  requiring  steroids 

Fur  an  uuthot  itative  discussion  of  the  properties  of  ARISTOCORT  see 
the  A VM. A.  Council  on  Drugs  report  in  J.A.M.A.  169:257  (Jan.  ltf)  1959 


ARISTOCORT  Triamcinolone  TABLETS  1 mg.  scored  (yellow);  2 mg.  scored  (pink);  4 mg. 
scored  (white);  16  mg.  scored  (white)  • ARISTOCORT  Triamcinolone  Diacetate  SYRUP 
ARISTOCORT  Triamcinolone  Acetonide  0.1%  Cream  and  OINTMENT  Tubes  of  5 Gm.  and 
15  Gm.  • ARISTOMIN®  Steroid-Antihistamine  Compound  CAPSULES  • NEO-ARISTOCORT® 
Neomycin-Triamcinolone  Acetonide  0.1%  Eye-Ear  OINTMENT  Tubes  of  Vs  oz.  • ARISTO 
GESIC®  Steroid-Analgesic  Compound  CAPSULES  • ARISTOCORT  Triamcinolone  Diacetate 
PARENTERAL  Vials  of  5 cc.  (25  mg./cc.  micronized  for  intra-articular  and  intrasynovial  injection ) 


LEDERLE  LABORATORIES,  A Divisionof  AMERICAN  CYANAMID  COMPANY,  Pearl  River, N.Y. 


CYANAMID  BORINQUEN  CORPORATION 
Lederle  Laboratories  Dept. 

Sant  urce,  P.  R. 


Los  pacientes  obstétricos  o post-quirúrgicos 
que  requieren  un  método  seguro  para  elevar 
su  hemoglobina,  recibirán  tanto  hierro  (250 
mg.)  de  una  inyección  de  5 c.c.  de  Imferon 
como  el  que  contiene  una  pinta  (500  c.c.)  de 
sangre  fresca.  El  Imferon  (inyección  de 
hierro  dextrán)  es  menos  costoso  y evita  los 
bien  conocidos  peligros  que  entraña  la  trans- 
fusión de  sangre  total.  En  los  pacientes  que 
no  pueden  tomar  hierro  o en  aquellos  en 
quienes  no  se  puede  confiar  que  lo  hagan,  el 
Imferon  (inyección  de  hierro  dextrán)  sumi- 
nistra rápidamente  el  hierro  necesario  para  los 
depósitos  de  reserva. 


UNA  PINTA 
DE  SANGRE 
NO  PROPORCIONA 
MAS  HIERRO 


QUE  UNA 
AMPULA  DE  5 cc. 
DE 


IMFERON 


(inyección  de  hierro  dextrán) 
LAKESIDE  LABORATORIES,  INC 

Milwaukee,  Wisconsin  53201,  U.S.A. 


LAKESIDE 


PRODUCTOS 
PARA  PACIENTES 
QUE  UD.  VE 
A DIARIO 


RESUMEN:  ACCION  E INDICACIONES:  Una 

dosis  de  Imferon  (inyección  de  hierro  i 
irán)  produce  una  alza  apreciable  d€ 
hemoglobina  y una  serie  completa  de  in- 
ciones  restituye  efectivamente  los  depós 
de  hierro.  El  Imferon  está  indicado  i 
camente  en  casos  diagnosticados  de  ane 
ferropriva,  en  los  que  resulta  inefectiv 
poco  práctica  la  administración  de  hit 
oral.  Tales  deficiencias  de  hierro  pue 
incluir:  pacientes  en  el  último  trimestre 
gestación;  pacientes  con  trastornos  gas 
intestinales  o en  vías  de  recuperación 
intervenciones  quirúrgicas  del  tracto  gas, 
intestinal;  hemorragias  crónicas  con  p 
didas  de  hierro  continuas  y masivas  que 
responden  rápidamente  al  hierro  oral; 
cientes  refractarios  a transfusiones  co 
fuente  de  hierro;  niños  con  anemia  hi 
crómica;  pacientes  en  quienes  no  se  pui 
confiar  que  tomen  hierro  oral. 

COMPOSICION:  El  Imferon  (inyección 
hierro  dextrán)  es  una  solución  bien  te 
rada  de  complejo  de  hierro-dextrán  c 
proporciona  el  equivalente  a 50  mg. 
hierro  elemental  por  cada  cc.  La  soluci 
contiene  0.9%  de  cloruro  de  sodio  y su  ] 
varía  entre  5.2  y 6.  El  frasco-ámpula 
10  cc.  contiene  0:5%  de  fenol  como  pres, 
vativo. 

ADMINISTRACION  Y POSOLOGIA:  La  dosis,  t 
sada  en  el  peso  corporal  y gramos 
hemoglobina  en  100  cc.  de  sangre,  vai 
desde  0.5  cc.  para  lactantes  hasta  5 cc.  pa 
adultos,  aplicada  diariamente,  en  días  alti  »; 
nos.  o semanalmente.  El  requerimier 
total  en  cada  individuo  es  fácilmente  det*  ■ 
minado  mediante  la  tabla  de  dosificad 
contenida  en  el  prospecto.  La  inyecci' 
intramuscular  profunda  en  el  cuadrar, 
superior  externo  de  la  región  glútea,  ei 
pleando  la  técnica  trayectoria  en  Z (c< 
desplazamiento  lateral  de  la  piel,  previo 
la  inyección),  asegura  buena  absorción 
evita  la  coloración  de  la  piel.  Se  recomiem  a 
una  aguja  de  por  lo  menos  dos  pulgadas  < 
largo  para  el  adulto  normal. 

EFECTOS  SECUNDARIOS:  La  incidencia  de  efe 
tos  secundarios  sistémicos  y locales  es  poi 
común.  Puede  ocurrir  coloración  de  la  pit 
Una  dosis  excesiva,  superior  a la  requerid  „ 
puede  producir  hemosiderosis.  A pesar  ( 
que  las  reacciones  alérgicas  o anafiláctic¡  er 
son  rarísimas,  se  han  presentado  ocasiona 
mente  reacciones  serias;  tres  reacciom  C1 
fatales  han  sido  atribuidas  al  Imfero  ¡¡ 
(inyección  de  hierro  dextrán).  Raras  veci 
se  ha  reportado  urticaria,  artralgia,  lii  w 
foadenopatía,  náusea,  jaqueca  y fiebre.  £ ,. 
recomienda  aplicar  inicialmente  una  .dos  ^ 
de  prueba  de  0.5  cc. 

PRECAUCIONES:  Si  hay  reacción  de  sensibil 
dad  a la  dosis  de  prueba  no  deberá  adminií 
trarse  el  fármaco.  El  Imferon  (inyecció 
de  hierro  dextrán)  deberá  administrare  ¡) 
únicamente  por  vía  intramuscular  profunde  . 
La  inyección  deberá  solamente  aplicarse  e f 
el  cuadrante  superior  externo  de  la  regió 
glútea,  y no  en  el  brazo  u otras  áreas.  E \ 
riesgo  de  carcinogénesis  en  seres  humano 
es  insignificante  cuando  se  emplea  e ' 
Imferon  (inyección  de  hierro  dextrán)  ei  1 
la  forma  recomendada.  , 

CONTRAINDICACIONES:  El  IMFERON  (inyecció]  |( 
de  hierro  dextrán)  está  contraindicado  ei 
pacientes  con  sensibilidad  comprobada  a 
complejo  de  hierro  dextrán.  Por  estar  desti  í 
nado  exclusivamente  a la  terapia  de  la: 
anemias  ferroprivas,  no  deberá  utilizarse  er 
el  tratamiento  de  otras  anemias. 
PRESENTACION:  Ampulas  de  2 cc.  cajas  de  10 
ámpulas  de  5 cc.  cajas  de  4;  frasco-ámpulas 
de  10  cc.  de  dosis  múltiple. 


PERITONEAL  DIALYSIS  IN 
PANCREATITIS  IN  DOGS 


In  spite  of  the  progress  achieved  in  the 
ealm  of  therapeutics  during  the  past  25 
'ears,  the  results  of  treatment  for  the  more 
evere  types  of  pancreatitis  still  show  a pro- 
libitive  mortality. 

Turner  (1)  described  an  accumulation 
)f  pancreatic  enzymes  in  the  peritoneal  fluid 
jf  dogs,  with  experimentally  produced  pan- 
:reatitis,  and  postulated,  that  these  enzymes 
were  then  absorbed  into  the  blood  stream. 
This  pointed  to  the  possibility  that  patients 
with  pancreatitis  might  be  benefited  by  re- 
moving the  peritoneal  collection  of  activated 
enzymes  before  they  are  absorbed  into  the 
circulation  or  cause  local  changes.  In  1962, 
Burns  et  al  (2)  reviewed  their  experiences 
with  peritoneal  dialysis  at  Peter  Brigham 
Hospital,  and  suggested  that  peritoneal  dialy- 
sis seemed  to  be  beneficial  in  bacterial  and 

From  the  Laboratory  of  Experimental  Surgery, 
Department  of  Surgery  of  the  University  of  Puerto 
Rico  School  of  Medicine. 

This  work  was  supported  by  P.H.S.  Grant  No. 
AM-4158  Liver  Injury  and  Regeneration  and  P.H.S. 
Small  Grants  Project-Experimental  Study  in  Liver 
Transplantation.  This  work  was  presented  at  the 
Sixth  Multidiscipline  Research  Forum  of  the  Amer- 
ican Medical  Association,  June  28-30,  1966,  Chicago, 
Illinois,  and  the  Annual  Meeting  of  the  Puerto 
Rico  Medical  Association  on  November,  1966. 


Leo  Cuello,  M.D.,  M.S. 

Enrique  Vázquez,  M.D. 

Rosendo  Ríos,  M.D. 

Víctor  Gutiérrez,  M.D. 

Francisco  L.  Raffucci,  M.D..  M.S.,  FACS 

chemical  peritonitis.  Recently,  Wall  (3)  re- 
ported that  peritoneal  dialysis  was  beneficial 
on  three  clinical  cases  of  severe  acute  hemor- 
rhagic pancreatitis. 

These  findings  led  us  to  study  the  effect 
of  peritoneal  dialysis  in  dogs  with  experi- 
mentally induced  hemorrhagic  pancreatitis. 

Material  and  Methods 

Forty-eight  adult  mongrel  dogs  weighing  be- 
tween 15-25  Kg.  were  anesthesized  with  intravenous 
Nembutal  (25mg/Kg  of  body  weight)  . The  animals 
were  intubated  and  positive  pressure  was  maintain- 
ed with  a demand  respirator  during  surgery.  A 
severe  pancreatitis  was  produced  by  a modification 
of  the  method  described  by  Eisenhart  (4)  . Both 
pancreatic  ducts  were  ligated  at  their  entrance  to 
the  duodenum.  The  major  pancreatic  duct  was  then 
cannulated  with  a polyethylene  catheter  and  10  ml. 
of  autologous  bile  were  injected.  The  injection 
pressure  was  not  monitored  since  it  was  not  deemed 
necessary  from  previous  experiences  (5)  . A satis- 
factory injection  was  evidenced  by  a change  from 
the  normal  color  of  the  pancreas  to  a greenish 
yellow  color.  The  left  gastric,  splenic  and  superior 
mesenteric  artery  were  then  occuled  for  one  hour. 

The  peritoneal  dialysis  was  started  one  hour 
after  release  of  the  arterial  occlusion  and  continued 
until  the  animal  expired.  A 1.5%  dextrose  perito- 
neal dialysis  solution  was  used*.  The  technique 
was  essentially  that  described  by  Maxwell  and  his 
associates  (6)  using  a one  liter  exchange  every 
hour.  The  femoral  artery  was  cannulated  to 
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obtain  the  following  samples:  blood  sugar,  serum 
amylase  (7) , hemoglobin  and  hematocrit.  Ten  mil- 
liliters blood  samples  were  drawn  at  the  following 
intervals:  pre-operatively,  immediately  after  the 
release  of  the  arterial  occlusions,  every  four  hours 
during  the  first  twelve  hours,  and  every  eight  hours 
thereafter. 

The  experimental  animals  were  divided  into 
six  equal  groups  and  pancreatitis  was  produced  in 
all  of  them.  Gtoup  1 were  the  untreated  controls. 
Group  2 received  atropine  sulphate  (gr  1/150), 
Chloromycetin  (100  mgs)  and  aqueous  penicillin 
(400,000  u.)  intravenously  every  four  hours.  Group 
3 received  normal  saline  solution  intravenously  at 
a rate  of  0.75  ml  per  Kg.  of  body  weight  per  hour. 
Gfoup  IV  underwent  intermittent  peritoneal  dialysis 
only.  Group  V underwent  intermittent  peritoneal 
dialysis  and  received  normal  saline  solution  intra- 
venously (0.75  ml  Kg/ hr.)  . Group  VI  underwent 
intermittent  peritoneal  dialysis,  received  normal 
saline  (0.75  ml  Kg/ hr.),  atropine  sulphate,  (gr 
1/150),  Chloromycetin  (100  mg)  and  aqueous  pen- 
icillin (400,000)  . 

Immediately  upon  death  an  autopsy  was  per- 
formed. Biopsies  of  the  pancreas,  bowel,  omentum 
and  parietal  peritoneum  were  taken.  All  tissues 
were  fixed  in  10%  formalin  and  stained  with 
hematozylene  and  eosin. 

*Peridial  (R)  with  four  mEqfL,  meq  KCI. 


Results 

Hemoglobin  and  Hematocrit:  (See  Table  I 

All  groups  had  a progressive  increase  ii 
the  hemoglobin  and  hematocrit  values  iron 
the  pre-operative  levels.  Group  I had  tht 
highest  increase  in  hemoglobin  and  hema- 
tocrit, and  Group  VI  had  the  lowest.  The 
increase  was  not  as  marked  in  Groups  IV,  V. 
VI,  as  in  groups  I,  II,  and  III. 

Serum  and  Dialysate  Amylase:  (See  Table 

II) 

Pre-operative  levels  of  serum  amylase 
were  markedly  elevated  in  all  animals.  In 
all  groups  there  were  minimal  variations  be- 
tween the  pre-operative  and  the  last  deter- 
mination of  the  serum  and  dialysate  amylase. 
Blood  Sugar:  (See  Table  III) 

All  animals  had  a pre-operative  value 
below  100  mgs. /100ml.  The  blood  sugar 
level  progressively  increased  in  all  six  groups. 
The  rise  in  blood  sugar  was  greater  in 
Groups  V and  VI  which  were  the  longest 
survivors. 


TABLE  I:  MEAN  VALUES  OF  HEMOGLOBIN*  AND  HEMATOCRIT** 


Time 

Hb. 

I 

Ht. 

II 

Hb.  Ht. 

Group 

III 

Hb.  Ht. 

IV 

Hb.  Ht. 

Hb. 

V 

Ht. 

VI 

Hb.  Ht. 

Pre 

11.46 

42.5 

11.27 

40.0 

12.65 

48.0 

13.70 

50.0 

13.25 

48.5 

13.12 

51.25 

Bef  occ 

10.6 

37.5 

11.17 

39.0 

12.85 

48.5 

12.20 

43.0 

14.80 

45.3 

12.64 

47.19 

Aft.  occ 

11.0 

39.0 

11.22 

41.00 

13.05 

47.1 

14.10 

50.5 

12.95 

45.5 

12.57 

45.19 

4 hrs. 

14.40 

54.0 

14.90 

59.0 

15.60 

59.0 

15.60 

62.0 

14.50 

57.5 

15.51 

63.00 

8 hrs. 

14.55 

55.5 

13.20 

55.0 

15.20 

59.5 

16.40 

65.0 

16.00 

65.0 

16.54 

67.56 

12  hrs. 

16.80 

64.0 

16.30 

64.0 

15.00 

59.0 

17.10 

69.0 

16.95 

67.5 

17.60 

71.60 

20  hrs. 

17.8 

70.0 

17.30 

73.0 

17.01 

67.44 

28  hrs. 

17.30 

73.3 

15.15 

64.00 

Grams/ 100  ml 
Percentage 


TABLE  II:  MEAN  VALUES  OF  SERUM  AND  DIALYSATE  AMYLASE* 
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Survival  Time:  (See  Fig.  1) 

A uniformly  fatal  pancreatitis  was  pro- 
duced in  all  animals. 

Group  I The  survival  in  the  control 
group  was  12.5  ± 3.4  hours. 

Group  II  This  group  which  received 
antibiotics,  and  anti-cholin- 
ergics  had  a survival  time  of 
11.5  ± 6.1  hours. 

Group  III  These  animals  which  received 
normal  saline  alone,  had  a 
survival  time  of  16.9  ± 5.6 
hours. 

Group  IV  This  group  underwent  perito- 
neal dialysis  only  and  had  a 
survival  time  of  15.9  ± 3.6 
hours. 

Group  V This  group  which  underwent 
peritoneal  dialysis  and  re- 
ceived normal  saline  intra- 
venously survived  27.2  ± 5.3 
hours. 

Group  VI  This  group  which  underwent 
peritoneal  dialysis  received 


96 


group  i n m n x sr. 

12.5*34  II  StfcJ  16.1*5*  I5»t36  27-2*5-3  26  5*5-1  Nun 

Hg  1:  Survival  time  in  hours  for  6 groups  of 
experimental  animals  with  acute  pancreatitis  var- 
iously treated  (see  text) . 
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TABLE  III:  MEAN  VALUES  OF  BLOOD  SUGAR* 


Time 

I 

II 

Group 

III 

IV 

V 

VI 

Preoperative 

63.5 

91.5 

94.0 

83.0 

99.0 

92.3 

Before  occlusion 

135.0 

134.0 

121.0 

98.0 

145.0 

126.0 

After  occlusion 

167.5 

134.0 

153.5 

128.5 

156.5 

146.0 

4 hours 

78.5 

117.5 

95.0 

135.0 

162.5 

120.0 

8 hours 

69.5 

91.0 

103.0 

70.5 

122.5 

159.0 

12  hours 

152.0 

84.0 

93.0 

126.0 

155.0 

263.0 

20  hours 

183.5 

379.0 

28  hours 

* Mg/100  ml 


normal  saline  intravenously 
antibiotics,  and  anti-cholin- 
ergics  survived  26.5  ± 5.1 
hours. 

The  average  survival  time  for  groups  II, 
III,  and  IV  did  not  vary  significantly  from 
the  control  group.  Group  V and  group  VI, 
showed  a highly  significant  improvement  in 
survival  over  Group  I with  a p value  of  less 
than  0.01.  Group  V and  VI  showed  a less 
significant  improvement  when  . compared 
with  Groups  III  and  Group  IV.  (p  value 
was  between  0.05  and  0.10). 

Pathological  Studies: 

Pathological  studies  revealed  a uniform- 
ly similar  type  of  hemorrhagic  pancreatitis 
in  all  six  groups.  The  peritoneal  reaction  was 
minimized  in  the  animals  which  underwent 
peritoneal  dialysis,  (group  IV,  V and  VI) 
as  evidenced  by  slightly  less  edema  in  the 
wall  of  the  bowel. 

Discussion 

As  previously  indicated,  the  over  all  aim 
of  this  study  was  directed  towards  the  ques- 


tion of  the  effect  of  peritoneal  dialysis  in 
dogs  with  fatal  pancreatitis. 

The  hematocrit  and  hemoglobin  levels 
in  all  six  groups  demonstrated  a steady  in- 
crease from  the  preoperative  levels.  Most 
probably  this  represented  the  loss  of  fluid 
into  a third  space.  The  hemoconcentration 
was  less  marked  in  groups  IV,  V and  VI 
which  were  the  ones  that  underwent  peri- 
toneal dialysis.  These  same  groups  (IV,  V, 
and  VI)  had  a milder  degree  of  peritoneal 
reaction  as  compared  to  the  other  groups. 

The  hyperglycemia  was  secondary  to  the 
pancreatic  destruction.  It  is  obvious  that  it 
reached  the  higest  level  on  those  animals 
which  survived  the  longest,  that  is  groups 
V and  VI. 

Among  the  six  groups  there  was  no  sig- 
nificant difference  in  the  pathological  study 
of  the  pancreas,  nor  in  the  amylase  levels  of 
the  serum  and  dialvsate. 

It  is  difficult  to  ascertain  the  precise 
mechanism  by  which  groups  V and  VI  had 
a higher  survival  rate.  The  high  levels  of 
the  preoperative  serum  amylase  are  consist- 
ent with  the  findings  of  Rapp  (8)  and  En- 
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gelman  (9).  The  reasons  why  the  serum  and 

- dialysate  amylase  remained  high  are  difficult 
to  explain  from  our  present  data.  Although 
the  major  initial  pathway  of  pancreatic 

J enzymes  into  the  circulation  may  be  through 
the  veins  (10,  11)  it  has  been  suggested  by 
Egdahl  (12),  Doubilet  (13)  and  Mulhol- 
land  that  the  lymphatics  may  be  the  major 
route  by  which  amylase  gains  entry  to  the 
circulation. 

The  beneficial  effects  of  the  peritoneal 
dialysis  could  be  atributed  to  a dilution  and 
extraction  of  the  accumulated  pancreatic 
enzymes  in  the  peritoneal  cavity  of  the  ani- 
mals. 

Summary 

A uniformly  fatal  type  of  hemorrhagic 
pancreatitis  was  produced  in  48  dogs  which 
I "ere  divided  equally  into  six  groups.  The 
lowest  degree  of  hemoconcentration  and 
t mildest  peritonitis  was  seen  in  the  groups 
which  underwent  peritoneal  dialysis  (IV,  V, 
p VI.)  Serum  amylase  levels  were  not  influ- 
enced by  the  peritoneal  dialysis.  Statistically 
„ significant  increase  in  average  survival  time 

- was  observed  in  the  animals  treated  with 
j peritoneal  dialysis,  normal  saline  (group  V) 

and/or  antibiotics  and  atropine  (group  VI) 
as  compared  to  the  control  group.  These 
[(  findings  seem  to  justify  the  combined  use 
of  peritoneal  dialysis,  to  antibiotics,  anti- 
j diolinergics  and  electrolyte  solutions  as  an 
s adjunct  in  the  early  treatment  of  patients 
f with  severe  pancreatitis. 

r Resumen 

Un  tipo  fatal  de  pancreatitis  hemorrágica 
& produjo  en  48  perros  los  cuales  fueron  di- 
® vididos  en  6 grupos  de  acuerdo  al  tipo  de 
tratamiento  administrado.  El  grado  menor 


Peritoneal  Dialysis  in  Pancreatitis 

de  hemoconcentración  y peritonitis  se  en- 
contró en  aquellos  grupos  de  perros  que  se 
sometieron  a diálisis  peritoneal.  Los  niveles 
de  amilasa  sérica  no  fueron  influenciados 
por  la  diálisis  peritoneal.  Se  observó  un  au- 
mento estadísticamente  significativo  en  la 
supervivencia  de  los  animales  tratados  con 
diálisis  peritoneal  (grupos  IV,  V,  VI).  Estos 
hallazgos  tienden  a justificar  el  uso  combi- 
nado de  diálisis  peritoneal,  antibióticos,  dro- 
gas anticolinérgicas  y soluciones  electrolíticas 
en  el  tratamiento  temprano  de  pacientes  con 
pancreatitis  severa. 
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CELULAS  ARGENTAFINES  EN 
GASTRITIS  EXPERIMENTALES 


Las  manifestaciones  clínicas  de  las  gas- 
tritis son  muchas  veces  difíciles  de  explicar 
a satisfacción  a la  vista  de  las  escasas  lesio- 
nes histopatológicas  que  nos  muestran  las 
biopsias  coloreadas  con  hematoxilina-eosina. 

Parece  evidente  ( 1 ) que  entre  las  células 
mesenquimatosas  existen  diferentes  sistemas 
monocelulares  endocrinos  productores  de  me- 
tabólitos  activos  tales  como  histamina,  sero- 
tonina,  ácido  hialurónico  y heparina.  Existen 
estas  células  en  diversos  estratos  de  la  mu- 
cosa gástrica  (2)  y también  parece  ser  que 
en  la  infiltración  crónica  el  infiltrado  celu- 
lar contiene  estas  células  mesenquimatosas 
que  conllevan  los  metabolitos  indicados. 

El  simposiun  sobre  células  argentafines 
que  en  el  año  1964  presentó  el  grupo  mexi- 
cano del  Profesor  Costero  ante  la  Sociedad 
de  Patólogos  de  Puerto  Rico  (3)  nos  ins- 
piró la  investigación  de  las  células  argenta- 
iines  en  un  grupo  de  gastritis  provocadas  ex- 
perimentalmente. 

De  las  Escuelas  de  Farmacia  y Medicina  de  la 
Universidad  de  Puerto  Rico  y el  Instituto  Nacional 
Cardiología  de  México. 

Leído  en  la  Convención  Anual  de  la  Asociación 
Médica  de  Puerto  Rico,  17  de  noviembre  de  1966. 
) en  el  Tercer  Congreso  de  Gastroenterología  en 
Tokio,  Japón,  en  septiembre,  1966. 


A.  Rodríguez  Olleros,  M.D.,  FACP,  FACS 
R.  Barroso  Moguel,  M.D.,  MMS 

Método 

Se  han  estudiado  tres  tipos  de  gastritis: 

1.  Gastritis  astróficas  en  conejos:  provocando 
anticuerpos  viscero-específicos  por  sensibilización 
con  antigenos  del  jugo  gástrico  humano  dializado 
29  durante  72  horas  y desecado  al  vacío.  El  pro- 
ducto se  ha  administrado  en  dósis  de  12  mg.  sus- 
pendido en  solución  salina  en  inyecciones  intrave- 
nosas bisemanales  durante  12  semanas.  Se  obtienen 
gastritis  atróficas  tal  como  se  han  descrito  en  perros 
por  Smith  (4)  y Henmes  (5) . 

2.  Gastritis  papilomatosa  en  conejos:  se  obtienen 
regionalmente,  instilando  l-i/2  mi  de  solución  de 
aceite  crotón  al  0.5%  en  alcohol-eter  aa  bisemanal- 
mente durante  6 a 9 semanas.  Se  ha  descrito  por 
uno  de  nosotros  en  un  trabajo  anterior  (6) . 

3.  Gastritis  erosiva  por  atofán  en  perros:  se  obtie- 
nen administrando  2 gramos  de  atofán  en  una 
semana.  Los  animales  se  sacrifican  6 a 10  días 
después  de  la  última  administración  (7) . 

Los  estómagos  de  los  animales  sacrificados  se 
fijan  en  formol.  Se  obtienen  biopsias  para  colo- 
ración con  hematoxilina-eosina  y otras  para  ser 
coloreadas  para  células  argentafines  por  el  método 
Barroso  Moguel  (8)  . 

Resultados 

En  las  gastritis  atróficas  inmunológicas 
las  células  argentafines  están  francamente 
disminuidas  (Fig.  1,  2). 

Las  gastritis  papilomatosas  de  crotón  pa- 
san por  una  fase  precoz  con  lesiones  necró- 
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Fig.  1:  Células  argentafines  en  la  mucosa  normal 
del  conejo,  x32. 


Fig.  2:  Gastritis  astrófica  inmunológica  en  el  co- 
nejo. Las  células  argentafines  están  disminuidas 
drásticamente.  x32. 


ticas  durante  la  cual  las  células  argentafines 
están  considerablemente  aumentadas  (Fig. 
3).  A partir  de  las  12  instilaciones  comien- 
zan a formarse  papilomas  y en  esta  fase, 


Fig.  3:  Gastritis  por  aceite  de  crotón  en  conejos. 
En  las  necrosis  que  se  producen  en  la  fase  temprana 
las  células  argentafines  aumentan  considerable- 
mente. x32. 


Fig.  4:  Gastritis  papilomatosa.  Al  crecer  el  pa- 
piloma las  células  argentafines  se  desplazan.  x32. 


las  células  argentafines  están  desplazadas 
(Fig.  4). 

En  la  gastritis  erosiva  por  atofan,  en  la 
fase  necrótica,  edematizada,  con  aparición 
de  metaplasia  mucosa,  las  células  argenta- 
fines  han  desaparecido  (Fig.  5,  6). 


i 


fi 

ú 


p 

jiffi 

I» 

jsc 

b 

pa 


Discusión 
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Las  células  argentafines  elaboran  sero- 
tonina,  la  5-hidroxitriptamina  (5HT).  La  se- 
rotonina  es  fácilmente  degradada  por  las 
deaminasas  del  suero  y sólo  cuando  se  pro- 
duce en  gran  cantidad  en  el  carcinoide,  o 
cuando  existe  una  deficiencia  en  el  sistema 
enzimático  para  degradar  la  5 HT  a 5 FI1AA 
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Fig.  5:  Células  argentafínes  en  la  mucosa  normal 
del  perro.  x25. 

(5-hidroxindolacético  ácido)  (9)  que  es  su 
metabolito  en  la  orina,  el  acumulo  de  sero- 
tonina  en  la  sangre  provoca  acciones  siste- 
máticas muy  conocidas. 

El  pequeño  aumento  de  serotonina  en 
unas  gastritis  o la  deficiencia  o ausencia  en 
otras,  lógicamente  no  debe  manifestarse  en 
sintomatólogia  extragástrica.  Pero  estas  alte- 
raciones observadas  en  nuestra  investigación 
sí  pueden  conllevar  efectos  locales,  en  la 
mucosa  gástrica. 

La  respuesta  contráctil  de  los  músculos  li- 
sos a un  estimulo  ya  sea  químico  o físico, 
está  regulada  por  el  sistema  nervioso  y por 
las  regulaciones  hormonales  que  llegan  por 
vía  circulatoria  y también  por  los  controles 
metabólicos  locales  que  incluso  pueden  so- 
brepasar los  sistémicos.  Así  se  crea  el  clima 
apropiado  a la  reaccionalidad  de  los  meca- 


Fig. 6:  Gastritis  por  atofán  en  perros.  En  la 
mucosa  necrótica  con  metaplasia  mucoide  en  la 
periferia  de  la  necrosis,  las  células  argentafines  se 
han  ausentado. 

nismos  fisiológicos  tisulares.  Horn  (10)  en 
un  estudio  reciente  demuestra  ese  control 
local  que  ejercen  los  metabólitos  in  situ 
sobre  la  respuesta  de  los  músculos  lisos  a los 
estímulos  fisiológicos  sistemáticos. 

Interviniendo  así,  las  alteraciones  en  se- 
rotonina y probablemente  en  otros  metabóli- 
tos locales  de  la  mucosa  gástrica  pueden 
interferir  en  los  cambios  hemodinámicos  pro- 
duciendo vasoconstrición  y perturbando  los 
procesos  metabólicos  básicos  de  esta  mucosa. 

Nuestros  hallazgos  dan  base  afirmativa 
a la  sugerencia  de  Deutch  y Christian  (11) 
que  las  células  mesenquimatosas  presentes  en 
la  mucosa  gástrica  y aquellas  otras  que  acom- 
pañan al  infiltrado  celular  de  las  gastritis 
pueden  contribuir  al  cuadro  clínico  y,  aña- 
dimos nosotros,  también  pueden  gravitar  en 
el  curso  de  las  lesiones  gastríticas. 
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En  un  reciente  trabajo  Bolukoglu,  Hein- 
kel  y Elster  (12)  han  comprobado  variación 
de  las  células  que  contienen  cobre  en  el 
stratum  propium  de  diversos  segmentos  del 
tracto  gastrointestinal  en  relación  con  su  pa- 
tología. El  cobre  integra  la  dopaoxidasa,  por 
consecuencia,  la  alteración  de  las  células  con- 
teniendo cobre  debe  relacionarse  con  la  alte- 
ración de  los  metabolitos  del  sistema  endo- 
crino monocelular  gastrointestinal. 

Resumen 

Se  han  obtenido  tres  tipos  de  gastritis 
experimentales:  1)  atróficas  de  tipo  inmuno- 
lógico,  2)  papilomatosas  regionales  por  ins- 
tilaciones de  aceite  de  crotón  al  0.5%  en 
alcohol-eter  aa,  y 3)  erosivas  por  atofan. 

Las  biopsias  se  han  coloreado  para  cé- 
lulas argentafines  por  la  variante  de  Barroso 
Moguel  al  método  de  prepigmentos  de  Rios- 
Hortega. 

Se  han  obtenido  grandes  variaciones  en 
el  número  y distribución  de  las  células  argen- 
tafines. 

Se  discute  la  posibilidad  de  que  las  alte- 
raciones en  serotonina  consecuencia  a esta 
variación  pueda  jugar  papel  local  sobre  la 
sintomatólogia  y desarrollo  de  las  gastritis. 

Summary 

The  concentration  of  argentaffine  cells  in 
the  gastric  mucosa  was  studied  in  four  groups 
of  rabbits  with  experimentally  produced  gas- 
tritis. A modification  of  Rios-Ortega’s  meth- 
od for  staining  these  cells  was  employed. 
In  animals  with  atrophic  gastritis  produced 
by  sensitization  against  human  gastric  juice 
and  in  erosive  gastritis  due  to  atophan,  the 


argentaffine  cells  are  diminished  or  absent.  In 
papillomatous  gastritis  produced  by  croton 
oil,  their  number  increased. 

The  possibility  that  serotonin  locally  pro- 
duced by  argentaffine  cells  may  be  a factor 
in  the  development  and  symptomatology  of 
gastritis  is  suggested. 
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The  lethal  potential  of  cancer  of  the  thy- 
roid probably  varies  more  than  any  other 
tumor  afflicting  the  human.  In  one  patient  it 
may  cause  death  in  a few  short  weeks  while 
in  another  itunay  cause  no  trouble  for  many 
years.  We,  therefore,  should  not  treat  all 
cancers  of  the  thyroid  by  one  set  procedure, 
but  should  modify  and  vary  the  treatment 
of  the  particular  malignancy  to  better  fit  the 
behavior  pattern  of  this  particular  type  of 
tumor. 

The  diagnosis  of  cancer  of  the  thyroid 
preoperatively  is  quite  difficult  except  in  the 
far  advanced  stage.  Even  the  clinical  deter- 
mination of  whether  a solitary  nodule  exists 
is  uncertain.  In  a review  of  200  of  our  pa- 
tients, 35%  of  the  clinical  impressions  were 
in  error  as  to  there  being  solitary  or  multi- 
ple nodules.  Progress  has  been  made,  however, 
in  avoiding  operation  on  some  benign  goiters 
since  our  incidence  of  cancer  among  nodular 
goiter  in  the  five  years  preceeding  1952  was 
5%.  By  1960  it  had  risen  to  12%.  In  the 
last  five  years  we  have  operated  on  565  goiters 
in  our  private  practice.  Fifty  eight  or  10.1% 
were  cancerous.  We  feel  that  the  I131  scan 
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has  helped  tremendously  in  this  selection  of 
patients  for  operation.  Now,  for  the  most 
part,  we  operate  only  on  “cold  nodules”.  The 
3 inch  crystal  we  have  been  using  is  not  sen- 
sitive enough  to  differentiate  the  small  nod- 
ules so  we  find  ourselves  operating  on  the 
nodules  0.5  cm  or  less,  warm  or  cold. 

With  the  great  inaccuracy  of  our  pre- 
operative diagnosis,  we  must  make  our  deci- 
sions as  to  the  treatment  of  choice  at  the 
time  of  the  procedure.  Therefore,  a workable 
classification  is  necessary.  Many  classifications 
for  cancer  of  the  thyroid  have  been  proposed 
by  the  pathologist.  Yet  we,  as  surgeons,  are 
interested  in  a classification  which  will  be  of 
assistance  to  us  in  trying  to  give  the  proper 
treatment  to  the  individual  patient.  We  have 
gradually  evolved  from  our  records  and  ex- 
perience in  our  practice,  which  began  in  1907, 
a classification  which  enables  us  to  give  pa- 
tients a standardized  treatment  with  little 
confussion. 

From  a clinical  standpoint  we  have  di- 
vided the  cancer  of  the  thyroid  into  two 
large  categories  — the  non-papillary  and  the 
papillary.  The  first  category  includes  all 
cancers  of  the  thyroid  which  contain  no  pap- 
illary element  while  those  tumors  of  the 
second  category  contain  some  papillary  ele- 
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ment  but  do  not  have  to  be  purely  papillary. 
This  classification  has  been  of  great  benefit 
in  determining  the  type  of  therapy  that  we 
have  used  but,  as  happens,  progress  is  made 
and  we  must  make  changes  and  exceptions. 
The  big  exception  of  this  classification  is  the 
solid  carcinoma  with  amyloid  stroma. 

Hazard  (3)  described  this  condition  as  a 
medullary  carcinoma  in  1959  but  Woolner 
( 7 ) later  named  it  solid  carcinoma  with  amy- 
loid stroma  because  the  word  medullary  gave 
a connotation  of  this  being  a more  malignant 
tumor.  This  tumor,  while  it  contains  no  pap- 
illary elements,  must  be  classed  with  the 
papillary  group  for  it  acts  like  a papillary 
tumor  only  generally  more  malignant. 

in  the  non-papillary  carcinoma  of  the 
thyroid,  which  makes  up  about  40%  of  the 
total  thyroid  malignancies,  we  find  many 
variations.  This  includes  the  anaplastic  tu- 
mors which  may  be  divided  further  into  large 
and  small  cell  carcinomas  and  sarcomas, 
lymphosarcoma,  the  follicular  adenomas  and 
the  Hurthle  cell  carcinomas.  Rapidity  of 
growth  of  these  tumors  varies  greatly,  both 
between  the  sub-groups  and  inside  the  sub- 
groups. The  anaplastic  tumors,  which  make 
up  some  14%  of  the  total,  either  the  large 
or  small  cells,  are  very  rapid  growers  and 
may  cause  death  in  as  little  as  several  months 
after  first  being  noticed.  Although  the  cure 
of  these  lesions  is  very  rare,  certain  fortunate 
patients  can  be  saved.  Treatment  of  these 
tumors  must  be  early  and  radical  with  the 
eradication  of  the  tumor  followed  by  external 
radiation.  It  is  necessary  to  carry  out  radical 
total  thyroidectomy  with  the  resection  of  all 
of  the  tissue  in  the  surrounding  area  which 
may  be  involved,  as  well  as  a radical  standard 
neck  dissection  on  the  affected  side.  As  soon 
as  the  wound  is  healed,  external  radiation 
should  be  given  in  maximum  dosage.  The 


lymphosarcomas  should  receive  the  same  gei 
eral  type  of  treatment  except  that  radie; 
neck  dissection  may  be  omitted  in  certai 
selected  cases.  These  are  the  only  types  c 
cancer  of  the  thyroid  which  we  have  fount 
to  be  helped  demonstrably  by  external  radi 
ation. 

The  follicular  type,  which  accounts  fo 
some  17%,  is  the  most  common  type  of  non 
papillary  cancer.  The  rapidity  of  growth,  anc 
thus  the  malignancy  of  this  tumor  varié; 
greatly.  This  type  tumor  many  times  ha; 
multicentric  involvement  of  the  thyroid  gland 
Whether  this  involvement  represents  true 
multicentricity  or  intraglandular  extension  is 
an  unsettled  question,  but  no  matter  the  ori- 
gin, the  presence  of  these  areas  is  unquestion- 
ed. Peculiarly  enough,  these  follicular  tumors 
rarely  metastasize  by  way  of  the  lymphatics, 
but  for  the  most  part  invade  the  blood  vessels 
in  the  thyroid,  shedding  off  emboli  of  cancer 
cells  which  go  to  distant  sites  by  way  of  the 
vascular  system.  In  a large  series  of  these 
tumors,  (7)  with  little  or  no  invasion  of  the 
vascular  system,  85%  survived  10  years  while 
with  moderate  to  marked  invasion  of  the 
vascular  system,  only  44.4%  survived  10 
years.  Complete  thyroidectomy  is  the  proper 
therapy  in  this  type  lesion.  First,  it  insures 
the  removal  of  the  intrathyroidal  multicentric 
areas  of  malignancy,  and  second,  it  removes 
all  of  the  thyroid  tissue  so  if  any  metastases 
have  occurred,  the  chances  that  they  can  be 
treated  with  radioactive  iodine  is  increased. 
Rawson  (6.)  showed  some  years  ago  that  if 
all  normal  thyroid  tissue  was  removed,  the 
metastases  many  times  will  respond  _to  TSH 
and  become  functional.  About  30%  of  our 
patients  will  take  up  radioactive  iodine  under 
these  circumstances  and  can  be  given  thera- 
peutic doses  of  I131.  Biopsy  of  the  lymphatics 
should  always  be  done  although,  usually,  no 
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netastatic  lesions  are  found,  and  dissection 
)f  the  lymphatics  is  not  warranted.  The 
durthle  cell  carcinomas  of  the  thyroid  re- 

iijuire  essentially  the  same  type  of  treatment. 
External  radiation  in  these  cases  has  never 
)een  helpful  in  our  experience. 

Papillary  carcinoma  of  the  thyroid  in- 
cludes the  pure  papillary  and  the  mixed 
capillary  and  follicular  types  as  well  as  the 
;olid  carcinoma  with  amyloid  stroma.  Papil- 
ary  carcinoma  apparently  is  not  the  result 
3Í  a degenerating  t>f  pre-existing  thyroid  nod- 
ule but  begins  as  carcinoma  from  its  incep- 

Ition.  (5).  It  invades  the  lyphatics  of  the 
thyroid  gland  and  thus  spreads  to  the  lym- 
phatic drainage  areas.  Rarely  does  it  invade 
the  blood  vessels  and  cause  emboli  by  way  of 
the  vascular  system.  The  rates  of  growth  and 
therefore  the  lethality  of  these  tumors  vary 
greatly.  It  has  been  reported  that  (7)  some 
85%  of  people  without  metastatic  papillary 
lesions  survived  10  years  while  those  with 
metastatic  lesions  to  the  regional  lymph  nodes 
had  about  55%  10  year  survival.  Some  of  the 
pure  papillary  tumors  smolder  along  for  many 
years  never  causing  trouble.  In  many  instances 
it  is  quite  difficult  to  determine  the  lethal 
potential  of  the  tumor  by  the  microscopic 
picture  alone,  and  here  the  experience  and 
gross  observation  of  the  surgeon  are  need- 
ed. The  solid  carcinoma  with  amyloid  stroma 
constitutes  about  6%  of  the  malignant  tumors 
of  the  thyroid.  They  metastasize  to  the  re- 
gional lymph  nodes  as  do  papillary  tumors. 
The  10  year  survival  rate  is  about  55%. 

We  use  the  following  procedure  to  guide 
us  in  deciding  how  radical  we  need  to  be  in 
dealing  with  these  tumors.  The  nodule  is 
excised  with  some  normal  thyroid  tissue 
around  it  and  sent  to  the  pathological  labora- 
tory with  a request  for  a frozen  section.  If 
it  is  reported  as  a papillary  adenocarcinoma, 


the  majority  of  the  remainder  of  the  thyroid 
gland  is  removed  for  here  again,  the  occur- 
rence of  multicentric  areas  of  malignancy  is 
too  great  to  ignore.  Controversy  exists  con- 
cerning the  frequency  of  multicentric  areas. 
Clark  (1)  reports  as  high  as  88%  when 
whole  gland  sectioning  is  done  and  30% 
when  routine  pathological  processes  are  used. 
While  Harrold  (2)  reported  recently  that 
only  3%  of  those  patients  at  Memorial  Hos- 
pital in  New  York  wdth  subtotal  thyroidec- 
tomy experience  a recurrence  of  cancer  in  the 
remaining  lobe.  Certainly,  somewhere  be- 
tween these  two  levels  is  the  correct  answer. 
Until  such  time  as  the  answer  is  apparent, 
we  feel  that  a fairly  radical  subtotal  removal 
of  the  opposite  lobe  is  necessary  attempting 
not  to  injure  the  parathyroid  blood  supply 
and,  of  course,  preventing  injury,  also,  to 
the  recurrent  laryngeal  nerve  by  its  observa- 
tion throughout  its  entire  course.  A diligent 
search  for  metastasis  is  made  with  multiple 
biopsy  of  the  lymph  nodes  surrounding  the 
thyroid  gland.  It  should  be  noted  that  meta- 
static nodes  quite  often  are  quite  small  and 
must  be  searched  for  diligently.  It  no  meta- 
static lesions  are  found,  the  procedure  is  ter- 
minated for  this  tumor  may  be  one  which  the 
pathologist  must  call  papillary  carcinoma  of 
the  thyroid  yet  be  a tumor  which  metasta- 
sizes very  slowly,  if  at  all.  In  this  event,  other 
surgery  is  not  necessary.  The  patient,  however, 
should  be  followed  carefully  for  a number  of 
years  and  thyroid  hormones  should  be  given 
to  reduce  the  thyroid  activity.  Some  author- 
ities feel  that  thyroid  does  not  suppress  the 
cancer  of  the  thyroid  but  we  have  seen  it 
cause  suppression  too  often  to  ignore  its  ef- 
fect. One  patient  in  particular  had  a papillary 
carcinoma  removed  15  years  ago  followed  by 
miliary  pulmonary  metastases  which  cleared 
while  she  was  on  thyroid  therapy.  It  was  felt 
that  she  should  be  given  a tracer  dose  of  ra- 
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dioactive  iodine  anticipating  a therapeutic 
dose  in  an  attempt  to  destroy  the  pulmonary 
metas  tases.  Each  time  she  was  taken  off  the 
thyroid  medication,  the  pulmonary  metastases 
grew  with  remarkable  rapidity  and  she  be- 
gan having  hemoptysis.  Reinstitution  of  thy- 
roid therapy  caused  immediate  regression  of 
the  tumor.  She  has  now  been  fairly  stable  of 
thyroid  therapy  for  these  15  years. 

If  at  any  time  in  subsequent  years  an  en- 
larged node  is  found,  it  should  be  biopsied 
and  if  found  to  contain  metastatic  disease, 
a radical  procedure  should  be  done.  It  is 
surprising  how  large  metastatic  nodules  can 
become  and  yet  not  metastasize  further  thus 
allowing  a cure  even  at  this  late  date. 

If  metastatic  disease  is  detected  at  the 
time  of  surgery  or  later,  we  fell  that  the  tu- 
mor is  potentially  lethal,  and  the  surgeon 
should  be  diligent  in  its  destruction.  Meta- 
static disease  at  times  is  hard  to  detect  and 
the  nodes  surrounding  the  thyroid,  including 
those  in  the  tracheo-esophageal  groove  as  well 
as  some  from  the  jugular  and  the  sternal 
notch  area  should  be  sent  for  microscopic 
examination.  A routine  neck  dissection  is  car- 
ried out  on  the  affected  side;  however,  if  the 
nodes  are  not  adherent  and  the  tumor  is 
confined  to  the  nodal  areas  alone,  the  jugular 
vein  and  the  sternocleidomastoid  muscle  can 
usually  be  spared.  A superior  anterior  me- 
diastinal dissection  should  also  be  done  be- 
cause of  the  anatomy  of  lymphatics  of  the 
thyroid.  The  lymphatic  vessels  run  directly 
inferiorly  from  the  thyroid  into  the  nodes  at 
the  angle  of  the  innominate  vein  and  into  the 
nodes  at  the  junction  of  the  jugular  and  sub- 
clavian as  McClintock  (4.)  has  emphasized. 
This  dissection  is  not  particularly  difficult. 
The  sternum  is  split  with  a Lebsche  knife 
down  to  the  level  of  the  third  rib,  and  the 
incision  in  the  sternum  is  turned  laterally  at 


that  point  in  order  to  leave  a piece  of  the 
sternum  attached  to  the  first  three  ribs  and 
clavicle.  The  sternum  is  then  spread  apart 
with  a small  Finochietto  retractor,  and  the 
contents  of  the  anterior  superior  mediastinum 
including  the  thymus  and  fat  pad  are  dissect- 
ed out,  removing  all  of  the  node  bearing  tis- 
sue. The  vital  structures  can  be  easily  pre- 
served. The  superior  vena  cava  is  stripped  an- 
teriorly and  lateral  from  its  bifurcation.  The 
dissection  is  carried  around  the  innominate 
and  subclavian  veins  to  their  junction  with  the 
internal  jugular  veins.  The  common  carotid 
artery,  the  phrenic,  vagus  and  recurrent  laryn- 
geal nerves  are  preserved.  If  there  has  been 
invasion  of  the  trachea,  a partial  resection 
with  repair  by  prosthesis  is  required.  A small 
negative  suction  drain  is  placed  in  this  area 
and  left  postoperatively  until  all  seepage 
stops.  The  sternum  is  closed  with  chromic 
catgut. 

We  have  found  metastatic  disease  in  84% 
of  our  dissections.  This  probably  means  that 
we  are  not,  even  now,  submitting  all  of  the 
patients  who  have  mediastinal  metastatic  dis- 
ease to  this  dissection;  yet,  we  have  been 
doing  this  procedure  for  only  a little  over  nine 
years.  Of  those  patients  not  subjected  to  the 
dissection,  none  have  yet  demonstrated  dis- 
ease which  might  have  been  erradicated  by 
this  procedure.  The  slow  rate  of  growth  char- 
acterizing some  of  these  tumors,  however, 
could  be  responsible  for  this  lack  of  clinical 
manifestation.  The  elapsed  time  is  not  ade- 
quate for  us  to  be  certain  that  we  either 
are  or  are  not  radical  enough  in  the  ap- 
proach, but  we  feel  we  are  moving  in  the 
right  direction. 

With  the  high  incidence  of  metastatic 
disease  found  in  -the  mediastinum,  we  fell 
very  strongly  that  when  our  criteria  are  met, 
the  patient  should  be  subjected  to  this  dis- 
section. In  fact,  we  feel  that  this  procedure 
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should  be  done  at  the  time  of  the  original 
operation  or  neck  dissection  because  it  has 
been  demonstrated  on  so  many  occasions  that 
incomplete  resection  of  the  tumor  has  led 
frequently  to  rapid  pulmonary  metastases. 
Both  the  surgeon  and  the  patient  should  be 
prepared  for  this  dissection  whenever  any 
nodule  is  removed  from  the  thyroid  gland. 

Summary 

The  great  variability  of  the  lethality  of 
carcinoma  of  the  thyroid  requires  different 
degrees  of  radicalism  in  their  successful  treat- 
ment. 

A surgeon’s  classification  for  carcinoma 
of  the  thyroid  is  presented  that  helps  to  di- 
vide the  tumors  according  to  the  type  of  ther- 
apy required. 

The  lethality  of  the  papillary  thyroid  tu- 
mor cannot  be  foretold  in  many  instances. 
In  general  we  believe  that  they  should  be 
treated  by  conservative  surgery  unless  they 
have  metastasized.  Once  having  shown  this 
action,  one  must  assume  that  they  may  well 
have  lethal  potentiality  and  should  be  treated 
radically. 


The  importance  of  radical  dissection  of  the 

neck  and  superior  mediastinum  is  stressed. 
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I 

ON  THE  TRAINING  OF  SURGEONS 


In  many  centers  in  the  United  States  it 
has  become  apparent  that  surgical  training 
is  deficient  in  the  clinical  areas.  Although  the 
reasons  for  this  failure  are  many,  one  can 
quickly  point  out  that  the  main  reasons  are: 
a)  a lack  of  ward  patients  and,  b)  a super- 
abundance of  residents.  This  has  forced  the 
acrediting  American  Board  of  Surgery  to  re- 
quest from  every  applicant  a yearly  relation 
of  the  operations  that  he  has  either  assisted 
or  performed.  The  signature  of  the  head  of 
the  department  is  a requisite  after  the  end  of 
each  year.  Thus  we  wish  to  point  out  to  all 
residents  in  training,  the  necessity  of  follow- 
ing a pattern  established  if  they  wish  to  obtain 
the  accreditation  which  nowadays  is  not  an 
accomplishment  but  a necessity. 

This  has  come  to  pass  because  it  was  not 
unusual  to  see  some  services  in  the  United 
States  where  there  were  more  residents  than 
patients  and  where  a resident  would  spend 
from  5 to  8 years  in  training  and  never  be 
in  charge  or  operate  a single  patient.  In 
some  services  a resident  would  never  perform 
the  common  procedures  as  cholecystectomy 
or  appendectomy  but  on  the  other  hand 
would  have  a great  experience  in  open  heart 
surgery.  Obviously  this  incongruous  situation 
could  not  be  endured  longer. 


Francisco  L.  Raffucci,  M.D. 


With  the  advent  of  Medicare  and  Med- 
icaid law  it  is  possible  that  our  principal 
source  of  patients  for  training  will  be 
reduced.  The  experience  in  the  United  States 
has  been  that  the  prepaid  medical  plans  have 
been  the  principal  cause  of  the  reduction  in 
the  clinical  work  for  residents  in  some  of  the 
teaching  centers.  On  the  other  hand  other 
institutions  have  solved  this  problem  by  al- 
lowing the  resident  staff  to  retain  a large  pro- 
portion of  the  patient  load  on  the  prepaid 
medical  plans. 

It  is  visualized  that  when  title  18  and  19 
of  the  Social  Security  Act  for  1965  are  fully 
implemented  a large  number  of  Puerto  Ri- 
cans will  be  covered  by  this  prepaid  com- 
pulsory government  insurance.  (Some  esti- 
mates run  over  1,200,000  patients). 

At  this  time  those  of  us  who  are  directly 
responsible  for  the  training  of  medical  stu- 
dents, interns  and  surgical  residents  must 
make  a decision  of  great  importance  for  our 
national  medical  future.  If  the  decision  is  to 
have  all  patients  treated  by  the  attending 
staff  we  will,  in  one  decade,  completely 
abolish  the  clinical  training  of  doctors,  partic- 
ularly surgeons,  and  the  next  generation 
would  not  have  properly  trained  surgeons. 
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Our  generation  has  witnessed  the  strange 
henomenon  of  “trained”  surgeons,  from 
>me  areas  in  the  country,  who  can  talk  well 
bout  surgery  but  cannot  do  surgery.  The  old 
íaxim  that  one  must  “cut  well  and  sew  well 
: the  patient  is  to  get  well”  still  holds.  The 
.eglect  in  training  in  surgical  technic  and 
linical  surgery  was  the  end  result  of  the 
mphasis  placed  on  basic  sciences  since  sur- 
eons  were  not  well  trained  in  this  aspect, 
"his  anomaly  should  have  never  happened 
ince  knowledge  of  clinical  surgery  did  not 
ave  to  be  deemphasized  to  stress  basic  sci- 
nces.  Slowly  the  pendulum  is  swinging  back 
o the  proper  place  but  in  the  meantime, 


through  government  action,  we  will  have  the 
conditions  that  came  to  be  10  years  ago  in 
the  United  States.  Our  attention  must  be 
focused  on  what  we  wish  to  do  regarding 
the  training  of  doctors,  when  the  great  load 
of  patients  are  covered  by  voluntary  or  com- 
pulsory insurance.  To  those  of  us  whose  main 
goal  is  teaching  students,  interns  and  resi- 
dents there  is  no  doubt  that  we  must  continue 
to  do  so  in  an  ever  increasing  fashion  and 
under  the  best  conditions  that  will  guarantee 
our  nation  a continuous  source  of  well  trained 
doctors  who  will  care  for  every  citizen  when 
ill,  as  is  everyone’s  legitimate  right. 


DISCURSO  PRESIDENCIAL 


El  estar  aquí  con  ustedes  esta  noche  y 
echar  un  vistazo  atras  al  año  que  ha  pasado, 
es  una  experiencia  sumamente  interesante. 
Buscamos  a quién  reconocer  y darle  gracias. 
Son  tantas  y tantas  las  personas  a quien  ten- 
dríamos que  dirigirnos  en  ese  sentido,  empe- 
zando por  esta  magnífica  Directiva  que  los 
compañeros  eligieron  para  que  sirvieran  con- 
juntamente conmigo  y que  tanta  labor  han 
rendido;  un  Presidente  Saliente  sobresaliente 
y un  Presidente  Entrante  dehrantemente  bue- 
no. Y así  sigue  la  historia  de  la  Asociación 
Médica  de  Puerto  Rico  repitiéndose;  ya  lle- 
vamos 64  años  en  esta  lucha,  nos  sucedemos 
unos  a los  otros,  uno  es  un  ave  de  paso¡  sin 
embargo,  hoy  reconocemos  a las  personas 
sobre  cuyos  hombros  hemos  confiado  para 
seguir  adelante  en  nuestra  marcha  y por  eso 
es  que  esta  Asamblea  se  la  dedicamos  a los 
dos  Ex-Presidentes  de  la  Asociación  Médica 
de  Puerto  Rico  que  en  este  momento  les  pido 
se  pongan  de  pie  para  recibir  nuestro  aplau- 
so. De  reconocer,  tenemos  que  seguir  reco- 
nociendo también-  a un  grupo  de  personas, 

Discurso  Presidencial  pronunciado  durante  la 
sesión  naugural  de  la  Sexagésimocuarta  Asamblea 
Anual  de  la  Asociación  Médica  de  Puerto  Rico, 
en  el  Hotel  San  Juan  Intercontinental,  el  15  de 
noviembre  de  1966. 


. 

■HSHHnNHHI 

Luis  F.  Sala,  M.D 

a cuyo  grupo  casi  se  nos  excluye  pertenecer, 
un  grupo  quien  es  objeto  de  todo  nuestrc! 
afecto,  respeto  y cariño,  a quienes  les  tene- 
mos tanto  que  agradecer,  no  solamente  sus 
contribuciones  al  erario  y la  tesorería  de  la 
A.M.P.R.;  una  contribución  de  $1,500.00 
con  la  cual  nos  acaban  de  obsequiar;  sino 
también  y mucho  más  importante,  con  las 
horas  de  sacrificio,  soledad  y dedicación  para 
con  nosotros,  nuestras  queridísimas  esposas. 
Y hay  un  grupo  de  personas  que  están  go- 
zando esta  noche  muchísimo  más  casi  que 
cualquiera  de  nosotros  aquí,  son  muy  pocos 
los  de  ellos  que  tienen  el  privilegio  de  dar- 
se cuenta  en  la  realidad  tridimensional  de  I 
esta  vida  de  lo  que  está  aconteciendo  y sin 
embargo  este  grupo  de  personas,  que  mu- 
chos de  ellos,  casi  en  su  totalidad,  han  pa- 
sado a la  posteridad,  sienten  un  orgullo  muy 
especial.  Ellos  laboraron  e hicieron  esta  rea- 
lidad nuestra  el  ideal  de  ellos  entonces,  me 
refiero  a nuestros  padres  y como  símbolo  de 
todos  ellos,  me  aprovecho  de  esta  oportuni- 
dad para  darle  un  momento  de  agradeci- 
miento a una  persona  que  una  vida  entera 
dedicó  a que  su  hijo  fuese  como  su  padre: 
mi  Mamá. 

En  los  reconocimientos  que  otorgáramos 
hoy,  lo  hicimos  invocando  y presentando  ante 
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istedes  personas  de  disciplinas  distintas  a 
as  nuestras,  personas  de  muchos  y variados 
imbientes,  pero  que  tienen  con  nosotros  un 
lenominador  común.  Han  perdido  estas  per- 
onas,  al  igual  que  nosotros,  el  temor  al  sentir. 

£1  temor  a sentir  es  uno  de  los  problemas 
grandes  que  confronta  nuestro  mundo  actual, 
uorque  sentir  implica  compromiso,  uno  no 
auede  sentir  si  uno  no  está  comprometido. 
Pero  sentir  implica  dos  extremos  de  emo- 
;ión:  reir  y también  implica  llorar.  Es  mu- 
cho más  fácil  reir  que  llorar,  es  mucho  más 
fácil  uno  ponerse  en  la  posición  de  reir  que 
ponerse  en  la  posición  de  llorar.  Es  mucho 
más  fácil  ponerse  en  la  posición  de  reir  por- 
que uno  puede  reir  con  ó puede  reir  de.  Uno 
puede  reirse  con  una  persona,  muy  ameno; 
uno  puede  reirse  de  una  persona,  de  una 
situación,  e implica  eso  por  supuesto,  aún 
con  o de  un  desprendimiento,  no  estoy  iden- 
tificado, me  puedo  reir  a mandíbula  batien- 
te. No  se  puede  llorar  del  mismo  modo  que 
se  rie,  porque  uno  no  puede  llorar  de  una 
persona  o no  puede  llorar  de  una  situación, 
del  único  modo  que  uno  puede  verdadera- 
mente llorar  es  con  la  persona,  con  el  ideal 
y el  mundo  nuestro  muchas  veces  se  caracte- 
riza por  la  renuencia  a no  querer  ponerse  en 
una  posición  de  sufrir  un  desengaño;  si  uno 
no  se  ilusiona  no  puede  uno  desilusionarse;  si 
no  se  pone  uno  en  la  posición  de  sufrir  un 
desengaño  no  puede  uno  desengañarse  y se- 
guimos nosotros  muchas  veces  por  los  sende- 
ros de  nuestra  vida  sin  buscar  compromisos, 
sin  buscar  esa  situación  que  le  permita  a uno 
sentir,  esto  es,  que  llegamos  a un  punto  en 
que  existimos  muertos,  porque  la  muerte  es 
la  culminación  del  no  sentir.  Sustituimos  el 
sentir  con  cosas  que  el  hombre  manufactu- 
ra: televisión,  cine,  forzosas  reuniones  socia- 
les, pasividad  y aceptamos  esta  pasividad  a 
veces  ignorando  mucho  de  lo  que  debiera 


ser  nuestro  despertar  moral.  Es  costumbre 
tildar  a la  moralidad  en  el  léxico  común  co- 
mo que  tiene  que  ver  con  faldas  y vinos;  la 
moral  va  muchísimo  más  allá  e ignora,  deja 
a un  lado,  relega  a una  importancia  secun- 
daria los  errores  de  la  carne  y del  animal. 

¿Puede  un  espectador  ser  culpable? 
¿Existe  la  posibilidad  de  que  un  testigo  sea 
ajusticiado?  ¿ Puede  un  individuo  que  me- 
ramente ve  suceder  algo  ser  un  cómplice 
de  lo  mismo?  ¿Puede  ese  individuo  llegar 
a ser  un  héroe  o un  criminal?  ¿Es  esto  po- 
sible? ¿Que  sin  ser  parte  de  lo  que  está 
ocurriendo,  excepto  como  testigo  de  ello,  me 
vea  yo  involucrado  en  ello  y sufrir  las  con- 
secuencias de  quien  me  juzgue  después?  ¿Se- 
ré yo  enjuiciado  por  aquello  que  me  limito 
a ver  y en  lo  cual  no  quiero  participar  por 
no  querer  sentir?  ¿Si  veo  un  herido  y no  le 
socorro  soy  un  buen  samar itano?  ¿Puedo 
ser  samaritano  indiferente  o puedo  ser  o 
buen  samaritano  o mal  samaritano?  ¿Cual 
es  el  deber  nuestro  como  Asociación?  ¿He- 
mos nosotros  de  persistir  en  pensar  que  una 
Asociación  de  1,600  médicos  ha  de  producir 
un  esfuerzo  equivalente  al  esfuerzo  de  un 
médico  multiplicado  por  1,600  veces;  o tene- 
mos nosotros  un  deber  social  más  allá? 
¿Cuál  es  el  deber  social  de  un  grupo?  Ilus- 
trarlo es  fácil:  uno  pasa  por  una  carretera, 
ve  un  herido,  un  individuo  que  pesa  160  li- 
bras al  ver  que  el  herido  pesa  240,  se  pue- 
de limitar  tratar  las  heridas  con  primera 
ayuda,  buscar  auxilio;  pero  si  son  4 las  per- 
sonas que  detienen  el  vehículo  para  socorrer 
al  individuo,  el  deber  social  es  mucho  más, 
hay  que  coger  al  herido  aunque  pesa  mu- 
cho, hay  que  subirlo  al  auto,  hay  que  lle- 
varlo al  hospital,  hay  que  buscarle  ayuda,  o 
sea,  que  el  deber  social  de  los  4 individuos 
es  mucho  mayor  que  el  deber  social  de  la 
suma  de  las  partes  y nosotros  como  Asocia- 
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ción  tenemos  un  deber  social  que  es  mucho 
mayor  que  la  suma  de  nuestros  números. 

Tenemos  que  comprender  que  la  nuestra 
es  una  Asociación  que  vive  en  una  vida  di- 
námica y que  para  mantenerse  al  paso  tie- 
ne que  ser  dinámica.  Tenemos  nosotros  que 
dominar  técnicas,  tenemos  nosotros  que  do- 
minar ciencia,  pero  más  importante  que  eso, 
tenemos  nosotros  que  mantenernos  a la  van- 
guardia de  los  cambios  médicos  sociales  que 
son  tan  importantes  en  esta  vida.  Nosotros 
tendremos  de  este  modo  muchas  oportunida- 
des de  hacer  el  bien  a nuestros  hermanos, 
tendremos  más  oportunidades  de  fracasar,  de 
ser  enjuiciados  que  si  nos  mantenemos  en  el 
papel  de  testigos  pasivos.  Nosotros  conoce- 
mos la  práctica  de  la  medicina  mejor  que 
nadie,  lo  hemos  hecho  toda  nuestra  vida,  te- 
nemos una  herencia  en  ello  de  lo  cual  esta- 
mos muy  orgullosos.  Pero  en  el  desarrollo 
médico  social  necesitamos  la  orientación  de 
muchas  disciplinas : actuarios,  necesitamos 
estadísticas,  mentes  legales  que  nos  orienten, 
necesitamos  administradores  que  nos  señalen 
caminos,  necesitamos  sicólogos,  necesitamos 
estudios  sociales;  tenemos  que  pulir  nuestras 
ideas;  tenemos  que  engranar  nuestros  con- 
ceptos; necesitamos  de  las  ideas  y del  talento 
de  toda  la  comunidad.  Tenemos  también  la 
obligación,  una  vez  que  hayamos  pulido  es- 
tos pensamientos,  de  presentarlos.  Tenemos 
que  presentar  nuestros  pensamientos  a los 
pensadores  de  Puerto  Rico,  tenemos  que  ex- 


presar nuestros  ideales  a los  hombres  de 
ideales  de  Puerto  Rico;  tenemos  que  pre- 
sentarle nuestras  ideas  y nuestros  ideales  y ' 
manifestarnos  para  que  ellos  puedan  apre-  1 
ciarlas;  debemos  informar  nuestras  acciones 
a los  hombres  de  acción  de  Puerto  Rico; 
sabemos  que  ellos  comprenderán. 

Es  nuestro  deber  informarles,  es  nuestro 
derecho  el  ser  oídos;  es  nuestro  derecho  tam- 
bién el  poder  disentir.  El  nosotros  poder  es- 
cudriñar nuestras  ideas,  propósitos,  hechos  y 1 
pensamientos  es  algo  que  se  debe  de  hacer 
una  y otra  vez  hasta  que  lo  que  culmine  sea 
perfecto.  Al  pulir  nuestros  pensamientos  lo  1 
debemos  hacer  con  la  solemnidad  y la  fran-  I 
queza  de  un  mortal  ante  su  Dios.  Una  vez 
que  encontremos  la  verdad  tenemos  que  de- 
cirla. La  verdad  predominará. 

Así  sintiendo,  así  dispuestos  a reir  o a 
llorar  y dispuestos  a ser  apóstoles  de  la  me-  | 
dicina  lograremos  nosotros  donde  hay  apatía  i 
sembrar  interés,  donde  haya  indiferencia 
sembrar  motivación,  donde  haya  timidez  i 
sembrar  valor,  donde  haya  interés  personal, 
ecuanimidad,  donde  haya  egoísmo,  compa- 
ñerismo y donde  haya  obscuridad,  la  Aso- 
ciación Médica  de  Puerto  Rico  dará  bri- 
llante luz. 

Muchas  gracias, 

Luis  F.  Sala,  M.  D. 

Presidente. 


EDITORIAL 


RETARDACION  MENTAL  EN  PUERTO  RICO 

En  la  década  del  194-7  a 1957,  el  pueblo  de  Puerto  Rico  empezó  a darse 
mayor  cuenta  de  la  magnitud  del  problema  de  la  retardación  mental.  En  los  pró- 
ximos diez  años,  del  1957  al  67,  fueron  germinando  una  serie  de  programas  que 
han  establecido  ya  un  patrón,  que  de  seguirse,  permitiría  que  en  un  futuro  cer- 
cano Puerto  Rico  lograra,  no  la  erradicación  total  pero  sí  un  control  factible  de 
i esta  condición. 

La  retardación  mental  puede  dividirse  en  dos  aspectos.  El  de  retardación 
por  causas  orgánicas,  y la  retardación  debida  a factores  culturales.  El  3°/o  de  la 
población  padece  de  retardación  mental  debida  a factores  orgánicos.  La  inmen- 
sa mayoría  de  estos  factores  están  relacionados  con  las  visicitudes  del  infante 
en  la  etapa  perinatal. 

Sin  embargo,  estudios  recientes  revelan  que  hay  un  problema  tal  vez  mayor, 
que  es  el  problema  de  la  retardación  funcional,  que  se  eleva  a no  menos  de  un 
30%  de  nuestra  población.  Los  factores  más  importantes  en  esta  condición  de  re- 
tardación funcional  son  la  falta  de  instrucción  escolar  y de  estímulos  culturales 
en  nuestra  población,  especialmente  en  las  áreas  rurales  y en  los  arrabales. 

La  labor  de  bregar  con  el  retardado  debido  a factores  culturales  es  princi- 
palmente de  la  escuela,  ya  que  su  aportación  debe  consistir  en  estimular  intelec- 
tualmente a todos  estos  niños  víctimas  de  privaciones  culturales,  y tratar  de  poner- 
los a la  par  con  niños  que  provienen  de  un  ambiente  donde  han  recibido  más. 
Esto  podría  lograrse  estimulando  las  relaciones  interpersonales  y proveyéndoles  re- 
laciones significativas  con  otros  niños  y adultos  que  pudiesen  despertar  el  interés 
intelectual  del  niño  considerado  como  retardado  funcional. 

Los  factores  positivos  que  favorecen  el  control  de  la  retardación  mental  son 
los  siguientes:  La  vacunación  en  masa  contra  enfermedades  que  pueden  produ- 
cir daño  cerebral  como  la  poliomielitis,  tosferina,  tétano,  sarampión;  el  estableci- 
miento de  mejores  servicios  de  obstetricia,  mejores  y más  amplios  cuidados  pe- 
diátricos; salones  de  clases  especiales  establecidos  por  el  Departamento  de  Ins- 
trucción y el  Departamento  de  Salud  para  niños  retardados;  programas  tales 
como  el  programa  federal  para  combatir  la  pobreza,  Head  Start  y otros;  las  ins- 
tituciones privadas,  y las  clínicas  de  psiquiatría  de  niños  del  Programa  de  Salud 
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Mental ; el  Programa  de  Retardación  Mental  del  Departamento  de  Salud;  la 
clínica  de  retardación  del  Programa  de  Higiene  Mater  no -Infantil;  el  adiestra- 
miento de  maestros  para  retardados  mentales  que  ofrece  la  Universidad  de  Puer- 
to Rico,  y el  adiestramiento  de  psiquiatras  y otros  prof esionales  en  psiquiatría  de 
niños  y otras  especialidades  relacionadas,  etc. 

Entre  los  factores  que  aún  operan  en  contra  de  desarrollar  a un  máximo  un 
programa  efectivo  para  un  mejor  control  de  la  retardación  mental,  podemos  seña- 
lar los  siguientes:  la  gran  cantidad  de  morbilidad  infantil,  especialmente  las 
diarreas,  las  intoxicaciones  con  venenos  de  uso  común,  y los  accidentes  craneales; 
el  hecho  de  que  el  Departamento  de  Salud  aún  no  ha  desarrollado  al  máximo  el 
programa  de  retardación  mental  insular;  la  falta  de  instituciones  públicas  residen- 
ciales para  retardados;  la  falta  de  un  programa  o programas  de  investigación 
científica  en  el  campo  de  la  retardación  mental;  más  instrucción,  lo  mismo  pú- 
blica que  privada;  y deficiencias  en  el  estímulo  cultural  y educativo  de  nuestras 
clases  sociales  más  bajas. 

El  desarrollo  socio-económico  de  Puerto  Rico  es  pues  un  factor  que  afecta  di- 
rectamente la  retardación,  ya  que  estudios  realizados  revelan  que  el  porcentaje 
de  retardación  es  menor  en  la  clase  media  y alta,  y en  las  áreas  industriales. 

La  responsabilidad  mayor  en  el  retardado  de  tipo  orgánico  corresponde  a 
la  profesión  médica,  especialmente  en  el  área  de  prevención  de  daños  cerebrales 
debidos  a lesiones  y condiciones  durante  el  período  de  gestación,  el  parto  y el  pe- 
ríodo después  del  parto.  La  identificación  temprana  de  condiciones  como  la  insufi- 
ciencia que  puede  producir  el  cretinismo,  y trastornos  de  metabolismo  en  recién 
nacidos  que  conducen  a la  oligofrenia  fenilpirúvica,  son  otros  ejemplos  de  la 
responsabilidad  que  debe  asumir  la  clase  médica.  Los  problemas  de  incompatibili- 
dad sanguínea  Rh  serían  otro  ejemplo  vivo.  También  es  importante  considerar 
factores  infecciosos,  especialmente  durante  el  primer  año  de  vida,  y factores  nutri- 
cionales.  Es  conveniente  volver  a señalar,  que  por  alguna  razón,  los  factores  socio- 
económicos tienen  una  relación  indirecta  en  la  producción  de  retardados  mentales 
en  nuestro  país,  ya  que  ocurren  más  retardados  orgánicos  en  las  clases  sociales 
que  sufren  de  más  privación  económica. 

Uno  de  los  problemas  con  que  nos  confrontamos  en  el  presente  es  que  no 
tenemos  una  idea  bastante  precisa  del  problema  de  la  retardación  en  Puerto 
Rico.  No  contamos  con  las  instituciones  ni  con  los  medios  para  poder  determinar 
el  número  de  retardados,  especialmente  de  los  orgánicos. 

Tenemos  también  dificultad  en  apreciar  los  efectos,  posiblemente  beneficio- 
sos, de  programas  como  el  de  vacunación  en  masa;  el  efecto  positivo  que  pueda 
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tener  la  labor  que  rinde  la  escuela  pública  al  retardado  mental,  y los  efectos  de 
una  mejor  atención  médica  en  obstetricia  y pediatría. 

Otro  problema  que  debe  anticiparse  es  que  aumente  considerablemente  el 
número  de  retardados  adultos  en  nuestra  población.  Actualmente,  el  45 % de  la 
población  de  Puerto  Rico  es  menor  de  18  años,  y si  se  calcula  que  un  3%  de  la  po- 
blación total  son  retardados  orgánicos,  y un  30 % retardados  funcionales,  el  nú- 
mero de  retardados  entre  niños  y adolescentes  es  proporcionalmente  mayor  que 
el  de  retardados  adultos.  Pero  la  medicina  ha  logrado  avances  prodigiosos  en 
salvar  y conservar  la  vida  humana.  Infantes  y niños  que  hace  diez  años  morían 
de  meningitis,  poliomielitis,  etc.,  hoy  ya  no  mueren,  sus  vidas  se  salvan.  Pero  por 
desgracia,  nuestros  conocimientos  de  cómo  proteger  el  cerebro  de  daño  no  han 
avanzado  al  mismo  ritmo,  y ese  niño  prematuro  que  hoy  no  muere,  o aquel  a 
quien  la  resucitación  cardíaca  le  salva  la  vida,  vive,  sí,  pero  quizás  con  secuelas 
neur ológicas  que  llevan  a la  retardación.  Todo  esto  presupone  la  urgente  necesi- 
dad de  desarrollar  técnicas  adicionales  para  proteger  el  cerebro  de  daño  perma- 
nente, pues  si  no,  un  problema  que  nuestra  sociedad  ve  ahora  como  básicamente 
de  niños,  se  convertirá  en  un  problema  igualmente  obvio  entre  adultos,  pues  al 
bajar  el  índice  de  mortalidad  general,  el  mongoloide  que  hace  una  década  no  so- 
brevivía la  adolescencia,  hoy  tiene  probabilidades  de  vivir  mucho  más,  y las  nece- 
sidades de  adultos  restardados  tendrán  que  aumentar  considerablemente. 

También  es  importante  la  labor  del  psiquiatra,  del  psicólogo  y del  neurólogo 
en  el  diagnóstico  y evaluación  de  estos  casos,  y en  ayudar  a aquellos  individuos  que * 
desarrollan  síntomas  secundarios  de  psicosis,  problemas  emocionales  serios,  pro- 
blemas de  adaptación  psicológica,  y delincuencia. 

La  aceptación  y la  tolerancia  de  la  comunidad  al  problema  del  retardado, 
y el  apoyo  de  comprensión  que  brinde  a éste  y a sus  padres  son  también  cruciales. 

Es  por  lo  tanto  necesario  establecer  un  Instituto  Multidisciplinario  de  Inves- 
tigación en  Retardación  Mental  que  pueda  estudiar  los  diferentes  aspectos  de  la 
retardación  mental  ( causas,  tratamiento  y manejo ) para  poder  así  informar  a las 
otras  agencias  e instituciones  sobre  la  mejor  forma  de  atacar  el  problema. 

Este  Instituto  debe  proveer  los  medios  de  investigar  las  formas  de  prevenir 
las  condiciones  que  son  potencialmente  causas  de  retardación  mental;  realizar  in- 
vestigación que  nos  permita  proteger  el  tejido  cerebral  de  daños  que  acarrean  la 
deficiencia  mental  a la  vez  que  salvamos  la  vida  del  paciente;  e investigar  cientí- 
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ficamente  nuevas  técnicas  y métodos  que  nos  permitan  absorber  adecuadamente 
el  muy  probable  aumento  en  las  exigencias  y necesidades,  tanto  en  su  calidad 
como  en  su  cantidad,  para  rehabilitar  ese  segmento  de  la  población  que  no  puede 
competir  con  la  población  promedio. 


Juan  A.  Roselló,  M.  D. 


ACTUALIDADES  MEDICAS 


Solvent  Sniffing 

Sniffing  such  products  as  glues,  paint 
thinner,  fingernail  polish  remover,  cleaning 
and  lighter  fluid,  although  not  the  fad  of 
recent  years,  has  become  a permanent  and 
relatively  common  form  of  abnormal  child- 
hood behavior,  which  can  lead  to  accidents, 
violence,  and  antisocial  acts. 

So  conclude  Edward  Press,  M.  D.,  Illinois 
Department  of  Public  Health,  and  Alan  K. 
'Done,  M.  D.,  Department  of  Pediatrics, 
University  of  Utah  College  of  Medicine,  in 
the  current  (April)  issue  of  Pediatrics,  of- 
ficial publication  of  the  American  Academy 
of  Pediatrics. 

“Various  observations  of  the  problem,” 
the  authors  point  out,  “suggest  that  sniffing 
provides  a chemical  escape  from  reality  which 
is  more  adaptable,  and  therefore  more  readily 
accepted,  by  young  children  than  are  such 
other  intoxicating  practices  as  alcohol  in- 
gestion or  the  use  of  narcotic  drugs.” 

The  article  points  to  the  relative  inexpen- 
siveness, ease  of  concealment,  and  ease  of 
procurement  “for  supposedly  legitimate  pur- 
poses,” as  explainable  reasons  for  the  popular- 
ity of  solvent  sniffing  among  youngsters  today. 

“The  result  is  the  development  of  depen- 
dence or  habituation  of  youngsters  at  a far 
younger  age  than  would  otherwise  be  likely.” 

Dr.  Done  and  Dr.  Press  indicate  in  their 
paper  that  solvent  sniffing  may  be  the  coun- 
terpart in  the  young  child  “of  the  abuse  of 
narcotics,  alcohol,  or  LSD  in  older  indivi- 
duals.” 


Enumerating  results  of  studies  conducted 
to  characterize  solvent  sniffers,  and  to  assess 
the  importance,  potential  dangers,  and  ef- 
fectiveness of  various  control  measures,  the 
article  indicates  that  most  solvent  sniffers  are 
in  their  early  teens.  Many  more  boys  than 
girls  become  addicted  to  the  practice. 

Studies  also  reveal  that  sniffers  usually 
have  prior  histories  of  scholastic  underachie- 
vement, but  that  “intelligence  per  se  bore 
little  positive  relation  to  the  adoption  of  the 
habit.”  Further  indicated  is  “a  definite  re- 
lantionship  to  other  modes  of  delinquency, 
of  which  most  sniffers  had  long  records.” 
Emotional  deprivation  seems  to  be  the  chief 
psychosocial  factor  which  may  contribute  to 
the  habit. 

As  how  best  to  overcome  solvent  addiction, 
the  authors  recommend  “individual  and  fa- 
mily treatment  aimed  at  the  underlying  di- 
sorder.” They  indicate  that  supportive  psy- 
chotherapy individualized  to  treat  problems 
existing  in  the  psychological  make-up  of  the 
individual  or  in  his  environment  has  proven 
successful.  Group  therapy  and  improving 
family  interrelationships  and  the  child's  self- 
image  are  also  helpful.  Porcing  abstinence 
from  the  habit  by  institutionalizing  continuing 
offenders  is  of  no  lasting  value. 

Rather,  the  authors  emphasize,  “the  ap- 
proach to  the  individual  must  be  a thera- 
peutic, rather  than  a punitive  one.” 

Questioned  is  the  effectiveness  of  adopted 
or  proposed  legislation  to  control  the  prob- 
lem. 
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Dr.  Press  and  Dr.  Done  conclude  that  sta- 
tutes aimed  at  restricting  distribution  rather 
than  abuse  of  solvents  may  not  be  effective 
because  of  the  many . substances  suitable  for 
producing  intoxicating  effects. 

Legislation  restricting  distribution  of  one 
particular  product,  may  force  the  use  of  al- 
ternate substances  “which  are  potentially 
more  dangerous,”  the  authors  point  out. 

HAND  CARD  TEST  DEVELOPED 
TO  TEST  EYE  SQUINT 

A simple  hand  card  test  may  soon  enable 
parents  to  visually  screen  preschool  children 
in  their  own  homes  to  determine  early  cases 
of  amblyopia  ex  anopsia. 

Amblyopia  ex  anopsia  is  a condition  which 
results  in  loss  of  vision  in  one  eye,  and  fre- 
quently causes  crossing  of  both  eyes  or  other 
types  of  squint. 

The  card,  called  the  modified  Sjogren 
hand  card,  has  been  developed  by  the  Illinois 
Chapter  of  the  American  Academy  of  Pe- 
diatrics, the  Illinois  Department  of  Public 
Health,  and  the  Chicago  Medical  Society.  It 
is  intended  for  testing  three,  four  and  five- 
year-old  children. 

The  5/2  x 0/2  inch  card,  showing  a 
small  picture  of  a hand,  is  held  by  the  parent 
in  six  distinct  positions  in  differing  sequences 
to  insure  effective  results. 

The  child  is  asked  to  point  his  hand  in  the 
same  direction  as  the  hand  pictured  on  the 


card  at  a distance  of  three  feet,  and  again  at 
twelve  feet,  using  both  eyes,  the  right  eye 
only,  and  finally  only  the  left  eye. 

If  a child  cannot  identify  the  correct  di- 
rection in  at  least  four  of  six  positions,  he 
may  have  an  early  case  of  amblyopia  ex 
anopsia.  An  ophthalmological  examination 
would  then  be  recommended. 

Scores  are  recorded  on  a special  post  card 
and  mailed  to  the  physician. 

As  reported  in  a recent  AAP  Newsletter, 
a pilot  study  conducted  by  32  pediatricians  to 
determine  the  card’s  effectiveness,  indicated 
that  six  physicians  found  one  or  more  early 
cases  of  amblyopia  ex  anopsia  among  their 
three  and  four-year-old  patients. 

One  pediatrician  discovered  five  cases,  all 
confirmed  later  by  ophthalmologists. 

Amblyopia  ex  anopsia  affects  approxima- 
tely three  to  four  percent  of  all  children  in  the 
United  States. 

The  affected  individuals,  because  of  un- 
ilateral refractive  error  or  imbalance  of  eye 
muscles  or  both,  use  only  their  better  eye  for 
most  visual  activities. 

Frequently  these  children  can  see  well 
with  one  eye.  Poor  vision  in  the  other  is 
therefore  often  not  detected  until  tested  in 
school  at  five,  six  or  seven  years  of  age.  For 
many,  detection  at  school  age  is  too  late  for 
help. 

Copies  of  the  Sjogren  hand  card  have 
been  sent  to  all  members  of  the  AAP. 


NOTICIAS 


Locales 

COLEGIO  AMERICANO  DE  CIRUJANOS 

Durante  la  última  reunión  regular  del  Capítu- 
lo de  Puerto  Rico  del  Colegio  Americano  de  Ci- 
rujanos, el  11  de  abril  de  1967,  los  siguientes 
miembros  fueron  electos  para  dirigir  el  capítulo. 
El  Dr.  José  Sárraga,  resultó  presidente  electo  pa- 
ra el  año  1968.  El  Dr.  Roberto  Buxeda,  fue  elec- 
to secretario-tesorero.  El  presidente  para  el  año 
i en  curso,  es  el  Dr.  Héctor  Nadal,  quien  fuera 
i electo  el  año  pasado. 

RESIDENCIAS  DISPONIBLES  EN 
PSIQUIATRIA 

El  "Puerto  Rico  Institute  of  Psychiatry”  anun- 
| cia  que  a partir  del  1ro.  de  julio  de  1967,  tiene 
disponibles  dos  (2)  plazas  para  el  primer  año  de 
residencia  en  psiquiatría. 

Los  aspirantes  deberán  reunir  los  siguientes 
requisitos: 

1—  Internado  reconocido  por  el  "Council  of 
Medical  Education  of  the  American  Med- 
ical Association.” 

2—  Haber  aprobado  el  exámen  del  "ECFMG” 
si  es  graduado  de  escuelas  extranjeras. 

La  residencia  tiene  orientación  psicoanalítica, 
conlleva  un  total  de  tres  años  y está  debidamente 
acreditada  para  los  exámenes  del  "Board”  en  la 
especialidad. 

El  sueldo  estipulado  es  de  $475.00;  $525.00  y 
$575.00  para  el  primero,  segundo  y tercer  año  res- 
pectivamente. 

Para  solicitud  e información  adicional  favor 
de  dirigirse  a: 

Dr.  Ramón  Fernández  Marina 

Director  Clínico 

Puerto  Rico  Institute  of  Psychiatry,  Inc. 

Apartado  127 

Bayamón,  P.  R.  00620 

o llamar  al  teléfono  785-2510. 

LABORATORIO  PLANEADO  PARA  EL 
ESTUDIO  DE  ENFERMEDADES 
TROPICALES  TRANSMISIBLES 

Un  nuevo  laboratorio  para  el  estudio  de  la 
Bilharzia  (Schistosomiasis)  y la  Rabia  está  siendo 
planeado  para  ocupar  el  terreno  adyacente  al 


Hospital  de  Veteranos  en  Río  Piedras.  Dicho  labo- 
ratorio acrecentará  el  programa  de  investigacio- 
nes destinado  a eventualmente  erradicar  la  Bil- 
harzia de  Puerto  Rico  y de  otros  países  tropica- 
les del  mundo.  Los  arquitectos  de  este  proyecto 
son  Reed,  Torres,  Bauchamp,  Marvel  de  Río  Pie- 
dras, Puerto  Rico. 

El  Centro  Nacional  de  Enfermedades  Trans- 
misibles de  Atlanta,  Georgia  operará  y supervi- 
sará este  nuevo  centro  de  investigación  que  con- 
tará con  laboratorios,  cuartos  para  animales,  sa- 
lones de  adiestramiento,  una  biblioteca  y oficinas. 
Próximo  al  edificio  principal  se  situarán  canales 
y tanques  destinados  al  estudio  ambiental  de  ca- 
racoles que  actúan  como  huéspedes  de  la  Bilhar- 
zia durante  parte  de  su  desarrollo. 

FELLOWSHIPS  IN  CARDIOLOGY 

The  Cardiology  Section  of  the  Department  of 
Medicine  of  University  Hospital,  has  a fellowship 
program  in  Cardiovascular  Diseases  for  the  year 
1967-68. 

This  training  includes  experience  in  electro- 
cardiography, vecto  and  phonocardiography  and 
cardiac  catheterization,  as  well  as  in  the  clinical 
and  surgical  aspects  of  cardiology. 

Requisites  for  the  same  are  to  have  complet- 
ed at  least  two  years  of  approved  training  in  the 
specialty  of  Internal  Medicine.  Stipends  will  vary 
according  to  year  of  training  and  experience. 

Interested  individuals  may  contact  the  Depart- 
ment of  Medcine  of  University  Hospital. 

REUNIONES 

Julio  7 — Seminario  auspiciado  por  la  Sección 
de  Medicina  Industrial  de  la  AMPR. 

13-16  de  julio  — Convención  semianual  de  la  Aso- 
ciación Médica  de  Puerto  Rico,  en  Ponce. 

15  de  julio  — Segunda  reunión  de  la  Cámara  de 
Delegados  de  la  AMPR,  en  Ponce. 

Nacionales 

AMERICAN  MEDICAL  ASSOCIATION 
MEETINGS 

June  3-4  — Conference  Committee  on  Graduate 
Education  in  Surgery,  Department  of  Medical 
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Education,  Chicago,  111.,  Drake  Hotel,  8:30  a.m. 

June  6 — Residency  Review  Committee  for  Oph- 
thalmology, Department  of  Graduate  Medical 
Education,  New  York  City,  N.Y.,  Waldorf  Ho- 
tel, 10:00  a.m. 

June  15-17  — Board  of  Trustees,  Atlantic  City, 
N-  J. 

June  16-18  — Council  on  Medical  Service,  Atlantic 
City,  N.J. 

June  17-22  — Council  on  Scientific  Assembly,  At- 
lantic City,  N.J. 

June  18  — Council  on  Legislative  Activities,  At- 
lantic City,  N.J.,  Haddon  Hall. 

June  18  — AMA-ASHA  9th  Annual  Pre-conven- 
tion Session  and  School  Health,  Department  of 
Health  Education,  Atlantic  City,  N.J.,  Chalfote- 
Haddon  Hall,  7:30  p.m. 

June  18-22  — AMA  Annual  Convention,  Atlantic 
City,  N.J. 

June  20  — Residency  Review  Committee  for  Gew- 


eral  Practice,  Department  of  Graduate  Medical  I 
Education,  Atlantic  City,  N.  J..  9:00  a.m. 

June  22-23  Council  on  Foods  and  Nufrition,  Atlan- 
tic City,  N.  J. 

July  20  — AMA  Interspecialty  Committee,  Chicago, 

111.,  AMA  Headquarters,  Board  Conference 
Room,  9:00  a.m.  — 5:00  p.m. 

Aug.  12-13  Council  on  Legislative  Activities,  Wash-  I 
ington,  D.  C.,  Madison  Hotel. 

SEGUNDO  CONGRESO  PANAMERICANO 
DE  NEUROLOGIA 

El  Segundo  Congreso  Panamericano  de  Neuro-  ^ 
logia  se  celebrará  en  el  Hotel  San  Jerónimo,  San  L 
Juan,  Puerto  Rico,  del  22  al  28  de  octubre  de 
1967,  bajo  la  presidencia  del  Dr.  Luis  P.  Sánchez 
Longo.  Este  Congreso  es  auspiciado  por  el  Estado 
Libre  Asociado  de  Puerto  Rico,  la  Universidad  de 
Puerto  Rico  y la  Federación  Mundial  de  Neurología. 

Para  mayor  información,  favor  de  dirigirse  a la 
Dra.  Rosa  E.  Fiol,  Apartado  10306,  Caparra  Heights, 
Puerto  Rico  00922.  f 


Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones : 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 

I cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Artículos  referentes  a resultados  de 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

f d)  Artículos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar 

| como  una  nota  al  calce. 

' g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferenbia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografias  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  numeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j)  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (artículo  de  revista). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the, 
following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s)  ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrograph 
should  be  submitted  as  glossy  prints,  unmount 
ed.  Drawings  and  graphs  should  be  made  ii 
black  ink  on  white  paper.  All  illustration, 
should  be  numbered  (Arabic)  and  the  to¡ 
indicated.  A legend  should  be  given  for  each 

j)  References  should  be  numbered  seriallj 
as  they  appear  in  the  text.  The  following  forrr 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


ANUNCIOS 


RESIDENCY  IN 

"The  position  of  Resident  in  Physical  Medicine 
and  Rehabilitation  is  available  at  the  San  Juan 
Veterans  Administration  Hospital.  The  residency 
program  is  affiliated  with  the  School  of  Medicine 
of  the  University  of  Puerto  Rico  and  with  various 
teaching  rehabilitation  centers  in  the  United  States 
of  America.  A physician  who  has  been  in  general 
practice  for  more  than  four  years  or  who  has 
completed  an  approved  one  year's  residency  in  any 
other  medical  or  surgical  specialty  may  be  eligible 


PHYSICAL  MEDICINE 

to  receive  one  year’s  credit  towards  his  complete 
clinical  training,  which  is  three  years.  A careei 
residency  training  program  is  available  to  those 
physicians  who  have  completed  their  Obligated 
military  service  in  the  Armed  Forces  of  the  United 
States  of  America. 

For  further  information  contact  Herman  J.  Flax 
M.D.,  Chief,  PM&R  Service,  San  Juan  Veteran; 
Administration  Center,  520  Ponce  de  León  Avenue 
San  Juan,  Puerto  Rico  (00901) , Telephone  782-2830 


BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico 
esta  semana.  Sea  humanitario.  Done  sus  ojos. 
Envíe  su  contribución. 

MEDICAL  TECHNICIAN 
Trained  at  Frankford  Hospital  School  of  Me- 
dical Technology  in  Philadelphia,  Pennsylvania. 
Contact  Miss  Sheryl  Stiber,  11  Betances  St.,  Floral 
Park,  Hato  Rey,  765-4845. 


When  further 
antihypertensive 
action  is  needed  . . . 
Enduronyl  once-daily 
offers  economy  with 
minimal  rauwolfia 
side  effects. 


Enduronyl’s  two  components— 
Enduron®  and  Harmonyl®  — 
possess  a reciprocal  action.  Com- 
bined, they  lower  high  blood 
pressure  further  than  either 
alone.  Systolic  and  diastolic  pres- 
sures are  significantly  reduced. 


ENDURONYL® 


METHYCLOIHIAZIDE  AND  DESEflPIDINE 


Enduronyl  is  recommended  at 
just  one  dose  daily.  Compared  to 
usual  multidose  thiazide-rauwol- 
fia  regimens,  this  means  a sub- 
stantial economy  for  your  pa- 
tients. Literature  is  available 
from  your  Abbott  representative. 

Each  tablet  contains  5 mg.  of 
Enduron  and  0.25  mg.  of 
Harmonyl.  In  bottles  of  20  and  100 
grooved  tablets. 


ABBOTT  LABORATORIES  PUERTO  RICO,  INC. 

BOX  7278  BO.  OBRERO  STA.  • CALLE  CAYEY  ESQ.  WM.  JONES 
MARTIN  PEÑA-PARADA  . SANTURCE,  P.R. 
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needed  actions 

in  a single  tablet! 


when  allergy  patients  need  more  than  an  antihistimine 


1.  CHLORPHENIRAMINE 

possesses  marked  anti-allergic  effect 

2.  RACEPHEDRINE 

decongests  swollen  tissues 

3.  PHENYLTOLOXAMINE 

allays  patient  anxiety 

Supplied:  Algic  - S A. — bottles  of  50  tablets  (scored).  Each  tablet 
contains:  Phenyltoloxamine  Citrate  100  mg.,  Racephedrine  HCL  60 
mg.,  Chlorpheniramine  Maleate  6 mg. 

ALGIC  — in  a non-sustained  action  tablet  is  also  available  — bottles 
of  100  (scored).  Each  tablet  contains  Phenyltoloxamine  Citrate  50  mg., 
Racephedrine  HCL  30  mg.,  Chlorpheniramine  Maleate  3 mg. 

Dosage:  Adults:  I tablet  Algic  - S.  A.  q.8h.;  I to  2 Algic  tablets  q.4h. 
Children:  1/2  the  adult  dose. 

Precaution:  Use  with  care  in  hypertension,  hyperthyroidism,  diabetes, 
heart  disease,  prostatic  hypertrophy,  and  glaucoma.  Occasional  side 
effects:  Drowsiness,  gastrointestinal  distress,  headache,  vertigo,  xero- 
stomia and  restiveness.  If  side  effects  occur,  reduce  dosage  or 
discontinue. 


as  an  aid  for  reducing  the  frequency  of  episodes  in 

VERTIGO  ASSOCIATED 
WITH  MENIERE’S  SYNDROME 

in  those  patients  with  a high  frequency  of  vertiginous  episodes 


INDICATIONS: 

Therejs  some  evidence  suggesting  that  SEBC  (Betahistine  Hydrochloride)  may 
reduce  the  frequency  of  episodes  of  vertigo  associated  with  Meniere’s  syn- 
drome in  some  patients.  Clinical  studies  designed  to  evaluate  the  efficacy  of 
SERC  (Betahistine  Hydrochloride)  have  been  concerned  only  with  a small  portion 
of  the  clinical  spectrum  of  Meniere’s  syndrome.  Such  a sub-group  of  patients 
have  been  characterized  by  a high  frequency  of  vertiginous  episodes  ranging 
from  one  a day  to  once  per  two  weeks.  An  inference  of  efficacy  with  respect 
to  the  larger  population  of  Meniere's  syndrome  which  is  characterized  by 
occasional  episodes  of  vertigo  cannot  be  made. 

No  inference  can  be  made  from  available  data  that  SERC  (Betahistine  Hydro- 
chloride) has  any  role  in  the  prophylaxis  and/or  treatment  of  tinnitus  and/or 
decreased  auditory  acuity  found  in  Meniere's  syndrome.  In  addition,  it  has  not 
been  demonstrated  that  the  use  of  SERC  (Betahistine  Hydrochloride)  influences 
the  future  course  of  a given  patient  with  respect  to  the  subsequent  need  for 
surgical  procedures  directed  at  ameliorating  incapacitating  vertigo. 

The  safety  and  efficacy  of  SERC  (Betahistine  Hydrochloride)  in  the  treatment 
of  vertigo  associated  with  cerebral  arteriosclerosis  and  vertigo  associated  with 
other  disease  states  have  not  been  established. 

CONTRAINDICATIONS: 

In  several  patients  with  a history  of  peptic  ulcer,  there  has  been  an  exacerba- 
tion of  symptoms  concomitant  with  the  use  of  SERC  (Betahistine  Hydrochloride). 

Although  there  are  no  confirmatory  data  with  respect  to  a drug  cause-and- 
effect  relation,  it  is  recommended  that  the  drug  be  contraindicated  in  patients 
with  active  peptic  ulcer.  This  finding  would  be  in  keeping  with  SERC’s  (Beta- 
histine Hydrochloride)  hypothesized  histamine-like  activity,  for  histamine  is  a 
powerful  gastric  secretagogue. 

Patients  with  pheochromocytoma  should  be  treated  with  care. 

WARNINGS: 

The  possibility  of  a drug-induced  exacerbation  of  a peptic  ulcer  (see  Contra- 
indications’ section)  should  be  kept  in  mind  when  the  administration  of  SERC 
(Betahistine  Hydrochloride)  is  being  considered  for  a patient  with  a prior  history 
of  peptic  ulcer.  Although  this  drug  has  not  been  demonstrated  to  exert  a hyper- 
sensitivity effect,  the  possibility  of  an  idiosyncratic  reaction  should  be  con- 


sidered and  as  with  all  new  drugs,  all  patients  should  be  followed  carefully 
during  and  after  drug  administration.  Although  clinical  intolerance  to  SERC 
(Betahistine  Hydrochloride)  by  patients  with  bronchial  asthma  has  not  been 
demonstrated,  caution  should  be  exercised  in  these  individuals  since  clinical 
experience  is  inadequate  at  this  time  to  establish  safety  of  use 
USE  IN  PREGNANCY: 

Safety  of  SERC  (Betahistine  Hydrochloride)  in  pregnancy  has  not  been  estab- 
lished. Therefore,  its  use  in  pregnancy,  lactation,  or  in  the  child-bearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  child.  Animal  reproductive  studies  with  rats  have 
not  shown  any  adverse  effects. 

PRECAUTIONS: 

In  the  absence  of  studies  determining  whether  there  is  an  interaction  between 
this  histamine-like  drug  and  antihistamine  agents,  it  is  recommended  that  SERC 
(Betahistine  Hydrochloride)  not  be  used  concurrently  with  antihistamine  agents. 
ADVERSE  EFFECTS: 

Occasional  patients  have  experienced  nausea  and  headache. 

DOSAGE: 

The  usual  adult  dosage  has  been  one  tablet  (4  mg.)  administered  orally  two  to 
four  times  a day.  The  dosage  has  ranged  from  two  tablets  per  day  to  eight 
tablets  per  day.  No  more  than  eight  tablets  are  recommended  to  be  taken  in 
any  one  day.  SERC  (Betahistine  Hydrochloride)  has  not  been  evaluated  in  the 
pediatric  age  group  and  therefore  is  not  recommended  for  use  by  children. 
As  with  all  drugs  SERC  (Betahistine  Hydrochloride)  should  be  kept  out  of  reach 
of  children. 

HOW  SUPPLIED: 

Scored  tablets  of  4 mg.  each  in  bottles  of  100  tablets. 

CAUTION: 

Federal  law  prohibits  dispensing  without  prescription. 


UNIMED,  IIMC. 

MORRISTOWN.  NEW  JERSEY 


4MA  '116th  Annual  Convention- ^Atlantic  City,  New  Jersey • June  18-22 ,1967 


Come  to  Atlantic  City — one  of  America's  favorite  by-the-sea  playgrounds — and 
join  your  colleagues  at  the  AMA's  116th  ANNUAL  CONVENTION! 

Fine  hotels  and  motels,  excellent  restaurants,  plus  all  the  advantages  of  a lively 
resort  make  this  year's  Convention  a must  for  you  and  your  family.  Atlantic  City 
provides  a superb  setting  for  a summer  classroom  and  all  the  latest  techniques 
of  modern  medicine.  Plan  to  be  one  of  the  participants  in  this  rewarding  four 
day  postgraduate  education  program. 

• Four  general  scientific  sessions  • 23  section  programs  • 575  scientific  and 
industrial  exhibits.  Lectures,  panel  discussions,  motion  pictures,  and  color  tele 
vision.  Plan  to  attend — continue  your  postgraduate  education. 

RESERVE  NOW  for  the  SCIENTIFIC  AWARDS  DINNER  in  honor  of  the  Scientific 
Award  Winners — Wednesday,  June  21,  1967.  Since  space  is  limited,  we  suggest 
you  make  your  reservations  before  June  1,  1967.  Tickets  are  $10.00  each,  pay- 
able in  advance. 

See  JAMA  May  8,  1967  for  complete  scientific  program — forms  for  advance 
registration  and  hotel  accommodations. 
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DBI-TD  Lowers  Blood  Suga 

in  a UniqueWay 


DBI-TD  acts  independently  of  the  pancreatic  islet  cells  to 
promote  increased  glucose  utilization  in  skeletal  muscle.1' 
Endogenous  insulin,  which  is  often  present  in  excess 
in  the  overweight  stable  adult  diabetic,3'4  is  apparently 
inefficient  in  transporting  glucose  into  skeletal  muscle.5,4 
DBI-TD  may  supplement  the  action  of  endogenous 
insulin  and  compensate  for  its  physiologic  inefficiency 
with  respect  to  glucose  utilization  in  muscle.1'2,6 


CONCLUSION:  DBI-TD  acts  directly  to  enhance  muscle 
glucose  utilization,  whereas  sulfonylureas  appear  to 
depend  upon  a supply  of  insulin  releasable  from 
the  patient’s  pancreas  for  their  hypoglycemic  effect. 
Unlike  injected  insulin  orthe  endogenous  insulin 
released  under  the  stimulus  of  the  sulfonylureas, 
DBI-TD  does  not  promote  the  conversion  of  glucose 
to  fat  or  prevent  the  mobilization  of  fatty  acids 
from  the  adipose  tissue  depots  of  the  body. 


This  is  Why  DBI-TD 
should  be  your 
Drug  of  First  Choice 


for  Most  Stable 
Adult  Diabetics 

who  are  overweight 


THE  FRANCIS  A.  COUNTWAY 

library  of  medicine 

PAQTOM 
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and  diet-unresponsive 


DBI-TD 


(phenformin  HCI) 


timed-disintegration  capsules  50  mg. 


ALONE  among  oral  hypoglycemic  agents... 
provides  more  benefits  for  most  stable  adult  diabetics 

■ Lowers  blood  sugar 

■ Increases  muscle  glucose  utilization 

■ Reduces  insulin  oversecretion 


Promotes  gradual  weight  loss* 


"Although  anorexia  has  been  suggested  as  a possible  basis 
for  weight  loss,  controlled  studies  do  not  support  this.  In 
nondiabetic  subjects  who  are  overweight,  comparable  doses 
of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar. 


Dosage:  1 to  3 capsules  daily 
Side  Effects:  Gastrointestinal, 
occurring  more  often  at 
higher  dosage  levels,  abate 
promptly  upon  dosage  reduc 
tion  or  temporary  withdrawal. 
Precautions:  Occasionally  an 
insulin-dependent  patient  will 
show  “starvation"  ketosis 
etonuria  without  hyperglycemia)  which  must  be  differentiated 
n “insulin  lack”  ketosis  which  is  accompanied  by  acidosis, 
I treated  accordingly.  Lactic  acidosis  has  been  reported  in 
idiabetics  and  diabetics  treated  with  insulin,  with  diet,  and 
i DBI.  Question  has  arisen  regarding  possible  contribution 
9BI  to  lactic  acidosis  in  patients  with  renal  impairment  and 
temia  and  also  those  with  severe  hypotension  secondary  to 
ocardial  or  bowel  infarction.  Periodic  B U N.  determination 
iuld  be  made  when  DBI  is  administered  in  the  presence  of 
onic  renal  disease.  DBI  should  not  be  used  when  there  is 
tificant  azotemia.  Any  cardiovascular  lesion  that  could  result 
severe  or  sustained  hypotension,  which  may  itself  lead  to 


development  of  lactic  acidosis,  should  be  considered  cause  for 
immediate  discontinuation  of  DBI  at  least  until  normal  blood 
pressure  has  been  restored  and  is  maintained  without  vaso- 
pressors. Should  lactic  acidosis  occur  from  any  cause,  vigorous 
attempts  should  be  made  to  correct  circulatory  collapse,  tissue 
hypoxia,  and  pH.  Contraindications:  Severe  hepatic  disease, 
renal  disease  with  uremia,  cardiovascular  collapse.  Not  recom- 
mended without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved, 
use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided 
Also  available:  DBI  tablets  25  mg.  Consult  product  brochure. 
References:  1.  Butterfield,  W.J.H.  and  Whichelow,  M.J .:  Diabetes 
11:281,  1962.  2.  Searle,  G.L.  and  Cavalieri,  R.R.:  Presented  at 
26th  Ann  Meet.  Amer.  Diabetes  Ass.,  Chicago,  June  25-26, 
1966.  3.  Yalow,  R.S.  and  Berson,  S.A.:  Diabetes  9:254,  1960. 
4.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963.  5.  Gundersen, 
K.  and  Antoniades,  H.:  Proc.  Soc.  Exp.  Biol.  Med.  104:411,  1960. 
6.  Williams.  R.H.:  Textbook  of  Endocrinology,  Ed  3,  Philadel- 
phia, Saunders,  1962. 
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SUCCINATO  DE 

CHLOROMYCETIN 

• Terapéutica  antibiótica  parentérica 

• Muy  soluble  en  líquidos  para  administración 
parentérica 

• Muy  bien  tolerado  en  el  sitio  de  la  inyección 
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Mow  Available 


New 

BECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE 
300mg  FILM  COATED  TABLETS 


It’s  made  for  b.i.d. 

More  and  more  physicians  are  takingthe  option 
of  b.i.d.  dosage  with  DECLOMYCIN...so  stock 
this  new  dosage  form  they’ve  been  asking 
for.  Remember. . .when  doctors  write  tor  new 
DECLOMYCIN  300  mg  tablets  it  means... 

One  mid-morning  One  mid-evening 

the  total  daily  dosage  requirement  and  schedule  for  adults 

Effective  in  a wide  range  of  everyday  infections  vaginitis,  dermatitis,  overgrowth  of  nonsuscepti-  exposure  and  at  low  dosage),  patient  should  be 
— respiratory,  urinary  tract  and  others— in  the  ble  organisms,  tooth  discoloration  (if  given  dur-  warned  to  avoid  direct  exposure.  Stop  drug  im- 
young  and  aged— the  acutely  or  chronically  ill  ing  tooth  formation)  and  increased  intracranial  mediately  at  the  first  sign  of  adverse  reaction, 
—when  the  offending  organisms  are  tetracy-  pressure  (in  young  infants).  Also,  very  rarely,  It  should  not  be  taken  with  high  calcium  drugs 
clme-sensitive.  anaphylactoid  reaction.  Reduce  dosage  in  im-  or  food;  and  should  not  be  taken  less  than  one 

Side  effects  typical  of  tetracyclines  include  paired  renal  function.  Because  of  reactions  to  hour  before,  or  two  hours  after  meals, 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  artificial  or  natural  sunlight  (even  from  short  Tablets:300mgof  demethylchlortetracycline  HCI. 
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CHYMAR 

(Proteolytic  enzymes,  hydrocortisone  and  neomycin) 

Ointment 


Many  skin  infections  lie  hidden  under  crusts, 
debris  and  necrotic  tissue.  CHYMAR®  Oint- 
ment provides  a powerful  enzyme  formula- 
tion which  breaks  down  this  natural  barrier 
and  ensures  full  penetration  of  the  hydro- 
cortisone and  neomycin  for  rapid  and  effec- 
tive anti-inflammatory  and  antibiotic  action. 


The  water-miscible  base  in  CHYMAR  Oint- 
ment also  promotes  maximum  release  of  its 
therapeutic  agents  at  the  site  of  the  infection. 

CHYMAR  Ointment  is  most  effective  for 
comprehensive  topical  treatment  of  all  in- 
fected and  inflammatory  skin  lesions. 

R Supplied  ir  1/6  oz.  tubes. 


Why  the  Enzymes? 


¡PIENSE  EN  EL  DIA  MENOS  PENSADO! 

¿QUIEN  LE  ASEGURA  QUE  UN  ACCIDENTE  O ENFERMEDAD  NO  LE  OCASIONARA  UN  DESCALABRO  ECONOMICO? 

LA  SSS  LE  ASEGURA  PROTECCION  A SU  SALUD  ..¡Y  A SU  PRESUPUESTO! 


La  SSS  —Seguros  de  Servicios  de  Salud—  es  la  más  completa  protección  médica 
para  personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una 
módica  prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  al  momento 
todos  los  servicios  indispensables  con  el  médico,  hospital  o laboratorio  de  su 
selección.  La  SSS  pone  a su  disposición  to- 
das las  ventajas  de  la  medicina  privada,  a tra- 
vés de  1056  médicos  participantes,  34  hospi-l 
tales  y 65  laboratorios.  Algunos  de  nuestros' 
planes  incluyen  hasta  servicios  dentales,  con 
269  dentistas  asociados.  Para  más  detalles, 
llene  el  cupón  que  publicamos  aquí  y envíelo 
a la  dirección  que  aparece  en  el  mismo.  Tam- 
bién puede  visitar  nuestras  oficinas  o lla- 
mar a los  teléfonos  765-3232  en  San  Juan, 

842-7367  en  Ponce. 


SSS,  Apartado  3628 
G.  P.  O. 

San  Juan,  P.R.  00936 
Señores: 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 
sus  beneficios  para  mí. 

NOMBRE  

DIRECCION  


(Calle  y número,  o apartado) 
CIUDAD  O PUEBLO  ZIP  CODE  


LA  SSS  LE  DA  TRIPLE  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 


When  breast  feeding  is  not  feasible  . . . 

SI  Ml  LAO 

a close  nutritional  equivalent  to  the 
milk  of  a healthy,  well-nourished  mother 


The  proportions  of  fat,  lactose  and  protein  in  Similac  are  close  to  breast 
milk.  Vitamins  are  built  in.  Exceptional  digestibility  assures  minimum  upset. 
Stooling  resembles  that  of  breast-fed  infants. 

An  ideal  only  feeding,  from  birth  to  weaning.  A supplement  when  mother’s 
milk  supply  is  short,  or  she  needs  an  uninterrupted  night’s  sleep. 

Also:  Similac  With  Iron®— when  iron  supplementation  is  indicated. 


ABBOTT  LABORATORIES  PUERTO  RICO,  INC. 

BOX  7278  BO.  OBRERO  STA.  • CALLE  CAYEY  ESQ.  WM.  JONES 
MARTIN  PEÑA  PARADA  . SANTURCE,  P.R. 


USTED  PUEDE  CONFIAR  EN  ELLA... 


La  LECHE  EVAPORADA  CARNATION  ha  sido  usada  por  gene- 
raciones en  Puerto  Rico  por  su  probada  reputación,  calidad 
y frescura.  La  LECHE  EVAPORADA  CARNATION  significa  bebés 
fuertes  y saludables. 


THE  ASCENDANCY  OF  ADVERSE 
DRUG  REACTIONS 


William  S.  Middleton,  MD. 


“Man  differs  from  his  fellow  creatures  in 
his  belief  in  and  desire  for  drugs,”  thus  wrote 
William  Osier,  the  therapeutic  nihilist.  Time 
has  not  altered  his  characterization,  unless  it 
be  to  substitute  ‘demand’  for  ‘desire.’  Of  ne- 
cessity, the  origins  of  medicinal  ventures 
among  primitive  people  were  strictly  empiric. 
Superstition  and  mysticism  prevailed  in  all 
circles.  Magic  and  supernatural  forces  were 
invoked  in  explanation  of  illness  and  the 
restoration  of  health.  Evil  spirits  were  ex- 
orcised and  kindly  gods,  propitiated  by  sacri- 
fices and  votive  offerings.  Undoubtedly,  the 
observation  of  the  reactions  of  domestic  ani- 
mals to  the  ingestion  of  various  plants  led  to 
human  trials  of  such  vegetable  matters. 
Hence,  a majority  of  drugs  of  an  earlier 
period  were  from  the  flora  of  the  land  and 
explorations  inevitably  directed  attention  to 
new  sources  of  potent  medicinal  plants.  The 
herbáis  of  the  15th,  16th,  and  17th  centuries 
bear  eloquent  testimony  to  the  dominance  of 
galenicals  and  to  the  artistry  of  printing  of 
that  period.  Certain  illustrated  and  illuminat- 
ed volumes  of  this  nature  are  collectors’  items 
of  great  value. 

One  of  the  most  interesting  concepts  of 
drug  action  of  the  early  period  is  embodied 
in  the  doctrine  of  signatures.  According  to 

From  the  Veterans  Administration  Hospital, 
Madison,  Wisconsin.  Being  in  substance  the  pres- 
entation given  before  the  staff  of  the  Veterans 
Administration  Hospital,  San  Juan,  Puerto  Rico, 
September  8,  1966. 


its  tenets,  the  leaf,  flower  or  root  that  resem- 
bled the  given  human  organs,  possessed  the 
properties  to  combat  diseases  of  such  parts. 
Ginseng  is  an  amazing  survivor  of  this  theory. 
Since  its  roots  at  times  resemble  the  male 
genitalia,  they  are  presumed  to  possess  un- 
usual virtue  in  restoring  virility.  Indeed,  until 
recent  years,  ginseng  was  cultivated  in  Wis- 
consin for  exportation  to  China  for  this  pur- 
pose. Yet  to  offset  an  assumed  sense  of  supe- 
riority, we  must  pause  to  consider  the  havoc 
lately  raised  in  high  circles  by  the  exploitation 
of  krebiozen.  Still  more  difficult  to  compre- 
hend is  the  widespread  acceptance  of  Jarvis’ 
“Folk  Medicine”  in  our  day.  His  sovereign 
remedy,  honey  and  vinegar,  had  been  admin- 
istered by  Hippocrates  twenty-four  hundred 
years  ago,  and  had  been  discarded  centuries 
ago. 

Singularly  three  of  the  sheet-anchors  of 
therapeutics,  opium,  quinine,  and  digitalis, 
are  of  vegetable  origin.  The  medicinal  value 
of  opium  was  known  in  ancient  China  and 
attempts  to  trace  its  origin  have  been  fruit- 
less. Quite  dramatic  was  the  introduction  of 
quinine  into  medical  practice.  The  wife  of  a 
member  of  the  diplomatic  corps  to  Peru,  the 
Countess  of  Cinchón,  fell  ill  of  the  prevailing 
fever  in  1620.  She  responded  to  a concoction 
of  the  Peruvian  bark,  which  was  introduced 
into  European  medicine  by  the  Jesuit  priests 
(1652).  Its  use  there  was  limited  by  the 
bigotry  of  adherents  to  other  religious  creeds. 
The  advent  of  digitalis  in  the  armamentarium 
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of  regular  practitioners  is  the  oft  told  tale  of 
the  successful  treatment  of  dropsy  by  a wom- 
an herb  doctor  in  Shropshire,  England. 
When  William  Withering  studied  the  twenty- 
constituents  of  her  concoction,  he  decided 
that  only  foxglove  (digitalis)  could  possess 
any  potency.  After  an  extended  study  over 
a period  of  10  years,  he  published  his  clas- 
sical “An  Account  of  the  Foxglove”  in  1785, 
that  remains  a remarkable  source  reference 
to  this  day. 

From  the  onset  in  each  instance  of  these 
new  drugs,  their  possible  adverse  by-effects 
became  apparent  and  with  experience  this 
knowledge  became  commonplace.  The  nau- 
sea, vomiting,  constipation  and  respiratory 
depression  dependent  on  opium  were  observ- 
ed. Tinnitus,  vertigo,  and  deafness  at  times 
attended  the  use  of  quinine.  Anorexia,  nausea, 
vomiting,  diarrhea,  slowing  of  the  heart, 
arrhythmia,  yellow  vision,  and  cerebral  dis- 
turbances occurred  in  certain  patients  receiv- 
ing digitalis.  Then  too,  the  halogen  deriv- 
atives that  were  later  introduced  into  human 
therapy,  had  conspicuous  adverse  effects. 
Bromides  led  to  an  acneform  eruption  in 
certain  patients.  More  serious  manifestations 
of  bromism  included  severe  depression  and 
toxic  psychosis.  Iodides,  at  times,  led  to  saliva- 
tion and  swelling  of  the  salivary  glands. 
In  others,  iodism  was  expressed  in  acne  over 
the  face  and  shoulders.  Silver,  at  one  time 
used  internally,  occasionally  left  its  permanent 
mark  in  a slate  blue  pigmentation  of  the  skin, 
argyria.  Hence,  from  varied  experiences  with 
widely  diversified  therapeutic  agents  came  a 
natural  caution  in  therapy;  but,  at  times,  the 
physician  was  so  intent  on  the  primary  target 
of  his  treatment  as  to  overlook  the  ricochet. 

An  interesting  example  of  the  hazards  of 
newer  procedures  is  encountered  in  the  rising 
tide  of  blood  transfusion.  The  early  techniques 
of  matching  the  donor’s  and  the  recipient’s 


blood  were  rather  gross.  Hence,  incompatibil- 
ities with  febrile  and  hemolytic  reactions  were 
not  uncommon.  With  the  latter,  lower  neph- 
ron nephrosis  proved  fatal  in  a majority  of 
instances.  The  occasional  transmission  of  ma- 
laria is  exemplified  by  the  following  instance: 
A child  received  the  transfusion  of  500  ml  of 
blood  from  one  of  our  interns.  Ten  days  later 
the  child  had  the  classical  sequence  of  chill, 
fever,  and  sweat.  The  Plasmodium  vivax  was 
demonstrated  in  the  recipient’s  blood,  al- 
though she  had  never  been  beyond  the  bound- 
aries of  Wisconsin.  A careful  history  of  the 
donor  disclosed  no  suggestive  recent  illness. 
Furthermore,  he  had  left  Italy  19  years  be- 
fore. Hence,  a latency  of  this  duration  must 
have  existed  before  he  had  served  as  a donor 
of  the  offending  blood.  In  an  emergency,  the 
matched  blood  of  an  available  donor  was 
transfused  without  the  usual  precaution  of 
serologic  tests.  The  recipient  developed  florid 
secondary  syphilis  and  a belated  check  of  the 
donor  disclosed  positive  serologic  tests  for 
the  same.  An  out-of-court  settlement  of 
$10,000  against  the  physician  was  arranged. 

Infectious  hepatitis  was  one  of  the  most 
serious  sources  of  manpower  attrition  in  the 
United  States  Army  in  World  War  II.  In  the 
European  Theater  of  Operations  there  were 
22,200  cases  of  hepatitis.  A majority  of  these 
were  homologous  serum  hepatitis  and  the 
source  was  certain  batches  of  yellow  fever 
vaccine.  The  contaminant  in  the  vaccine  was 
the  human  serum  used  as  a diluent.  From 
the  experience  in  military  medicine  and  re- 
search initiated  at  that  time  has  stemmed  a 
wealth  of  information  regarding  infectious  or 
viral  hepatitis.  Although  the  histopathology 
of  the  liver  in  IH  and  SH  hepatitis  is  indistin- 
guishable, they  obviously  represent  distinct, 
if  related,  entities.  Our  present  consideration 
does  not  include  their  distinguishing  details. 
Suffice  it  to  say  that  the  virus  of  homologous 
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serum  hepatitis  can  be  transmitted  only  paren- 
terally  and  that  minute  quantities  of  infected 
blood  or  blood  products  (0.00004  ml)  are 
capable  of  inducing  the  disease.  Hence,  while 
in  civilian  practice  the  transfusion  of  contam- 
inated blood  is  the  commonest  source  of 
this  form  of  hepatitis,  the  disclosure  of  re- 
peated instances  of  the  transmission  of  this 
disorder  from  patients  with  hepatitis  to  sus- 
ceptible individuals  through  the  re-use  of 
inadequately  sterilized  needles  and  syringes 
has  alerted  the  medical  and  nursing  profes- 
sions to  their  responsibility  in  this  direction. 
Unquestionably,  this  hazard  was  a major 
factor  in  the  introduction  of  disposable  nee- 
dles and  syringes. 

With  scientific  advances  an  experimental 
approach  naturally  replaced  the  traditional 
empiricism  in  drug  study  and  trial.  The  way 
upward  has  been  neither  direct  nor  easy. 
After  new  drugs  have  been  carefully  screened 
for  their  pharmacologic  and  toxic  action  by 
chemical  and  animal  studies,  they  are  care- 
fully given  under  controlled  conditions  to 
human  subjects,  protected  ethically  and  legal- 
ly, to  establish  the  feasibility  of  more  extend- 
ed trials.  Only  after  such  preliminary  pre- 
cautions may  the  true  test  of  the  drug’s 
availability  be  applied.  The  experimental 
models  of  such  ultimate  tests  will  vary  under 
many  circumstances.  Ideally,  the  investigator 
would  elect  random  sampling  and  double 
blind  procedures.  With  the  human  subject, 
always  the  psychologic  effect  of  any  special 
attention  or  unusual  procedure  will  be  weigh- 
ed. The  placebo  effect  has  been  quantitated 
in  certain  studies  of  analgesic  drugs.  Certainly 
modern  science  has  evolved  more  and  more 
complex  agents  with  therapeutic  possibilities. 
To  this  pattern  Fleming  lent  the  happy 
phrase,  “tinkering  with  the  molecule.”  From 
the  very  complexity  of  their  composition,  one 
might  anticipate  more  adverse  reactions  with 


Drug  Reactions 


the  newer  drugs. 

When  the  sulfonamides  burst  on  the  the- 
rapeutic scene,  the  first  prospect  for  the  speci- 
ic  control  of  bacterial  infections  loomed  large 
(1935).  Following  quickly  on  the  announce- 
ment of  prontosil  came  the  discovery  of  the 
value  of  sulfapyridine  in  pneumococcal  infec- 
tions (1938).  Quite  early  the  serious  renal  ef- 
fects of  the  sulfonamides  in  lower  nephron 
nephrosis  led  to  caution  and  measures  to 
limit  this  hazard.  Shortly,  instances  of  vascul- 
itis attended  the  use  of  these  drugs  and  by 
experimental  studies  periarteritis  nodosa  was 
reproduced  by  them.  In  addition  to  such 
evidences  of  sensitization,  certain  drugs  of  this 
series,  sulfathiazole  in  particular,  showed  a 
singular  tendency  to  induce  erythema  nodo- 
sum. 

Scarcely  had  the  sulfonamides  established 
their  place  in  bacterial  and  other  infections, 
when  the  exigencies  of  war  and  the  persist- 
ence of  the  Oxford  group  revived  interest  in 
Fleming’s  neglected  penicillin  (1928).  Here 
given  into  the  hands  of  physicians  was  not 
only  a powerful  bactericidol  agent,  but  one 
that  early  showed  many  other  sides  of  her 
nature.  In  retrospect,  aside  from  its  benef- 
icent attributes,  on  the  debit  side  of  the 
ledger  the  advent  of  penicillin  induced  a 
radical  disruption  of  the  biologic  balance  in 
nature.  Unusual  bacteria,  fungi,  and  viruses 
emerged  as  not  infrequent  pathogens,  as  the 
growth  of  common  bacteria  was  suppressed 
by  penicillin.  Resistant  strains  of  originally 
sensitive  bacteria  thwarted  the  efforts  of  the 
uninitiated  physician.  Sensitization  to  penicil- 
lin made  itself  manifest  in  many  forms. 
Among  the  adverse  reactions  so  ascribed  are 
urticaria,  exfoliative  dermatitis,  angioneurotic 
edema,  serum  sickness,  asthma,  anaphylatic 
shock,  periarteritis  nosoda,  necrotizing  an- 
giitis, nephritis,  and  hepatic  necrosis.  It  is 
estimated  that  80  per  cent  of  the  life-threat- 


268 


Volumen  59 
Número  7 


W . S.  Middleton , AID 


ening  drug  reactions  in  the  general  hospitals  of 
this  country  are  caused  by  penicillin.  Drug 
fever  is  an  interesting  by-effect  of  penicillin 
and  other  antimicrobial  agents.  It  should  be 
suspected  when,  after  an  obviously  favorable 
response  of  an  infectious  disease  to  penicillin, 
there  is  a recrudescence  without  evidence  of 
an  extension  of  the  underlying  disease.  The 
more  timorous  young  physician  is  reluctant  to 
discontinue  a drug  to  which  the  patient  has 
obviously  responded.  Yet  if  penicillin  be  the 
cause  of  the  fever,  it  will  subside  in  12  to  36 
hours  after  its  withdrawal.  Perhaps  in  no 
other  area  is  the  physician  more  culpable  in 
the  induction  of  adverse  reactions  than  in 
antimicrobial  therapy.  The  responsibility  ex- 
tends beyond  this  point;  for  in  the  use  of 
penicillin  indiscriminately  for  diseases,  where 
there  is  no  therapeutic  indication  or  for  minor 
illnesses  when  simpler  measures  would  suffice, 
sensitization  or  bacterial  resistance  of  such 
degree  may  develop  as  to  deny  its  availability 
in  a more  serious  pass. 

One  of  the  most  unusual  of  the  adverse 
reactions  to  drugs  is  encountered  with  strepto- 
mycin and  dihydrostreptomycin.  A singular 
predilection  for  eighth  cranial  nerve  involve- 
ment is  experienced  in  a certain  percentage 
of  patients.  The  earliest  experiences  of  vertigo 
and  deafness  on  the  continued  use  of  strepto- 
mycin led  to  a shift  to  dihydrostreptomycin; 
but  the  insidious  and  delayed  onset  of  similar 
eighth  nerve  involvement  caused  its  rejection. 
The  dose  relation  of  this  adverse  reaction  to 
streptomycin  has  brought  about  careful  read- 
justments with  an  appreciable  reduction  in 
the  incidence  of  this  specific  toxic  reaction.  So 
with  the  mounting  spectrurrf-  of  new  antimi- 
crobial agents,  a longer  probationary  period 
is  observed  before  a clean  bill  of  health  is 
rendered. 

The.  most  potent  therapeutic  agents  yet 
discovered  are  the  steroids.  Predictably  with 


their  amazing  range  and  degree  of  activity, 
adverse  reactions  were  anticipated;  but  they 
still  cover  an  unusual  spectrum  of  iatrogenic 
disorders.  The  Cushingoid  features  are  cons- 
picuous. Its  details  include  the  moon-face, 
acne,  buffalo  hump  and  purple  abdominal 
striae.  Demineralization  may  lead  to  serious 
results.  A 65  year  old  white  male,  suffering 
from  ¡rheumatoid  arthritis,  was  given  corti- 
sone in  the  early  stages  of  our  study.  His  res- 
ponse was  spectacular  and?he  was  discharged 
with  instructions  to  the  referring  physician  to 
reduce  his  dosage  by  easy  decrements  to  com- 
plete withdrawal  in  10  to  14  days.  Three 
months  later  he  returned  to  the  hospital 
with  compression  fractures  of  the  11th  and 
12th  thoracic  vertebrae  and  widespread  de- 
mineralization. The  utmost  care  on  this  score 
must  be  exercised  in  any  patient  receiving 
steroids  over  a continued  period.  Particularly 
is  this  true  in  the  postmenopausal  and  elderly 
patients. 

Suppression  of  adrenal  cortical  activity 
was  originally  deemed  impossible  on  the  basis 
of  the  analogy  of  animal  experimentation;  but 
experience  has  taught  us  that  this  may  be  a 
serious  threat  from  sustained  steroid  therapy. 
Diabetes  mellitus  and  hypertension  may  de- 
velop in  certain  patients  receiving  such  drugs ; 
but  some  students  of  the  subject  maintain 
that  steroids  merely  activate  a substrate.  The 
same  division  obtains  in  peptic  ulcer  disease. 
Yet  it  is  difficult  to  escape  a causal  relation 
in  certain  instances  as  the  following:  A 15 
year  old  adolescent  boy  was  seen  in  consul- 
tation. He  suffered  from  classical  rheumatic 
fever.  Salicylates  had  been  administered  in 
full  doses.  Cortisone  was  added,  when  the 
progress  did  not  appear  satisfactory.  Gastric 
distress  with  burning  led  to  the  use  of  sodium 
bicarbonate.  Evidences  of  blood  loss  appeared 
in  weakness,  pallor,  sweating,  clammy  skin, 
running  pulse,  falling  blood  pressure  and  air 
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hunger.  The  hemoglobin  was  4 grams  per 
100  ml.  In  spite  of  heroic  measures,  the  lad 
died.  The  necropsy  disclosed  abundant  blood 
in  the  gastrointestinal  tract,  whose  source  was 
a 5 x 8 cm.  ulcer  in  the  lesser  curvature  of 
the  stomach.  In  spite  of  any  evidence  to  the 
contrary,  such  experiences  create  a mental 
hurdle  that  is  hard  to  clear.  Euphoria  is  reg- 
ularly attendant  upon  the  administration  of 
steroids.  This  circumstance  must  always  be 
weighed  in  the  balance  of  their  specific  the- 
rapeutic value.  In  susceptible  individuals  or 
those  with  some  psychological  imbalance, 
frank  psychosis  may  attend  the  use  of  steroids. 

The  steroids  sharply  depress  the  reticulo- 
endothelial system  and  antibody  formation. 
Opportunistic  infections  are  therefore  not  in- 
frequent. A classical  example  was  encountered 
in  a 68  year  old  white  male  with  Felty’s 
syndrome,  who  was  receiving  cortisone.  Upon 
his  initial  examination,  slight  tenderness  and 
some  muscle  resistance  were  established  in 
the  right  lower  quadrant  — in  addition  to 
splenomegaly  and  the  articular  changes.  On 
the  succeeding  three  days,  w’hile  there  were 
no  constitutional  symptoms,  a mass  appeared 
in  the  right  lower  quadrant.  The  temperature 
never  exceeded  98.6°  F.,  the  leukocytes, 
6,800,  and  the  erythrocyte  sedimentation  rate, 
12  mm.  in  24  hours.  At  surgery,  a retrocecal 
abscess  containing  500  ml  of  pus  was  eva- 
cuated. In  a w7ord,  the  anti-inflamatory 
action  of  cortisone  had  thrown  a velvet  cur- 
tain over  all  the  characteristic  symptoms  and 
signs  of  infection  so  as  to  mask  a dangerous 
situation. 

As  we  turn  to  certain  specific  systemic  or 
organic  effects  of  drugs,  the  hematopoietic 
system  arrests  the  attention.  A major  textbook 
could  be  written  on  this  aspect  of  the  adverse 
reactions  of  drugs.  For  many  years  phenyl- 
hydrazine  was  employed  as  a hemolytic  agent 
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in  the  treatment  of  polycythemia  rubra  vera 
(erythremia),  until  it  was  replaced  by  phle- 
botomy and  P32.  The  hemolytic  anemia  of 
quinine,  chloroquine  and  the  sulfonamides 
results  from  a singular  genetic  fault.  A defi- 
ciency in  glucose-6-phosphate  dehydrogenase 
in  the  erythrocyte  renders  these  cells  suscepti- 
ble to  hemolysis  by  the  drug.  Platelet  destruc- 
tion with  purpura  attends  the  administration 
of  sedormid  and  quinine,  among  other  drugs, 
in  sensitive  individuals.  One  of  the  most  dra- 
matic clinical  entities,  agranulocytic  angina, 
results  from  the  use  of  aminopyrine  in  pa- 
tients sensitive  to  this  drug.  Deprived  of  the 
mobile  resistance  of  the  granulocytes,  such 
patients  undergo  infection  and  ulceration  of 
all  mucous  channels,  i.e.,  mouth,  vagina  and 
rectum,  with  no  opportunity  to  man  the  de- 
fense rampants.  Within  the  past  two  years, 
a pharmaceutical  house  proposed  the  intro- 
duction of  a chemically  related  agent,  dipy- 
rone,  but  upon  representation  promptly  with- 
drew the  same. 

Aplastic  anemia  is  an  ominous,  and  for- 
tunately an  infrequent,  complication  of  drug 
therapy.  Among  the  several  responsible 
agents,  gold  has  thrice  been  responsible  in 
my  experience.  In  each  instance  exfoliative 
dermatitis  attended  the  progressive  depletion 
of  the  several  marrow  derived  elements,  i.e., 
erythrocytes,  granulocytes,  and  thrombocytes. 
While  this  experience  sounds  a warning  note, 
greater  caution  in  timing  and  dosage  of  gold 
has  protected  its  use  in  patients  with  arthritis. 
The  availability  of  BAL  (British  anti-Lewi- 
site)  affords  added  assurance  in  the  treatment 
of  toxic  reaction  to  gold.  By  the  same  token, 
the  ill-guarded  administration  of  another 
useful  drug,  chloramphenicol,  has  given  it  a 
bad  name.  A 38  year  old  Indian  woman 
had  responded  splendidly  to  the  use  of  chlo- 
ramphenicol (the  drug  of  greatest  sensitivity 
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for  the  cultured  strains)  for  the  treatment  of 
B.  proteus  pylonephritis.  Upon  discharge, 
the  referring  physician  was  advised  to  discon- 
tinue the  drug  after  one  week.  The  relighting 
of  the  infection  after  another  month  led  to 
a reinstitution  of  chloramphenicol  therapy 
with  the  early  appearance  of  a progressive 
anemia,  hemorrhagic  tendency  and  leuko- 
penia. A fatal  termination  was  speeded  by  a 
gangrenous  cholecystitis.  Among  the  changes 
incident  to  the  devastating  hematologic  ca- 
tastrophe of  chloramphenicol  reactions  are 
maturation  arrest  in  the  marrow,  vacuoliza- 
tion of  the  cells  and  modified  ferrokinetics. 
The  last  named  affords  a warning  that  may 
avert  disaster.  Since  the  erythrocytes  are  in- 
capable of  assimilating  the  iron  in  the  mar- 
row, the  excess  of  iron  in  the  circulating  blood 
is  an  early  indication  of  the  danger  ahead 
and  should  lead  to  prompt  withdrawal  of 
chloramphenicol.  Never  should  this  potent 
drug  be  used  in  minor  infections  or  in  dis- 
eases for  which  there  is  a less  toxic  and  yet 
effective  substitute. 

As  a major  denaturizing  and  detoxifying 
organ,  the  liver  feels  the  full  weight  of  cer- 
tain adverse  drug  reactions.  Jaundice  may 
attend  the  administration  of  certain  agents 
without  significant  injury  to  the  hepatic 
parenchyma.  Phenylhydrazine  by  hemolysis 
may  release  more  hemoglobin  and,  in  turn, 
more  bile  pigments  than  the  liver  can  excrete. 
Aspidium  (male  fern)  interferes  with  the 
uptake  of  bile  pigment.  The  microsomes  are 
the  seat  of  enzyme  formation  in  the  liver.  At 
this  site  novobiocin  leads  to  a disturbance  of 
biliary  conjugation  through  an  interference 
with  the  activity  of  glycuronyl  transferase. 
Gallbladder  dye  may  induce  jaundice  by 
competition  for  bile  excretion.  More  serious 
are  the  reactions  dependent  on  damage  to 
the  hepatic  parenchyma.  Chloroform,  carbon 
tetrachloride,  gold,  methyl  androgenic  hor- 


mones and  a host  of  others  fall  into  this 
category  and  their  range  of  destructive  action 
may  extend  to  irreversible  levels.  In  an  entire- 
ly different  group,  promazine  and  allied  drugs 
present  a serious  problem  in  differential  diag- 
nosis. Although  a majority  of  patients  react- 
ing adversely  to  promazine  do  so  after  con- 
tinued administration  of  the  drug,  a few 
show  symptoms  suggesting  quite  early  sensiti- 
vity. The  vague  upper  abdominal  discomfort 
with  hepatomegaly  and  sustained  or  advanc- 
ing icterus  arouses  the  suspicion  of  carcinoma 
of  the  head  of  the  pancreas  or  a silent  chole- 
lithiasis. The  histologic  changes  are  quite 
characteristic.  The  cholestasis  arises  from  a 
dysfunction  of  the  microvilli  of  the  bile 
canaliculi  as  determined  by  electron  micros- 
copy. Parenchymatous  degeneration  may  be 
of  any  degree.  In  addition  to  round  cell  in- 
filtration in  the  portal  triads  and  adjacent  to 
the  parenchymal  change,  the  eosinophilic 
reaction  is  conspicuous.  In  fact  at  times,  eosi- 
nophilia  may  appear  in  the  circulating  blood. 

While  the  kidneys  are  seriously  affected 
in  other  drug  reactions,  acetphenetidin  (phe- 
nacetin)  holds  the  present  attention.  Ap- 
parently this  drug  occupies  the  same  position 
in  self-medication  on  the  Continent  that  as- 
pirin does  in  this  country.  Unusual  renal 
changes  may  result  from  its  chronic  use. 
These  begin  with  a low  grade  pyelonephritis. 
Interstitial  changes  eventuate.  The  most  se- 
rious sequence  is  papillary  necrosis.  From  all 
reports  prodigious  quantities  of  phenacetin 
(7  kilograms)  must  be  taken  to  induce  this 
adverse  result. 

The  important  connective  tissue  system 
does  not  escape  the  by-effects  of  certain 
drugs.  The  most  spectacular  of  these  is  the 
lupus  erythematosus  disseminatus  reaction  to 
hydralazine  •(  Apresoline®) . Although  cer- 
tain arbitrary  limits  of  time  and  dosage  have 
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been  assigned  for  such  manifestations,  they 
may  appear  early  or  late.  The  complete  pic- 
ture of  the  basic  disorder  may  be  duplicated. 
The  profound  prostration  and  toxemia  are 
conspicuous.  High  fever  prevails.  The  but- 
terfly eruption  over  the  malar  eminences  and 
nose  is  seen.  Joint  involvement  rarely  exceeds 
arthralgia.  Leukopenia  and  microscopic  he- 
maturia are  common.  The  characteristic  LE 
phenomenon  is  observed  in  the  circulating 
granulocytes.  Inversion  of  the  A/G  ratio  ap- 
pears with  an  absolute  increase  in  the  gamma 
globulin.  Contrary  to  certain  students  of  the 
subject,  a pre-existent  substrate  of  potential 
lupus  erythematosus  disseminatus  is  the  ex- 
ception rather  than  the  rule.  The  withdrawal 
of  hydralazine  results  in  a prompt  subsidence 
of  all  adverse  symptoms  and  signs  in  most  af- 
fected patients.  Other  agents  as  penicillin 
and  most  recently  pronestyl  (procaine  amide) 
have  induced  like  reactions.  Singularly  there 
has  been  no  concerted  effort  to  use  this  for- 
tuitous situation  as  a model  for  the  study  of 
the  basic  pathogenesis  of  D.L.E.  With  the 
mounting  strictures  on  the  use  of  human  sub- 
jects for  such  studies,  it  would  appear  im- 
probable that  this  approach  to  the  solution 
of  an  extremely  interesting  problem  will  be 
pursued.  Of  recent  interest  has  been  the  as- 
signment of  the  responsibility  for  certain 
instances  of  retroperitoneal  fibrosis  to  methy- 
sergine  maleate  (Sansert®)  and  ergot  prepa- 
rations. 

With  more  involved  therapeutic  measures 
comes  the  necessity  for  careful  consideration 
of  their  method  of  action.  If  used  together, 
the  possible  potentiation  or  neutralization  of 


the  action  of  the  several  members  of  the 
combination  must  be  evaluated.  For  example, 
if  certain  aged  cheeses  be  eaten  by  a patient 
receiving  Parnate®,  a serious  hypertensive 
crisis  may  ensue.  Apparently  the  tyramine 
content  of  the  cheese  determines  the  reaction. 
Pressor  drugs  and  alcohol  may  have  the  same 
effect  on  patients  receiving  any  monoamine 
oxidase  inhibitor.  The  microsomes  of  the  liver 
are  the  seat  of  deamination,  hydroxylation 
and  glycuronide  formation.  By  enzyme  induc- 
tion the  metabolism  of  certain  drugs  may  be 
greatly  accelerated.  If  phenobarbital  be  given 
to  a patient  receiving  dicumarol,  the  effec- 
tiveness of  the  latter  will  be  greatly  diminish- 
ed by  its  speeded  metabolism. 

Hippocrates  struck  the  keynote  of  thera- 
peutic caution,  “If  you  can  do  no  good,  at 
least  do  no  harm.” 

Carried  one  step  further,  where  unexpect- 
ed symptoms  or  signs  develop  in  a patient, 
weigh  carefully  the  possible  effect  of  every 
drug  he  is  receiving.  If  by  any  chance,  a given 
preparation  could  be  responsible  for  the  ad- 
verse reaction,  withdraw  the  drug  and  let 
nature  give  the  answer.  A few  months  ago, 
a 66  year  old  male  presented  himself  with 
well-advanced  renal  insufficiency.  Its  basis 
was  determined  to  be  renal  calculi  with  chro- 
nic pyelonephritis.  The  serum  calcium  was 
16  mgm.  per  100  ml.  The  suspicion  of  a 
parathyroid  responsibility  was  put  at  rest 
when  the  wife  reported  that  on  a physician’s 
order,  her  husband  had  taken  50,000  units 
of  vitamin  D daily  for  17  years  for  the  treat- 
ment of  rheumatoid  arthritis. 

A word  to  the  wise! 


NATURAL  HISTORY  AND 
EVOLUTION  OF  ABSENCE 
(PETTT  MAL)  SEIZURES 


Stimulated  by  the  recommendations  of 
Professor  Preston  Robb  of  the  Neurological 
Institute  of  Montreal  in  his  report  to  the 
National  Institute  of  Neurological  Diseases 
and  Blindness  of  Bethesda,  Maryland  (1) 
suggesting  further  studies  on  the  natural 
history  of  epileptic  syndromes,  we  decided 
to  review  our  experience  with  absence  at- 
tacks. 

Pertinent  and  well  documented  data 
on  the  natural  history  and  evolution  of 
epileptic  disorders  is  a practical  need  in  order 
to  solve  many  problems  awaiting  further 
answer,  like  the  role  of  genetic  factors, 
prognosis  and  improvement  of  medical  care. 

Classical  series  like  those  of  Lennox  (2) 
and  Gibbs  & Gibbs  (3)  an  the  more  recent 
works  by  Evans  (4),  Caveness  (5)  , Metrakos 
and  Metrakos  (6-10)  and  others  have  contrib- 
ute significantly  to  the  understanding  of  the 
clinical  evolution  of  these  disorders. 

Absence  attacks  have  been  considered 
by  clinicians  in  the  past  as  a genetically 
determined  disorder  with  generally  good 
prognosis. 

Lennox  stated  that  probably  the  major- 
ity of  young  children  subject  to  metabolic 
epilepsy  or  febrile  convulsions  would  recover 
even  without  the  benefit  of  medication. 

The  general  consensus  of  opinion  would 
agree  that  a great  number  of  children  with 
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a history  of  one  or  few  seizures  will  eventual- 
ly recover,  especially  when  the  relatives  of 
epileptic  patients  are  considered  in  this 
group. 

The  comforting  opinion  that  youngster 
with  absence  attacks  will  do  well  or  even 
recover  as  they  get  older  is  no  longer  tenable. 
In  a series  of  recent  observations  11-13  it 
has  been  suggested  that  the  prognosis  of  ab- 
sence (petit  mal)  should  not  be  considered 
as  very  favorable.  In  one  of  these  reports 
(13)  brain  damage  of  recognized  etiology 
is  reported  in  10%  of  these  cases. 

This  present  communication  deals  with 
a study  of  the  natural  history,  evolution  and 
prognosis  of  31  cases  of  absence  from  the 
out  patient  department  of  the  University 
Hospital  at  the  Puerto  Rico  Medical  Center. 

Method  and  Procedure 

For  the  purpose  of  this  investigation  31  cases 
of  known  petit  mal  were  obtained  from  our  out 
patient  clinics.  A group  of  20  cases  were  gath- 
ered after  reviewing  the  finding  of  2,877  EEG 
tracings  recorded  between  the  years  1959  to  July 
I960  (0.68%)  . 

Only  those  records  showing  spike  and  wave 
activity,  3/sec.  were  accepted  and  the  cases  were 
included  if  the  symptomatology  was  consistent 
with  absence  (petit  mal)  . 

Eleven  cases  were  gathered  by  reviewing  the 
electroencephalograms  of  cases  found  on  clinical 
basis.  New  EEC.  tracings  were  conducted  in  this 
second  group  to  confirm  the  original  observations. 

The  cases  once  selected  were  divided  into  3 
categories  according  to  the  age  group,  Group  I, 
1-12  years  of  age,  Group  II.  13-21  years,  Group 
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III,  22-36  years,  (Tables  I and  II)  . 

These  cases  have  been  clinically  investigated 
already;  however,  a new  exhaustive  history  was 
recorded,  a neurological  examination  performed 
and  a re-evaluation  of  the  electroencephalographic 
findings  was  carried  out. 

Results 

After  the  data  was  examined  carefully 
the  results  were  tabulated  according  to  age 
of  the  patient,  age  of  onset  of  seizures,  sex, 
family  history,  incidence,  type  of  attacks,  as- 
sociated symptoms  with  the  absence  attacks, 
possible  etiologic  factors  and  prognosis. 

Please  see  tables  I to  IX. 

Discussion 

In  our  small  series  of  31  cases  we  have 
selected  20  subjects  with  EEG  abnormality 
consisting  of  3/sec.  spike  and  wave,  and  11 
cases  from  various  sources  of  which  5 failed 
to  show  3/sec.  spike  and  wave  abnormality. 
All  cases  manifested  absence  attacks  and 


TABLE  I:  AGE  DISTRIBUTION 


Age  Group 

No. 

Group  I 

— age  1-12 

9 

II 

- 13-21 

16 

III 

- 22-36 

6 

TABLE  II: 

AGE  OF  ONSET  AND  SEX 

Age 

Males 

Females 

Totals 

0 - 3 

1 

1 

2 

7 - 9 

1 

1 

2 

1 - 3 

2 

2 

4 

4 - 6 

3 

I 

4 

7 - 9 

7 

3 

10 

10  - 12 

— 

5 

5 

13  - 15 

1 

2 

3 

28  - 30 

— 

1 

1 

Totals 

15 

16 

31 

the  failure  to  get  the  typical  EEG  abnormal- 
ity could  be  fortuitous  because  in  most  of 
this  group  only  onfe  EEG  tracing  was  avail- 
able per  case  at  the  time.  We  proposed  to 
carry  out  a follow  up  study  of  these  5 cases 
with  the  atypical  EEG  finding  to  clarify  this 
point  further.  Cases  with  primarily'myoclonic 
seizures  or  akinetic  seizures  were  not  includ- 
ed with  the  group  of  absence  attacks. 

The  treatment  in  our  patients  consisted 
of  the  usual  drugs  available  at  present  in 
the  market  for  the  treatment  of  petit  mal 
cases.  A discussion  of  the  pharmacotherapy 
is  beyond  the  scope  of  this  presentation. 

If  we  compare  our  results  with  those  of 
others  we  find  that  for  example,  in  Lennox 
(2)  series  of  166  patients,  including  131  pet- 
it mal  pure,  39  myoclinics  and  38  akinetics; 
out  of  this  group  one  fourth  experienced  more 
than  one  type  of  seizures  and  55%  had 
grand  mal  attacks.  In  our  series  only  2 
cases  (7%)  had  more  than  one  kind  of 
spells  of  the  petit  mal  triad,  probably  be- 

TABLE  III:  TYPE  OF  ATTACK 


Type  No. 

Petit  mal  10 

Petit  mal  and  grand  mal  17 

Petit  mal  and  psychomotor  2 

Petit  mal,  myoclonic  1 

Petit  mal,  akinetic  1 


TABLE  IV:  SYMPTOMATOLOGY 
WITH  ABSENCE  ATTACKS 


Absence  pure  (staring)  alone  12 

Absence  and  blinking  10 

Absence,  blinking  and  rapid  eye  movements  1 
Absence,  blinking,  smacking  of  the  lips  2 

Absence,  blinking,  mastication  2 

Absence,  blinking,  automatism  1 

Absence,  blinking,  akinetic  spell  1 

Absence,  urination  1 

Absence,  blinking,  myoclonic  jerks  1 
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cause  we  excluded  the  myoclinic  and  akin- 
etic cases  from  our  study  (Tables  III  and 
IV). 

In  Lennox  (2)  series  55%  had  grand 
mal  seizures  in  contrast  to  54%  in  our  series. 
It  is  very  significant  that  this  incidence  is 
practically  the  same.  We  can  say,  therofore, 
in  general  that  a little  more  than  half  of 
the  patients  with  petit  mal  will  experience 
grand  mal  attacks  sooner  or  later. 

In  our  cases  the  frequency  of  the  absence 
spells  was  an  average  of  12  attacks  per  day 
in  contrast  to  Lennox  who  reported  5-10 
per  day,  but  the  suggested  a multiple  of  his 
figure  to  be  be  probably  more  accurate. 

One  of  our  cases  had  episodes  of  petit 
mal  status  with  automatism  w’hich  represents 
3%  in  contrast  to  Gibbs  and  Gibbs  (3)  who 
reported  a 2-6%  in  their  very  large  series  of 
1,039  cases. 

In  Lennox  (2)  group  of  185  persons 
having  petit  mal  triad,  14.6%  had  brain 
injury  and  in  19.4%  of  those  having  petit 
mal  and  grand  mal.  Gibbs  and  Gibbs  (3) 
reported  an  incidence  of  neurological  find- 
ings in  5.4%  of  their  petit  mal  cases.  Holo- 
wach  (13)  reported  an  incidence  of  10%  of 
CNS  lesions  in  cases  with  petit  mal.  In  our 
series  2 patients  or  (6.4%)  showed  brain 
damage. 

According  to  Lennox,  10  to  15%  of  petit 
mal  patients  may  have  EEG  records  without 
spike  and  wave  discharge,  in  contrast  we 
found  a similar  ocurrence  in  16%  of  our 
cases. 

As  to  the  age  of  onset  our  series  showed 
a higher  incidence  between  ages  of  4 and 
10  with  a peak  incidence  between  the  ages 
of  7 to  9 (Table  II).  Lennox  mentions  that 
the  clear  cut  petit  mal  begins  to  appear 
after  the  age  of  four.  In  our  small  series 
only  one  case  began  with  absence  attacks 
prior  to  age  four.  Gibbs  and  Gibbs  in  a 


series  of  235  cases  with  petit  mal  found 
that  the  majority  of  cases  began  after  age 
3 with  a peak  incidence  around  5-6  years 
of  age. 

As  to  sex  distribution  Gibbs  and  Gibbs 
reported  in  pure  petit  mal  54%  females  and 
46%  males.  Lennox  found  60%  females  and 
40%  males.  In  our  series  there  were  52% 
females  and  48%  males  (Table  II). 

A family  history  of  epilepsy  in  relatives 
of  the  patients  with  petit  mal  is  reported  in 
34.2%  by  Lennox,  7.4%  by  Gibbs  and  Gibbs 
(excluding  cousins),  54%  by  Currier  et  al, 
(12)  21%  by  Holowach  et  al  (13)  and 
61%  in  our  series  (including  cousins)  (Ta- 
ble V). 

The  incidence  of  petit  mal  in  our  series 
based  on  the  frequency  of  the  classical  EEG 
abnormality  of  3 /sec.  spike  and  wave  with 
clinical  absence  attacks  occurred  in  only 
0.68%.  In  contrast  the  incidence  of  pure 
petit  mal  on  clinical  grounds  is  reported 
with  an  incidence  of  4.4%  by  Holowach  et 
al,  0.1%,  Gibbs  & Gibbs  and  Lennox  (14). 

Prognosis: 

Holowach  and  his  group  (13)  report- 
ed in  1962  a series  of  88  cases  of  petit 
mal  in  which  10%  had  apparent  CNS  les- 
ions and  24%  incidence  of  intelectual  retar- 
dation. According  to  this  author  petit  mal 
is  not  entirely  a benign  condition  and  unac- 
companied by  structural  pathology  with  ef- 
fects in  mentality  or  personality  nor  with 
spontaneous  cure  at  puberty. 

In  the  same  year  Lees  and  Liversedge  (11) 
in  a study  of  prognosis  in  patients  with  petit 
mal  included  the  following  observations:  1. 
Of  23  patients  with  classical  petit  mal  only 
3 were  known  to  have  ceased  attacks;  2.  The 
over  all  arrest  rate  was  35%;  3.  Of  20 
patients  with  classical  petit  mal  with  spike 
and  wave  and  also  other  types  of  seizures 
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TABLE  V:  POSSIBLE  ETIOLOGIC  FACTORS 


No  Family 


EEG 

Abnormality 

Family  History 
of  Epilepsy 

History  of 
Epilepsy 

Hereditary 

Factor 

Others 

3/ sec 

spike  and  wave 

20 

6 

18 

6* 

26 

Paroxysmal 
theta  and  delta 
activity 

5 

3 

2 

2 

3** 

* Anoxia  birth,  1 
Trauma  of  Birth,  2 
Head  trauma  prior  to  seizures,  2 
Meningitis,  1 

the  attacks  had  ceased  in  only  3,  with  an 
arrest  rate  of  40%;  4.  The  ultimate  conclusion 
from  this  survey  is  that  the  prognosis  for  pet- 
it mal  cannot  be  regarded  as  good. 

Currier  et  al  in  1963  reviewed  a series 
of  32  patients  with  petit  mal.  At  the  aver- 
age age  of  25,  38%  of  this  series  had  experi- 
enced grand  mal  seizures,  31%  had  remission 
of  their  petit  mal  and  56%  continued  to  have 
petit  mal  but  with  little  trouble  to  the  patient. 
In  conclusion  the  authors  stated  that  pure 
petit  mal  but  with  little  trouble  to  the  patient, 
disorder,  twice  as  often  in  females,  associated 
with  history  of  grand  mal  in  the  family  in 
50%  of  the  cases,  occurs  between  the  ages 
of  3 to  13,  does  not  commonly  bring  grand 


**  Head  Injury,  1 
Encephalitis,  1 
Anoxia  at  birth,  1 

mal  seizures  in  adulthood,  is  not  transformed 
into  psychomotor  seizures  and  is  not  associa- 
ted with  mental  or  neurological  deficit. 

In  our  series  of  31  cases,  11  were  free 
of  attacks  at  the  time  of  this  writing,  5 
cases  were  not  improved  and  1 was  worse 
(Tables  VI,  VII,  VIII,  IX).  The  over  all 
arrest  rate  is  35%  like  in  the  first  group,  of 
Lees  and  Liversedge  and  in  contrast  to  31% 
of  Currier’s  series. 

School  “drop-outs”  rate  in  our  series  was 
22%.  In  4 of  these  children  this  was  at- 
tributed to  the  attacks.  Six  adults  at  the 
time  of  this  writing  were  all  working  and 
2 were  free  of  seizures. 

Mental  retardation  and  neurological  find- 


TABLE  VI:  PRESENT  AGES  OF  STUDY  GROUP 


Age 

Controlled 

Uncontrolled 

Total  No. 

% of  Total 

0-5 

0 

1 

1 

3.23 

6-10 

3 

4 

7 

22.54 

11  - 15 

1 

6 

7 

22.54 

16  - 20 

5 

5 

10 

32.31 

over  20 

2 

4 

6 

19.38 

Totals 

11 

20 

31 

100.00 
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ings  were  present  in  2 cases  prior  to  the  onset 
of  petit  mal  seizures. 

In  conclusion  we  agree  with  the  recent 
evidence  presented  in  the  medical  literature, 
that  the  prognosis  of  petit  mal  could  not 
be  considered  as  very  favorable,  because  of 
the  persistence  of  seizures  in  a group  of 
adults  cases  and  their  association  with  grand 
mal;  howerer,  our  6 adult  cases  were  all 
rehabilitated  and  working. 


TABLE  VII:  PROGNOSIS 
(STATUS  OF  THE  31  CASES) 


Condition 

No. 

Much  better  (no  seizures) 

10 

Better  (no  grand  mal,  few  petit  mal) 

15 

Same 

5 

Worse 

1 

TABLE  IX:  PERSISTENCE 

OF  SEIZURES 

Type 

No. 

Patient  without  attacks 

11 

with  medication  10 

without  ” 1 

Patients  with  attacks 

20 

Summary 

The  natural  history  and  evolution  of  31 
cases  with  classical  petit  mal  (absence) 
seizures  were  studied  from  the  out-patient 
department  of  the  University  Hospital  in  Rio 
Piedras,  Puerto  Rico. 

After  the  data  was  examined  carefully 
the  results  were  tabulated  according  to  age, 
age  of  onset,  sex,  family  history,  incidence, 
type  of  attacks,  associated  symptoms,  possible 
etiology  and  prognosis. 

The  incidence  of  true  petit  mal  in  2,877 
EEG  tracings  reviewed  was  0.68%. 

The  majority  of  the  cases  had  an  onset 
of  seizures  between  the  ages  of  4 to  10. 

The  over  all  arrest  rate  in  our  series 
was  35%-  Only  two  cases  manifested  neurol- 
ogical deficit  which  apparently  was  present 
prior  to  the  onset  of  seizures. 

The  authors  are  in  agreement  with  the 
evidence  in  the  recent  medical  literature 
that  the  prognosis  of  petit  mal  should  not 
be  considered  as  very  favorable. 


TABLE  VIII:  AGES  AT  WHICH  PETIT  MAL 

SPELLS 

CEASED 

Age  at  Onset 

(Vr.) 

Age  at  Control  (Number  of  Patients) 

1 2 3 4 5 6 7 8 9 10  11  12  13  14  15  16  17  18  19 

20  22 

No. 

26  Uncontrolled 

Totals 

1 

1 1 

3 

5 

2 

1 1 1 

3 

4 

1 

1 

5 

1 

1 

2 

6 

1 

1 

7 

1 

1 

1 

3 

8 

1 

3 

4 

9 

1 

2 

3 

11 

5 

5 

13 

1 

1 

15 

1 1 

2 

28 

] 

1 

Totals 

12  113  1 

1 

1 20 

31 
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CURRENT  STATUS 
OF  THE  NON-SURGICAL 
TREATMENT  OF  STRABISMUS 


Caleb  González,  MD- 


The  purpose  of  this  communication  is  to 
familiarize  you  with  the  current  status  of  the 
non  surgical  treatment  of  convergent  strabis- 
mus. To  many  of  you  it  will  be  the  first  time 
you  have  heard  of  the  use  of  anticholinesterase 
drugs  in  the  treatment  of  this  condition.  Al- 
though these  drugs  are  useful,  by  no  means 
are  they  going  to  solve  every  problem  present 
in  the  crossed  eyed  child.  The  problem  of 
amblyopia  is  a full  topic  by  itself  and  only 
fast  referrals  with  rapid  adequate  treatment 
will  prevent  the  unnecessary  loss  of  vision  in 
many  of  these  children. 

In  1864  Donders  gave  the  first  adequate 
explanation  of  the  relationship  between  ac- 
commodation and  convergence.  The  recogni- 
tion of  this  relationship  was  a major  step 
forward  in  the  non  surgical  treatment  of 
heterotropia. 

Convergent  squint  is  the  most  common 
form  of  squint.  In  this  paper  we  are  parti- 
cularly interested  in  the  group  of  cross-eyed 
children  that  have  the  onset  of  the  deviation 
between  the  ages  ol  two  to  five  years.  This 
group  is  usually  characterized  by  presence 
of  a hyperopic  retractive  error  and  by  the 
partial  or  total  correction  of  the  deviation 
by  the  use  of  glasses.  We  call  this  group 
accommodative  esotropes.  This  type  of  stra- 
bismus is  caused  by  a lack  of  harmony  in  the 
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relationship  between  accommodation  and 
convergence. 

Pathophysiology 

Being  hyperopic  the  child  must  accom- 
modate excessively  to  see  close  objects  clearly 
(Table  I).  Due  to  the  close  relationship  be- 
tween accommodation  and  convergence  the 
child  may  also  overconverge.  There  are  many 
children  with  hyperopia  without  convergent 
squint  so  we  know  that  some  children  learn, 
apparently  by  trial  and  error,  to  accommo- 
date in  excess  of  their  convergence,  and  in 
this  way  keep  a single  clear  image,  adjusting 
their  ratio  of  convergence  per  unit  of  ac- 
commodation. Other  children  may  just  exert 
enough  accommodation  to  bring  enough  con- 
vergence to  keep  object  of  regard  singly  al- 
though blurred.  Now  if  this  child  wants  to 
see  clearly  and  exerts  more  accommodation, 
then  added  convergence  will  make  a conver- 
gent strabismus  manifest  because  accommo- 
dation stimulates  convergence. 


TABLE  I:  ACCOMMODATION 


Refractive  status 

Distance 

Near 

Emmetrope 

None 

Yes  (Normal) 

Hyperope 

Yes 

Yes  (Excessive) 

Myope 

None 

None  (or  less  than 
normal) 

Corrected  Myope 
or  hyperope 

None 

Yes  (Normal) 
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TABLE  II:  EFFECT  OF  GLASSES 
AND  INDICATION  FOR  SURGERY 

Effect  of  Glasses 

Surgery  Indicated 

None 

Yes 

Corrected 

No 

Corrected  for  distant  but 

not 

for  near  fixation 

No 

Partially  corrected  for  distant 

and  near  vision 

Yes 

Effect  of  Glasses  on  Convergent  Squint 

Patients  with  convergent  strabismus  are 
clinically  divided  first  into  those  in  which 
glasses  have  no  effect  on  their  deviation  (Ta- 
ble II).  The  treatment  of  these  patients  is 
surgical.  Then  we  have  the  fully  accommoda- 
tive squint  in  which  the  deviation  completely 
disappears  by  the  wearing  of  glasses  or  while 
the  glasses  are  worn.  Then  we  have  two  other 
varieties  of  “accommodative  esotropia.”  First, 
those  whose  deviation  for  distant  fixation  is 
cured  by  glasses  but  they  maintain  some 
degree  of  strabismus  when  looking  at  near 
objects  and  those  whose  deviation  is  partially 
diminished  by  glasses  for  distance  and  near 
but  maintain  a deviation  all  the  time.  These 
last  patients  belong  to  those  treated  sur- 
gically. 

Therapy 

The  non  surgical  treatment  of  convergent 
esotropia  consists  of  the  use  of  eyeglasses, 
orthoptic  exercises  and  recently  anticholin- 
esterase drugs  (Table  III).  Any  of  these 
agents  can  be  used  alone  or  together  with 
the  others.  The  literature  is  heavy  with  ar- 
ticles favoring  one  method  over  the  other.  We 
have  had  experience  with  all  three  methods 
and  will  take  a middle  of  the  road  attitude,  by 
saying  that  each  patient  has  to  be  evaluated 
on  his  own  and  while  one  method  may  be 
good  for  one  patient,  another  patient  may 


TABLE  III:  THERAPY 

Glasses  correct  hyperopia  - normal  accom- 
modation and  normal  accommodative  conver- 
gence. 

Exercises  - teach  ability  to  use  fusional  di- 
vergence to  maintain  eye  straight  inspite  of 
overconvergence 

Anticholinesterase  drugs  locally  - potentiat- 
ing neuromuscular  transmission  of  accom- 
modation less  reflex  convergence  is  activated. 


benefit  by  the  combination  of  several  me- 
thods. 

Glasses 

The  role  of  glasses  in  the  treatment  of  con- 
vergent squint  is  not  primarily  to  enable  the 
patient  to  see  clearly.  Correction  of  hypero- 
pia in  a case  of  accommodative  squint  brings 
less  use  of  accommodation  and  so  less  use  of 
convergence.  The  reduction  in  the  use  of 
convergence  may  be  enough  to  maintain  eyes 
straight  when  child  is.  wearing  his  glasses. 
Unless  these  glasses  are  needed  for  other 
reasons  like  anisometropia  or  astigmatism, 
the  aim  of  the  treatment  should  be  to  remove 
the  glasses  ultimately'  without  allowing  the 
deviation  to  come  back.  Wearing  the  glasses 
too  strong  for  too  long  a period  may  inter- 
fere with  attainment  of  adult  emmetropia 
and/or  full  development  of  fusional  vergences 
and/or  recession  of  near  point  of  accom- 
modation ( 1 ) . 

Exercises 

Exercises  usually  are  performed  by  an 
orthoptist.  An  orthoptist  is  a highly  trained 
technician  that  assists  the  ophthalmologist  in 
the  diagnosis  and  the  non  surgical  treatment 
of  strabismus.  Non  surgical  treatment  has 
come  to  be  known  as  orthoptic  treatment. 
The  aim  of  the  exercises  is  first  to  teach  the 
patient  how  to  converge  and  diverge  while 
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maintaining  fusion  and  without  changing  his 
accommodation.  He  is  also  taught  to  relax  his 
accommodation  while  holding  enough  con- 
vergence to  see  object  as  one.  And,  thirdly 
he  is  trained  to  relax  his  convergence,  that 
is  to  diverge,  without  relaxing  his  accom- 
modation. Each  patient  is  treated  with  office 
and  home  exercises  according  to  his  own 
capabilities. 

Miotics 

Already  in  1896  Javal  was  looking  for 
some  kind  of  nonsurgical  treatment  of  stra- 
bismus based  on  the  use  of  drugs.  He  was 
the  first  to  use  miotics  in  the  treatment  of  eso- 
tropia. With  introduction  of  Di-isopropyl 
Fluorophosphate  (Merck  Sharp  & Dohme) 
and  later  phospholine  iodide  (Ayerst  Lab- 
oratories) in  ophthalmology,  potent  anti- 
cholinesterase drugs  became  available  for 
squint  therapy.  New  interest  in  this  field 
was  developed.  Abraham  reported  a compre- 
hensive paper  in.  the  history  and  use  of  mio- 
tics up  to  1961  and,  since,  several  authors 
have  given  their  clinical  evaluation  of  these 
drugs  (2,  3,  4,  5).  After  animal  experimenta- 
tion Ripps  reached  the  conclusion  that  these 
drugs  work  by  potentiating  neuromuscular 
transmission,  so  that  with  less  innervation 
being  required  to  attain  a certain  accommo- 
dative level,  less  reflex  convergence  is  acti- 
vated (6).  In  other  words,  these  patients  do 
their  full  accommodative  requirements  but 
with  less  innervational  effort.  Our  work  with 
miotics  have  duplicated  closely  other  papers 
reported  in  the  literature.  There  is  no  doubt 
that  miotics  reduce  the  accommodative  effort. 
There  is  agreement  in  that  patients  with  ac- 
commodative strabismus  of  short  duration, 
good  visual  acuity  in  both  eyes  and  those 
with  low  hyperopic  correction  are  the  best 
candidates  for  this  type  of  therapy.  In  all 
cases  in  which  glasses  help  in  reducing  the 


TABLE  IV:  OUR  EXPERIENCE 
WITH  PHOSPHOLINE  IODIDE 

1.  Twenty  selected  cases.  No  added  .vertical 
component.  No  anisometropes  of  more  than 
+ 2.00  D.  No  amblyopes.  No  hyperopes  over 
+ 5.00  D. 

2.  All  good  visual  acuity.  All  accommodative 
esotropes. 

3.  Glasses  removed  in  all  within  8 to  10  weeks. 

4.  Average  P.  I.  withdrawal  20  weeks.  Several 
still  using  it. 

5.  No  iris  cysts.  One  systemic  reaction. 

6.  Follow  up  2 years. 

7.  More  than  50%  onset  of  strabismus  within 
one  month  of  first  visit. 


angle  of  deviation  miotics  have  been  found  to 
be  of  some  use.  As  shown  in  (Table  IV),  a 
lot  of  our  interest  has  been  centered  in  select- 
ing those  “ideal”  cases  in  which  we  know  that 
this  therapy  is  going  to  work  and  going  ahead 
with  the  idea  of  sparing  the  use  of  glasses 
to  these  children  during  the  pre-school  years. 
This  table  is  shown  to  illustrate  how  glasses 
can  be  removed  in  all  of  these  children 
while  keeping  the  eyes  straight  with  use  of 
miotics  if  first  they  are  carefully  selected  (7). 

Local  and  systemic  reaction  to  miotics  is 
rare  and  when  it  occurs  usually  consists  of 
diarrhea,  sweating  and  muscle  weakness  (flu- 
like symptoms) . These  are  usually  relieved  by 
stopping  the  drug  for  a few  days.  Antidote  is 
atropine  2 mg.  parenterally  (8,  9). 

Summary 

We  have  reviewed  the  pathophysiology  of 
accommodative  esotropia  and  the  role  played 
by  glasses,  orthoptic  exercises  and  anticholi- 
nesterase drugs  in  its  treatment.  Again,  we 
want  to  emphasize  the  importance  of  early 
treatment  if  nonsurgical  treatment  of  stra- 


Bol.  Asoc.  Méd.  P.  Rico 
Julio,  1967 


Strabismus 


281 


bismus  is  going  to  be  a success.  The  patient 
has  to  be  treated  before  the  adaptive  mech- 
anisms of  suppression  and  amblyopia  have 
taken  place. 

Resumen 

Se  repasa  la  patofisio logia  de  esotropia 
acomodativa  y el  uso  de  espejuelos,  ejercicios 
ortópticos  y drogas  anticolinesterasas  en  el 
tratamiento.  Se  enfatiza  la  importancia  del 
tratamiento  precoz  en  el  tratamiento  no- 
quirúrgico.  El  enfermo  ha  de  tratarse  antes 
de  que  se  establezcan  los  mecanismos  de  su- 
presión y ambliopia. 
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ELECTRODIAGNOSIS 
Its  Scope  in  Research  Work  and 
in  the  Clinical  Field 


Philippe  Bauwens,  MD,  FRCP 


May  I say  how  much  I appreciate  having 
been  invited  to  be  the  opening  speaker  despite 
my  emeritus  status  and  thank  Dr.  Flax  for 
this  signal  distinction. 

If  I were  asked  what  in  my  opinion  con- 
tributed most  to  the  developments  that  have 
taken  place  in  the  field  of  electrodiagnosis 
during  my  span  of  life,  I should  unhesitatingly 
mention  the  advent  of  the  thermionic  tube 
and  more  recently,  of  the  transistor  on  the 
one  hand,  and  the  Second  World  War  on  the 
other.  The  one  has  afforded  us  more  con- 
venient instrumentation  of  greater  precision; 
the  other  furnished  us  with  ample  clinical  and 
experimental  material.  The  advances  in  elec- 
tronic techniques  are  such  that  with  electro- 
myographic equipment  we  can  now  not  only 
amplify  and  measure  action  potentials,  but  we 
can  analyse  them  for  frequency,  estimate  their 
average  duration,  integrate  and  gate  them  — 
or,  put  them  into  suitably  programmed  com- 
puters for  scrutiny  to  statistical  ends. 

The  thousands  of  papers  which  have  been 
published  on  electromyography  only  since  the 
original  one  by  Adrian  and  Bronk  ( 1 ) bear 
witness  to  the  interest  in  the  subject  as  does 
also  the  magnificent  precision  equipment 
now  available  to  carry  out  these  manifold 

Presented  at  the  Course  on  “Electrodiagnosis 
of  Neuromuscular  Diseases"  at  the  Puerto  Rico 
Medical  Association,  San  Juan,  Puerto  Rico,  April 
17,  1967. 

From  the  Physical  Medicine  Service,  St.  Thom- 
as University  Hospital,  London,  England 


processes  to  which  action  potentials  can  be 
subjected.  The  experts  who  utilize  these  elabo- 
rate machines  do  so  with  consummate  skill 
and  not  only  add  to  our  knowledge  of  neuro- 
physiology but  make  contributions  of  the 
greatest  value  to  electrodiagnosis.  Yet  some  of 
those  virtuosos  would,  I suspect,  be  hard  put 
if  faced  with  a patient  and  required  to  carry 
out  a straight-forward  electrodiagnostic  ex- 
amination. 

My  feeling  is  that  the  time  has  come  to 
put  at  the  disposal  of  the  clinician  the  less 
intricate  modalities  of  accepted  diagnostic 
value  — reserving  for  the  expert,  as  in  other 
fields  the  more  specialized  ones.  Having  my- 
self employed  impressively  large,  knob-ridden 
apparatus  and  having  noticed  the  awe  which 
my  actions  inspired,  I am  conscious  that  to 
popularize  the  adoption  of  electrodiagnosis  by 
a wider  circle  of  colleagues  it  is  essential  to 
furnish  them  with  simple,  yet  versatile  equip- 
ment and  to  simplify  — if  not  standardize  — 
techniques.  Since  my  retirement  last  year,  I 
have  travelled  about  with  a piece  of  apparatus 
(Fig.  1)  developed  by  my  friend,  Peter  Styles, 
and  have  been  pleasantly  surprised  to  find 
what  a lot  can  be  achieved  with  it.  I was 
struck  to  find  how  very  rarely  — for  purely 
clinical  purposes  — I felt  the  need  for  the 
more  sophisticated  equipment  to  which  I had 
been  accustomed. 

Another  essential  part  of  such  a policy 
would  be,  of  course,  the  teaching  of  the  rele- 
vant principles  of  electro-neurophysiology  and 
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Fig.  1 : Electromyograph  with  direct  recording 
unit 


anatomy;  training  in  technique  and,  most  im- 
portant, learning  to  interpret  findings  which 
should  ever  be  coupled  with  an  awareness  of 
the  limitations  and  pitfalls  of  this  form  of 
investigation.  No  less  important  to  my  mind 
is  that  teachers  should  refrain  from  making 
every  examination  look  like  a highly  intricate 
exercise  in  electrophysiology,  rendered  pos- 
sible only  by  the  use  of  a complex,  cumber- 
some armamentarium  or  from  conveying  the 
impression  that  it  is  a subtle  form  of  witch- 
craft. There  is  nothing  esoteric  about  elec- 
trodiagnosis provided  the  principles  are  un- 
derstood. Nor  is  there  any  magic  about  it 
which  makes  a thorough  clinical  examination 
superfluous. 

The  multiplicity  of  electrodiagnostic  me- 
thods at  our  disposal  make  it  difficult  to  see 
the  wood  for  the  trees;  yet  on  close  examina- 
tion, the  problem  can  be  vastly  simplified.  If 
one  asks  oneself  the  question  “What  is  the 
essential  aim  of  muscle  testing?”,  the  answer 
must  be  “To  assess  the  proportion  of  dener- 
vated  to  normal  muscle  fibres.”  If,  then,  one 


further  inquires,  “What  are  the  characteristics 
which  distinguish  these  two  types  of  fibres?” 
Again,  the  answer  can  be  given  from  a prac- 
tical point  of  view. 

Normal  muscle  responds  to  stimulation  of 
the  nerve  supplying  it  while  denervated  mus- 
cle fails  to  do  so.  Normal  muscle  has  an  I/T 
curve  typical  of  the  nerve  itself  w'hile  dener- 
vated muscle  has  an  I /T  curve  typical  of 
muscle  fibre  proper.  In  addition,  normal  mus- 
cle possesses  a marked  power  of  accommoda- 
tion which  is  lost  by  denervated  muscle.  Sum- 
marized, this  means  that  the  detection  of 
denervated,  as  distinct  from  normal  muscle 
fibre  rests  on  a lack  of  response  to  nerve 
stimulation  and  on  the  recognition  of  depart- 
ures from  normal  I/T  curve  or  from  the 
normal  accommodation. 

A pertinent  question  at  this  stage  is  “what 
percentage  of  muscle  fibre  must  be  denervated 
in  a normal  muscle,  and,  conversely,  how 
much  normal  fibre  must  be  present  in  de- 
nervated muscle  before  its  presence  can  be 
detected?”  To  answer  this  question  one  must 
consider  what  happens  to  the  I/T  curve  dur- 
ing a progressive  denervation  or  a progressive 
recovery  from  complete  denervation.  It  is 
quite  obvious  that  below  a certain  level  the 
minority  must  remain  undetectable.  Nor  can 
the  proportion  of  one  or  the  other  be  expres- 
sed in  percentages. 

In  this  context  it  is  well  to  remember  at 
all  times  that  during  direct  stimulation  of  the 
muscles,  the  stimulus  is  applied  to  a large 
population  of  individual  small  neuromuscular 
systems,  each  with  its  own  excitability  charac- 
teristics, and  that,  when  making  observations 
at  minimal  levels,  the  responses  are  those  of 
the  systems  with  the  lowest  thresholds  for  the 
prevailing  conditions  of  pulse  duration.  Many 
a pioneer  has  written  as  if  the  muscle  were  a 
homogeneous  entity  with  uniform  properties 
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throughout  instead  of  one  composed  of  in- 
numerable motor  units.  Having  regard  to  the 
imprecisions  of  all  forms  of  muscle  testing  and 
faced  with  the  problem  of  selecting  one  for 
practical  purposes,  it  is  expedient  to  choose 
one  which  has  survived  competition. 

Few  would  argue  that  the  plotting  of  the 
I/T  curve  does  not  deserve  the  pride  of  place 
in  this  area.  The  plotting  of  I/f  curves  with 
A.  C.  or  rectified  H.  F.  currents  are  probably 
no  more  than  an  elaborate  form  of  it,  while 
the  assessment  of  the  extent  of  denervation 
through  loss  of  its  accommodation  — using 
progressive  currents  or  estimating  the  galva- 
nic-tetanus ratio  — appears  to  me  unneces- 
sarily complicated  and  devious  for  practical 
purposes. 

Not  that  plotting  a whole  I/T  curve  is 
not  somewhat  tedious,  but  it  lends  itself  to 
abbreviations  of  sfreat  value.  The  original  ab- 
breviation was,  of  course,  the  faradic-galvanic 
test.  These  two  modalities  representing  two 
points  on  the  I/T  curve.  One  at  the  long 
duration  end  of  the  curve,  being  of  the  order 
of  a fraction  of  a second;  the  other  in  the 
region  of  the  millisecond.  It  does  not  lend 
itself  readily  to  expression  of  the  parameters 
in  suitable  units. 

Chronaxy  too,  despite  the  glamous  with 
which  it  is  surrounded  in  Latin  Europe,  was 
never  to  me  more  than  a round  about  way 
of  situating  two  elaborately  defined  points 
on  a curve.  But,  as  the  characteristics  of  a 
curve  can  never  be  expressed  in  terms  of  two 
points,  I have  not  participated  in  the  enthu- 
siasm for  chronaxy. 

From  the  study  of  a large  number  of  I/T 
curves  in  the  normal  and  the  denervated 
muscles,  I concluded  that  the  threshold 
values  for  pulses  of  100,  10  and  1 milliseconds 
duration  were  situated  in  strategic  positions 
when  using  current  stabilized  rectangular 


pulses  at  a repetition  frequency  of  one  a 
second. 

Before  the  advent  of  E.M.G.  it  proved 
expedient  for  recording  purposes  to  divide  the 
three  figures  obtained  by  the  rheobase.  This, 
of  course,  always  brought  the  first  to  unity, 
i.e. : 

1 — 1 — 1.8  1 — 3oc  1—2.3  — 5 

which  could  conveniently  be  shortened  further 
by  omitting  the  first  1,  to: 

1/1.8  3/oc  2.3/5 

The  only  qualitative  feature  which  I con- 
sider worthy  of  note  is  the  sluggish  response 
to  the  long  durations,  100  and  10  milliseconds. 
As  a generator  capable  of  delivering  pulses 
of  these  three  durations  — or  a more  com- 
plete range  — includes  a pulse  of  1 milli- 
second, it  provides  at  the  same  time  the  re- 
quisite for  nerve  stimulation. 

Although  many  authorities  hold  the  view 
that  with  the  advent  of  E.M.G.  muscle  and 
nerve  stimulation  have  become  redundant,  I 
do  not  contribute  to  this.  My  teaching  is  that 
you  should  look  upon  every  test  as  essential 
but  that  the  expert  may  at  times  take  short 
cuts  for  some  valid  reasons.  For  instance, 
when  one  single  measurement  or  response  is 
capable  of  decisively  solving  a limited  prob- 
lem. 

As  I have  mentioned  current  stabilized 
rectangular  pulses  as  essential  in  relation  to 
the  criteria  of  the  3 point  muscle  test,  perhaps 
I should  make  some  comments  on  this.  Gene- 
rators of  pulses  can  be  designed  to  keep  either 
the  current  intensity  in  the  external  circuit,  or 
the  voltage  across  it,  constant  for  the  duration 
of  the  pulse.  Of  course,  if  the  current  is  ap- 
plied to  a purely  resistive  circuit,  the  rectan- 
gular shape  of  the  pulse  is  retained  whichever 
type  of  generator  is  utilized.  But,  if  the  circuit 
has  a reactive  component  — capacitance  or 
inductance,  then  the  voltage  across  the  cir- 
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cuit  suffers  distortion  in  the  case  of  stabilized 
current  pulses  and  the  current  wave-form  is 
distorted  in  the  case  of  voltage  stabilized 
pulses.  It  is  a matter  of  choosing  between  two 
evils.  As  current  peaks  of  unknown  value  may 
result  in  the  case  of  voltage  stabilized  pulses, 
I have  chosen  the  former  principle  and  have 
been  greatly  gratified  to  learn  that  in  the 
U.S.A.  the  same  policy  has  been  adopted 
though  I ignore  on  what  grounds. 

Reverting  to  E.M.G.,  the  requisites  for 
clinical  purposes  are  quite  modest.  Display 
of  the  amplified  spontaneous  potentials  at 
rest  and  of  action  potentials  on  volition  should 
be  both  visual  on  a cathode  ray  tube  (C.R.T.) 
screen  and  auditive  from  a loud  speaker. 
There  should  be  calibration  facilities  for  both 
time  and  amplitude.  Provision  should  exist 
for  the  display  of  the  E.M.G.  response  on 
stimulation  of  the  appropriate  nerve  so  that 
its  latency  and  its  configuration  can  be  noted. 
The  stimulus  generator  circuit  should,  for  this 
purpose,  be  entirely  isolated  from  other  parts 
of  the  patient’s  circuit  and  preferably  so  de- 
signed as  to  trigger  a pulse  of  just  under  a 
millisecond,  at  the  beginning  of  the  C.R.T. 
sweep. 

Various  methods  of  recording  are  in  ex- 
istence, but  most  of  them  entail  some  sub- 
sequent processing  which  tends  to  be  tedious. 
A polaroid  camera  can  be  employed  to  reduce 
this  to  a minimum  although  after  each  take 
the  examination  has  to  be  interrupted  for  the 
processing  of  the  polaroid  film  which  has  to 
be  done  piecemeal.  Unless  a second  C.R.T. 
is  available,  all  types  of  cameras  require  an 
additional  mounting  which  obscures  the  direct 
observation  of  the  C.R.T.  screen. 

For  most  investigators  permanent  or  semi- 
permanent records  are  not  indispensable  pro- 
vided measurements  - can  be  made  off  the 
C.R.T.  during  actual  stimulation.  In  some 


machines  this  is  facilitated  by  the  provision 
of  a small  visual  signal  which  can  be  moved 
along  the  oscilloscope’s  base  line.  The  shift 
away  from  the  inception  of  the  base  line  — 
thus  from  the  stimulus  — can  then  be  mea- 
sured direct  in  milliseconds  on  the  digital  scale 
of  the  strobe  control. 

A novel  method  of  recording  has  been 
made  possible  by  the  introduction  of  a fibre 
optic  glass  window  in  the  oscilloscope  screen. 
The  sensitive  paper  is  then  in  direct  contact 
with  this  window  and  requires  only  exposure 
to  a strong  white  light  to  reveal  the  image. 
This,  however,  necessitates  a separate  record- 
ing unit. 

Lest  I am  asked  what  facility  I miss  most 
when  using  such  simple  equipment,  I shall 
anticipate  and  give  the  answer,  which  is  a 
“second  channel.”  I like  at  times  to  compare 
electromyograms  from  one  muscle  with  those 
from  others  simultaneously.  In  particular 
during  nerve  stimulation  is  it  expedient  to 
pick  up  at  the  same  time  from  two  muscles 
in  order  to  compare  the  configurations, 
amplitudes  and  latencies  of  the  responses. 

To  overcome  this  shortcoming,  I had  the 
input  of  my  own  small  machine  fitted  with 
a two-way  selector  switch  and  an  extra  input 
socket.  This  enables  me  to  use  two  electrodes 
and  by  means  of  the  switch,  rapidly,  to 
change  from  one  to  the  other.  Once  more,  I 
was  agreeably  surprised  to  find  how  this  sim- 
ple device  contrived  to  make  up  for  a non- 
existent facility. 

Some  novices  may  temporarily  be  dismay- 
ed at  the  machine  not  solving  problems  as 
readily  as  in  the  hands  of  the  expert.  At  the 
same  time  his  own  colleagues  may  appear  to 
expect  from  him  some  kind  of  clairvoyance 
with  its  help.  For  this  reason,  it  is  well,  at 
first,  to  refuse  to  examine  patients  without 
some  clean  cut  muscle  weakness  or  wasting. 
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Save  in  some  exceptional  cases,  such  as  a sus- 
pected carpal  tunnel  syndrome,  are  sensory 
changes,  such  as  pain,  tingling,  numbness  by 
themselves  an  indication  for  electrodiagnostic 
investigation  by  the  neophyte. 

There  are  far  too  many  conditions  of  this 
type,  referred  for  electrodiagnosis  by  desper- 
ate colleagues  who  hope  for  something  to  be 
revealed.  A surfeit  of  negative  results  or  a 
series  of  unanswered  questions  is  likely  to 
prove  disappointing.  Better  that  a few  cases 
of  this  type  should  be  wrongly  labelled  by  de- 
fect than  to  develop  a sense  of  frustration.  So 
let  it,  in  the  beginning,  be  open  doors  to 
wasted  and  weak  muscles  and  closed  doors 
to  sensory  manifestations  unattended  by  these. 

At  this  stage,  and  with  simple  apparatus, 
I would  also  urge  the  shunning  of  conditions 
due  to  lesions  frankly  north  of  the  anterior 
horns  or  cranial  nuclei.  It  is  not  that  E.M.G. 
cannot  be  of  assistance  in  these,  but  that  to 
evaluate  coordination,  analyse  tremors,  mea- 
sure reflex  times,  etc.  requires  more  highly 
specialized  techniques  and  more  elaborate 
equipment,  possibly  including  electroencepha- 
lographic  recording  facilities.  The  motor  unit 
is  an  able  spokesman  of  the  neuromuscular 
system  and  its  interrogation  can  yield  infor- 


mation of  the  greatest  value  to  diagnosis  if 
one  can  decode  the  message.  For  that  reason, 
the  novice  should  learn  to  cross  examine  this 
more  accessible  witness  before  passing  on  to 
its  more  inscrutable  superior. 

If  I have  dealt  at  some  length  with  the 
equipment  and  techniques  aimed  at  purely 
clinical  applications,  it  is  because  the  title  of 
Mr.  Stuart  Reiner’s  contribution,  “Instrumen- 
tation for  Biomedical  Research”  suggests  to 
me  the  higher  spheres  of  the  subject.  He  may 
well  deal  with  the  provision  of  facilities  cal- 
culated to  solve  problems  of  the  utmost  im- 
portance to  the  electrophysiologist  but  pos- 
sibly only  of  academic  interest  to  the  clinician. 

There  can  be  no  doubt  that  the  electro- 
diagnostician, who  becomes  an  adept  if  not 
an  addict  and  an  enthusiast,  will  want  to 
solve  some  problems  of  his  own  or  measure 
some  obstruse  parameter  which  requires 
double  stimulators,  strain  gauges  and  compu- 
ters. I feel  that  in  that  direction  lies  progress. 
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No  es  fácil  definir  correctamente  la  Instru- 
mentación. Tampoco  es  ahora  nuestra  inten- 
ción conseguir  una  definición  perfecta;  pero 
sí  es  conveniente  tener  el  concepto  práctico 
de  lo  que  significa,  los  objetivos,  medios  y 
campo  de  acción  de  la  Instrumentación  Bio- 
médica. 

Quizás,  etimológicamente,  habría  sido  más 
correcto  hablar  de  Instrumentología,  ciencia 
de  los  instrumentos  científicos,  para  distin- 
guirla del  arte  musical  del  mismo  nombre. 
Ya  es  tarde  para  ello,  hoy  se  ha  difundido  tan- 
to la  denominación  de  “Bioinstrumentation” 
que  ni  se  puede  ni  conviene  cambiar. 

En  realidad,  la  investigación  biológica 
siempre  se  ha  realizado  en  un  ambiente  ins- 
trumental. Los  instrumentos  han  sido  los  co- 
rrespondientes al  estado  tecnológico  de  cada 
época.  Lo  que  ocurre  es  que,  hasta  hace  poco 
tiempo,  el  investigador  biológico  tenía  cono- 
cimientos generales  suficientes  para  poder 
utilizar  la  mayor  parte  de  los  instrumentos 
asequibles. 

Después  de  la  II  Guerra  Mundial  la 
tecnología  electrónica  empieza  a salirse  de  los 
campos  a que  estaba  limitada.  Gran  número 
de  técnicos  preparados  durante  la  guerra  se 
incorporan  a la  vida  civil ; industrias  erigidas 
para  proveer  a los  ejércitos  con  una  extensa 
variedad  de  equipos,  buscan  utilizar  sus  insta- 
laciones para  producir  aparatos  caseros;  los 
equipos  militares  sobrantes  son  puestos  a la 
venta  al  público  a precios  reducidos  y tam- 
bién salen  a la  luz  esquemas  y circuitos  que 


hasta  entonces  habían  sido  considerados  como 
secfetos  de  guerra.  La  ola  tecnológica  alcanza 
a los  laboratorios  y comienzan  a ser  rutina 
los  registros  de  potenciales  de  acción  y el 
manejo  de  pulsos  eléctricos.  Así  surge  una 
Electrónica  Médica  con  vida  propia.  Estimu- 
ladores, amplificadores,  seguidores  catódicos, 
osciloscopios,  formas  de  onda,  etc.;  ya  tienen 
la  palabra  “médico”  o “biológico”  como  ape- 
llido, son  diseñados  y construidos  por  el 
biólogo  o junto  al  biólogo.  Y,  para  esto,  el 
biólogo  ha  tenido  que  leer  algo  sobre  circuitos 
y tubos,  aprender  a soldar  y,  a veces,  sacar 
unas  monedas  del  bolsillo  para  comprar,  de 
ocasión,  un  transformador  viejo  y utilizar  el 
hilo  de  cobre  o las  chapas  magnéticas.  Los 
“aficionados”  forman  asociaciones  de  electró- 
nica médica,  se  organizan  “meetings”  locales, 
regionales,  nacionales  y se  constituye  la  “In- 
ternational Federation  for  Medical  Electro- 
nics”. Comienzan  a aparecer  publicaciones 
periódicas. 

Las  industrias  de  electromedicina  crecen, 
se  multiplican  y ofrecen  ecjuipos  cada  vez  me- 
jores. Montar  un  laboratorio  de  electrofisio- 
logía  ya  es  posible  si  se  dispone  de  dinero  para 
comprar  los  aparatos.  Llega  el  momento  en 
que  es  más  práctico  comprar  que  construir. 
Entonces  aparece  el  transistor.  Los  primeros 
signos  de  una  nueva  época  fueron  unos  com- 
ponentes muy  pequeños,  los  diodos  de  ger- 
manio.  Era  maravilloso  ver  como  una  cosa 
más  pequeña  que  una  resistencia  de  1 /4  W 
podía  substituir  a un  tubo  de  ocho  conexiones, 
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productor  de  calor  y derrochador  de  corrien- 
te; pero  esto  sólo  eran  los  balbuceos  de  una 
nueva  tecnología.  La  tecnología  de  los  semi- 
conductores comienza  a simplificar  estructu- 
ras pero  implica  nuevos  aspectos  teóricos  que 
el  biólogo  no  tiene  tiempo  de  aprender.  Los 
embates  de  la  técnica  siguen  y aparecen  los 
componentes  de  silicio,  la  “miniaturización”, 
“microminialurización”,  hasta  el  “estado  só- 
lido” y los  “circuitos  integrados”.  Ya  no  es  un 
“hobby”  la  electrónica  médica,  ya  es  una  au- 
téntica profesión  en  cuyas  aguas  navegan  me- 
jor los  ingenieros  que  los  biólogos. 

En  estas  condiciones  no  es  posible  seguir 
adelante  más  que  a través  de  una  simbiosis 
biólogo-ingeniero.  Cada  uno  tiene  una  labor  a 
realizar,  pero  estas  labores  no  serán  fructífe- 
ras si  se  llevan  a cabo  aisladamente.  Los  bió- 
logos tienen  que  aprender  algo  de  ingeniería 
y los  ingenieros  algo  de  biología.  Este  es  el 
campo  de  la  Bio-ingeniería. 

Las  cosas  no  paran  aquí,  el  aflujo  de  nue- 
vos profesionales  al  campo  de  la  biología  no 
implica  sólo  una  ayuda  para  que  el  biólogo 
progrese.  La  nueva  gente,  mucha  gente  joven, 
viene  con  otra  mentalidad,  desarrolla  nuevos 
puntos  de  vista  y de  tratamiento  de  los  pro- 


blemas; un  enfoque  más  de  acuerdo  con  su 
formación  física  y matemática.  Esto  corre 
parejo  con  aquel  avance  de  la  electrónica 
hasta  el  estado  sólido,  que  permite  que  ins- 
trumentos con  características  automáticas 
puedan  construirse  cada  vez  más  fácilmente 
y cada  vez  más  complejos,  lo  que  aboca  a 
una  nueva  tecnología,  la  de  los  computadores. 
Con  estas  poderosas  herramientas  ya  es  posi- 
ble intentar  una  biología  más  perfecta,  una 
biología  cuantitativa.  Los  datos  biológicos 
son  valorados  utilizando  técnicas  estadísticas, 
los  sistemas  biológicos  son  estudiados  como 
sistemas  físicos  y tratados  con  métodos  mate- 
máticos. La  eficiencia  de  la  labor  experimen- 
tal se  facilita  por  el  trabajo  coordinado  del 
Biólogo  con  el  Bioingeniero,  el  Bioestadístico, 
el  Biomatemático  y el  Biofísico. 

Cuando  en  un  mismo  lugar  se  reúne  un 
grupo  de  profesionales  con  formación  poli- 
facética del  estilo  más  arriba  indicado;  cuan- 
do este  grupo  aplica  nuevas  técnicas  y desa- 
rrolla o utiliza  instrumentos  complejos;  cuan- 
do se  intenta  un  enfoque  cuantitativo  para  los 
fenómenos  biológicos;  entonces,  el  grupo  tiene 
objetivos,  utiliza  medios  y trabaja  en  el  cam- 
po de  la  Instrumentación  Biomédica. 


EDITORIALES 


AUN  QUEDA  MUCHO  CAMINO 


En  los  países  fríos  la  diarrea  infecciosa  es  una  enfermedad  predominante- 
mente estival.  La  incidencia  empieza  a aumentar  en  primavera,  alcanza  el  máxi- 
mo con  el  calor  y la  sequía  y disminuye  radicalmente  con  las  primeras  lluvias 
de  las  postrimerías  del  estío.  Incluso  en  los  países  más  avanzados,  la  gastroenteri- 
tis infantil  es  todavía  una  enfermedad  muy  temida,  especialmente  cuando  ataca 
al  lactante.  Sin  embargo,  en  estos  países  la  diarrea  estival  ya  no  alcanza  magni- 
tudes epidémicas.  En  Boston,  por  ejemplo,  la  diarrea  infecciosa  del  lactante  es 
hoy  una  enfemedad  esporádica;  algo  muy  diferente  de  lo  que  era  en  el  siglo  pa- 
sado. Las  epidemias  alcanzaban  entonces  tal  magnitud  que  hubo  de  recurriese 
al  conocido  “Floating  Hospital ”.  Los  bebés  enfermos  eran  tratados  en  alta  mar. 
Sólo  los  sobrevivientes  regresaban.  La  tasa  de  letalidad  era  muy  alta.  En  la  dia- 
rrea grave  del  lactante  ésta  alcanzaba  cifras  por  encima  del  50  por  ciento.  La 
introducción  de  la  restitución  intravenosa  de  agua  y electrolitos  disminuyó  ra- 
dicalmente la  letalidad.  Tanto  que  de  más  del  50  descendió  a menos  del  10  por 
ciento  el  número  de  los  que  se  quedaban  en  alta  mar.  Fue  éste,  sin  duda,  un 
gran  paso  en  la  disminución  de  la  mortalidad  por  gastroenteritis  infecciosa.  No 
lo  fue  tanto,  sin  embargo,  como  el  avance  económico  y cultural  de  los  países  ade- 
lantados. La  disminución  de  la  morbilidad,  inducida  por  las  medidas  de  higie- 
ne en  la  lactancia  y el  control  epidemiológico,  ha  causado  un  descenso  en  la  mor- 
talidad cuantitativamente  mucho  mayor  que  las  modernas  normas  terapéutias. 

En  la  mayoría  de  los  países  tórridos,  como  el  nuestro,  la  diarrea  infecciosa 
es  de  carácter  endémico.  No  hay  un  factor  climatológico  de  control  y el  desarro- 
llo socio-económico  está  aún  atrasado.  Relativamente  poco  puede  hacer  el  médi- 
co para  mejorar  estos  aspectos.  El  médico,  sin  embargo,  puede  aún  hacer  mu- 
cho para  disminuir  la  letalidad  por  diarrea  infecciosa.  En  nuestro  país,  en  don- 
de existe  una  red  de  centros  de  salud  bien  equipados,  el  médico  debiera  aún 
poder  hacer  mucho  por  disminuir  la  letalidad.  En  este  sentido,  perdóneme  el 
lector  que  me  salga  por  un  momento  del  estilo  editorial  para  contar  un  par  de 
anécdotas. 
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Hace  algún  tiempo,  al  terminar  una  de  mis  conferencias  sobre  terapia  elec- 
trolítica. se  me  acercó  un  colega  a hacer  algunos  comentarios.  “Su  método” , me 
dijo,  “no  está  mal,  pero  tiene  demasiados  cálculos.  A mí  me  da  muy  buenos  re- 
sultados el  método  del  ojo  por  ciento.”  Por  temor  a herir  su  orgullo,  en  aque- 
llo de  tener  tan  buen  ojo,  no  quise  decirle  que  tal  método  no  tiene  nada  de  origi- 
nal, pues  es  ampliamente  utilizado.  Comentando  un  día  el  asunto  con  el  Dr.  Philip 
Dodge,  decidimos  poner  a prueba  nuestra  propia  habilidad  con  el  método  del  ojo 
por  ciento.  El  estudio,  que  llamamos  ” guessing  game”,  consistía  en  tratar  de  eva- 
luar, sin  otros  datos  que  los  del  examen  físico,  a los  bebés  que  se  admitían  a la  sala 
de  diarrea,  y comparar  nuestras  predicciones  con  los  datos  obtenidos  a posteriori. 
Tratábamos  de  predecir  déficit  de  peso,  tipo  de  deshidr  at  ación  y magnitud  de 
la  acidosis,  eligiendo  uno  de  cuatro  encasillados  para  cada  parámetro.  Los 
miembros  participantes:  el  doctor  Dodge,  el  residente  y el  interno  de  la  sala,  la 
enfermera  graduada,  la  enfermera  práctica,  el  conserje  de  turno  y yo.  El  más 
hábil  con  el  método  del  ojo  por  ciento  resultó  ser  el  residente,  quien  obtuvo  un 
79 % de  aciertos ; el  peor,  el  conserje,  quien  acertó  un  59 % de  las  veces.  Entre 
el  resto  del  grupo  las  diferencias  fueron  muy  escasas.  Sometidos  los  resultados  a 
examen  estadístico  resultó  que  constituíamos  un  grupo  homogéneo,  pues  las  dife- 
rencias no  eran  de  valor  estadístico.  No  cabe  sino  concluir  que  el  método  del  ojo 
por  ciento  es  tan  bueno  que  iguala  a un  conserje  de  hospital  con  un  profesor  de 
Harvard,  o es  tan  malo  que  iguala  a un  profesor  de  Harvard  con  un  conserje  de 
hospital. 

No  estoy  en  contra  del  “suero  casero”.  En  los  casos  comunes  de  diarrea,  le- 
ve o moderada,  puede  estar  indicado.  De  otro  lado,  el  suero  casero  es  la  causa 
más  importante  — prácticamente  la  única  — de  hipernatremia,  que  es  a menu- 
do una  complicación  de  consecuencias  trágicas  para  el  desarrollo  mental  o la 
vida  del  lactante.  Tal  complicación,  sin  embargo,  no  ocurre  si  el  suero  se  prepa- 
ra adecuadamente.  Esto  es,  un  litro  de  agua  hervida,  a l/z  cucharadita  rasa 
de  sal  y una  o dos  cucharadas  de  azúcar.  Por  lo  común,  el  médico  explica  a la 
mamá  cómo  preparar  esta  mezcla  y le  da  las  instrucciones  escritas. 

En  cierta  ocasión  pedimos  a un  grupo  de  madres  de  lactantes  diarréicos 
que  nos  preparasen  el  suero  casero  en  el  departamento  de  dietas  de  nuestro  centro 
de  investigaciones.  A otro  grupo  se  les  instruyó  para  que  lo  hiciesen  en  su  casa  y 
nos  lo  trajesen  para  análisis.  Les  hicimos  ceer  que  lo  necesitábamos  para  admi- 
nistrárselo al  bebé  hospitalizado.  He  aquí  lo  que  ocurrió.  La  mayoría  de  las  ma- 
dres siguieron  las  instrucciones  correctamente.  El  suero  casero  contenía  de  20  a 
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35  miliequív alentes  de  sodio  por  litro,  que  es  lo  que  debe  tener.  Pero  un  cierto 
número  de  los  sueros  así  preparados  contenían  concentraciones  de  sodio  más  al- 
tas y algunos  concentraciones  enormemente  altas.  Ciertas  personas  cometieron 
errores,  tales  como  hervir  la  fórmula  por  mucho  tiempo  después  de  preparada, 
con  la  consiguiente  reducción  del  volumen,  confundía  el  azúcar  con  la  sal,  inexac- 
titudes groseras  en  la  medición  de  la  sal  o del  agua,  cambio  de  la  fórmula  “ por 
otra  mejor”  prescrita  por  una  vecina,  etc. 

Hemos  citado  dos  ejemplos  para  ilustrar  que  aún  se  puede  mejorar  nota- 
blemente el  pronóstico  de  la  diarrea  del  lactante.  En  nuestro  país  estamos  aún 
lejos  de  poder  considerar  la  diarrea  infecciosa  una  enfermedad  esporádica,  y en 
el  entretanto  no  podemos  permitir  que  nuestros  bebés  puertorriqueños  se  nos 
queden  en  altar  mar. 

Ramón  Torres  Pinedo,  M.  D. 


NUEVO  FORMATO 

Hace  sólo  dos  años  y medio  que  el  Boletín  sufrió  un  cambio  radical  en 
su  formato  que  fuera  establecido  desde  el  año  1951.  Se  introdujo  este  cambio 
con  el  fin  de  mejorar  la  calidad  de  la  impresión  introduciendo  técnicas  más  mo- 
dernas de  litografía,  texto  a dos  columnas  y una  mejor  encuadernación.  El  resul- 
tado de  estos  cambios  tuvo  la  aceptación  general  de  nuestros  lectores. 

Este  mes  el  Boletín  se  une  a la  familia  de  publicaciones  de  las  asociacio- 
nes médicas  estatales  a través  de  un  contrato  con  la  State  Medical  Journal  Ad- 
vertising. Bureau  para  la  más  efectiva  adquisición  de  material  de  anuncios.  Pa- 
ra mayor  uniformidad  con  las  otras  revistas  asociadas,  el  Boletín  cambia  de 
aspecto. 

Para  evitar  trastornos  a aquellos  que  encuadernan  el  Boletín  y también 
por  razones  de  estética,  no  se  hará  alteración  alguna  en  el  tamaño  de  las  colum- 
nas con  material  de  texto. 

Consideramos  que  este  nuevo  formato  representa  otro  paso  adelante  para 
nuestro  Boletín. 

Julio  V.  Rivera,  M.  D. 


CARTA 


¿Hacia  una  Medicina  Más  Científica? 


Dear  Sirs: 

It  is  with  great  pleasure  that  I have  read  your 
editorial  Toward  a More  Scientific  Medicine ? and 
which  I prefer  to  entitle  A Voice  in  the  Desert. 
Dr.  Torres-Pinedo  has,  and  this  could  probably  be 
taken  literally,  put  the  tail  on  the  donkey.  The 
entire  structure  on  which  our  medical  school  stands 
today  is  based  on  the  myopic  view,  which  Dr.  To- 
rres has  so  well  depicted,  that  there  may  be  a 
separation  between  teaching,  learning,  investiga- 
tion and  the  practice  of  a scientific  discipline.  In 
today’s  world  of  medicine  where  the  clinician  can 
no  longer  depend  exclusively  on  his  senses  in  the 
care  of  patients  and  where  increasing  understanding 
of  the  mechanism  of  disease  are  an  absolute  nec- 
essity, a schism  between  the  modalities  of  learning 
within  medicine  can  only  lead  to  mediocrity.  It 
is  no  longer  sufficient  to  have  “patterns  of  ther- 
apy” for  given  diseases,  or  to  have  superficial 
knowledge  about  the  pathophysiology  of  illness.  It 
should  be  the  duty  of  any  physician  to  understand 
not  on  an  empirical  basis  but  to  understand  ac- 
cording to  the  advances  that  investigation  in  med- 
icine have  made  available  to  each  and  every  one 
of  us.  The  clinician  can  no  longer  ignore  research 
as  being  distant  from  the  bedside  and  no  investi- 
gator within  a clinical  department  can  ignore  the 
necessity  for  carrying  clinically  relevant  investiga- 
tion. Obviously,  and  here  I sharply  dissent  from 
Dr.  Torres,  the  individual  that  can  combine  both, 
clinical  acumen  and  investigatorial  imagination, 
would  clearly  be  the  best  equipped  to  transpose 
to  the  bedside  experimental  observations.  Clearly 
not  everyone  may  dwell  at  ease  in  these  two  com- 
plementary but  frequently  diametrically  opposite 
worlds.  It  would,  however,  be  enough  that  reali- 


zation of  this  circumstance  is  fully  present  in 
the  minds  of  those  at  either  end.  Ignorance  of 
each  other’s  world  often  leads  to  fear,  fear  to 
mockery,  mockery  to  repetition,  repetition  to  com- 
placency and  complacency  to  mediocrity  . . . And 
the  cycle  is  completed 

The  shameful  relegation  of  research  in  our 
medical  environment  is  the  fault  of  many.  I have 
no  doubt  that  other  places  of  high  learning  at- 
tract competent  and  gifted  investigators  away 
from  our  school,  but  has  a genuine  effort  been 
made  to  bring  them?  Has  the  school  made  an 
attempt  to  open  the  eyes,  so  to  speak,  of  the 
gifted  student  to  the  world  of  inquiry  and  pen- 
etrating thought?  Have  we  made  our  environment 
scientifically  attractive  to  the  perceptive  mind?  The 
government  and  the  University  Administration 
are  clearly  blind  to  the  problem . But  is  this  the 
result  of  malicious  inertia  or  the  result  of  total 
ignorance  of  the  needs  of  a medical  school  of 
today?  Has  there  been  a purpose  of  initiative 
aiming  at  informing  the  pertinent  people  of  these 
needs  and  obtaining  their  attention  and  coopera- 
tion? Metaphors  regarding  inflexibility  of  man 
or  computer  might  be  in  order,  but  it  should 
be  made  clear  that  there  are  those  who  are  will- 
ing to  challenge  either. 

I only  hope  that  people  like  Dr.  Torres-Pine- 
do are  read,  heard  and  seen,  and  that  the  per- 
sistence of  their  convictions,  the  power  of  their 
reasoning  and  their  interest  in  one  aspect  of  our 
lives  of  which  we  should  be  unconditionally 
proud,  help  plant  the  seed  which  will  give  us 
the  needed  harvest. 

Sincerely  yours, 

M.  Martinez-Maldonado,  M.D. 
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ACTUALIDADES  MEDICAS 


Cigarette  Smoking  and  Health 
Characteristics 

The  average  number  of  civilian  nonin- 
stitutionalized  persons  in  the  population  17 
years  and  over  during  the  period,  July  1964- 
June  1965  was  estimated  at  122,086,000; 
consisting  of  57,585,000  men  and  64,501,000 
women.  About  29,341,000,  or  51.0  percent, 
of  the  males  were  classified  as  present  cig- 
arette smokers  as  compared  with  21,400,000, 
or  33.2  percent,  of  the  females.  An  estimat- 
ed 19.2  percent  of  the  males  were  former 
smokers,  while  29.6  percent  had  never  smok- 
ed as  many  as  100  cigarettes.  Only  7.8  per- 
cent of  the  females  reported  that  they  were 
former  smokers  while  58.5  percent  of  the 
females  had  never  smoked  100  cigarettes. 
About  72.6  percent  of  all  men  who  had 
ever  smoked  were  still  smoking  during  the 
interview  period  as  compared  with  80.9 
percent  of  the  women.  There  was  a tend- 
ency tow'ard  higher  smoking  rates  at  the 
middle  age  groups  in  both  sexes,  although 
the  level  of  the  rates  for  females  was  con- 
siderably lower.  The  lower  smoking  rates 
reported  among  the  older  age  groups  were 
not  entirely  due  to  the  persons  who  had  cut 
down  on  their  smoking,  but  also  reflected 
lower  overall  smoking  rates  among  older 
persons. 

Both  male  and  female  cigarette  smokers 
reported  a higher  rate  of  chronic  conditions 
than  did  persons  who  had  never  smoked. 
Fifty-eight  percent  of  the  male  present 
smokers  reported  one  or  more  chronic  con- 
ditions, while  only  53.5  percent  of  the  male 


“never  smokers”  reported  one  or  more 
chronic  conditions.  The  corresponding  fig- 
ures for  females  are  64.4  percent  for  the 
present  smokers  and  60.0  percent  for  those 
who  had  never  smoked.  Although  females 
reported  more  chronic  conditions,  the  ratio 
of  present  smokers  to  “never  smokers”  is 
about  the  same  for  both  sexes,  i.e.,  1.08 
(58.0  percent/53.5  percent)  for  the  male 
smokers,  and  1.07  (64.4  percent  /60.0  per- 
cent) for  the  female  smokers.  The  differ- 
ences between  all  present  smokers  and  those 
who  had  never  smoked  are  not  large.  How- 
ever, when  the  present  smokers  heaviest 
smoking  amount  is  taken  into  considera- 
tion, there  is  a marked  increase  in  the  pre- 
valence of  chronic  conditions  as  the  num- 
ber of  cigarettes  smoked  per  day  increases. 
For  example,  of  the  males  who  smoked  a 
half  pack  or  less  at  their  heaviest  amount, 
49.5  percent  reported  one  or  more  chronic 
conditions  while  72.1  percent  of  those  who 
smoked  over  two  packs  a day  had  one  or 
more  chronic  conditions,  which  is  35  per- 
cent higher  than  the  percentage  for  the 
“never  smokers.”  There  is  a similar  increase 
in  the  percent  of  females  with  chronic  con- 
ditions as  the  heaviest  smoking  amount  in- 
creases with  57.1  percent  of  the  light  smok- 
ers and  85.3  percent  of  the  heaviest  smok- 
ers reporting  one  or  more  chronic  condi- 
tions. Thus,  the  number  of  cigarettes  smok- 
ed appears  to  be  a major  factor  in  the  rela- 
tionship between  cigarette  smoking  and 
health,  with  the  strongest  relationship 
among  the  heaviest  smokers.  By  comparing 
the  ratios  of  percent  of  persons  with  one 
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or  more  and  three  or  more  chronic  condi- 
tions, it  can  be  seen  that  smokers;  at  the 
higher  levels  of  smoking,  are  more  likely  to 
report  three  or  more  chronic  conditions  than 
those  who  had  never  smoked:  For  example, 
among  women  who  smoked  21-40  cigarettes 
a day  at  their  heaviest  rate,  the  number 
of  those  with  one  or  more  chronic  condi- 
tions is  25  percent  higher  than  that  for 
“never  smokers,”  while  the  number  for  those 
with  three  or  more  chronic  conditions  is  51 
percent  higher.  This  same  pattern  holds  for 
the  males. 

The  relationship  between  smoking  and 
the  presence  of  chronic  conditions  varies 
considerably  by  condition.  While  the  mag- 
nitude of  this  variation  differs  from  condi- 
tion to  condition,  the  general  pattern  of 
relationships  is  quite  similar,  with  the  for- 
mer smokers  reporting  higher  rates  than  the 
present  smokers  and  the  prevalence  rates 
of  the  present  smokers  increasing  as  their 
heaviest  smoking  rate  increases. 

The  prevalence  rate  of  heart  conditions 
(excluding  rheumatic  heart  disease)  among 
male  former  smokers  was  about  44  percent 
higher  than  among  those  who  had  never 
smoked.  Although  the  present  smokers  who 
smoked  up  to  a pack  a day  had  a rate  about 
the  same  as  that  for  the  “never  smokers,” 
men  whose  heaviest  rate  was  over  two  packs 
a day  reported  prevalence  rates  for  heart 
conditions  about  70  percent  higher  than 
“never  smokers”.  The  ratios  are  even  high- 
er for  arteriosclerotic  heart  diseases,  includ- 
ing coronary  disease,  being,  2.22  (equivalent 
to  122  percent  higher)  for  the  former  smok- 
ers and  2.11  for  male  present  smokers  who 
smoked  21-40  cigarettes  a day.  Thus,  the 
positive  relationship  between  cigarette 
smoking  and  heart  disease  seems  to  be  strong 
among  the  males.  Female  former  smokers 


'reported  about  25  percent  higher  rates  of 
heart  disease  than  those  who  never  smoked, 
while  the  present  smokers  who  smoked  no 
more  than  a pack  a day  reported  19-35  per- 
cent lower  rates  than  the  “never  smokers.” 
It  should  be  remembered  that  as  long  as 
the  comparisons  between  males  and  females 
are  made  in  terms  of  ratios,  the  original 
sex  differences  in  prevalence  rates  can  be 
ignored. 

With  the  exception  of  males  who  smok- 
ed over  a pack  a day,  the  rates  of 'hyper- 
tension without  heart  involvement  were  a- 
bout  the  same  for  present  cigarette  smokers 
as  for  persons  w'ho  had  never  smoked.  How- 
ever, males  17-44  years  who  smoked  21-40 
cigarettes  a day  at  their  heaviest  had  an 
estimated  rate  of  hypertension  75  percent 
higher  than  males  of  the  same  age  who  had 
never  smoked ; while  males  over  45  years 
had  about  the  same  prevalence  rates  of  hy- 
pertension as  the  “never  smokers”  within 
the  same  age  group. 

The  strongest  relationship  is  found  be- 
tween smoking  habits  and  the  presence  of 
chronic  bronchitis  and/or  emphysema.  The 
estimated  prevalence  rate  for  male  former 
smokers  was  2.5  times  greater  than  the  rate 
for  males  who  had  never  smoked,  with  the 
rate  for  present  smokers  2.4  times  higher. 
Former  smokers  among  women  reported  a 
rate  over  twice  (ratio — 2.17)  as  high  as 
that  for  females  who  had  never  smoked, 
while  the  present  female  smokers  had  over 
three  times  (ratio  = 31 7)  as  many  reported 
cases  of  bronchitis  and/or  emphysema  as 
“never  smokers.”  This  is  one  of  the  few  in- 
stances where  female  former  smokers  had  a 
lower  morbidity  rate  than  present  smokers. 
Except  for  the  former  smokers,  it  will  be 
noted  that  the  ratios  for  females  are  higher 
than  those  for  males.  Males  who  smoked 
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a pack  a day  when  they  were  smoking  the 
heaviest  had  a prevalence  rate  2.30  times 
higher  than  that  of  the  “never  smokers,” 
while  the  comparable  ratio  for  females  is 
3.33.  Corresponding  ratios  for  those  who 
smoked  21-40  cigarettes  a day  and  over  two 
packs  a day  at  their  heaviest  are  3.10  and 
4.10  respectively  for  males  and  4.92  and 
9.67  for  females.  It  should  be  remembered, 
however,  that  bronchitis  as  reported  in  the 
household  interview  is  not  necessarily  the 
same  as  a physician’s  diagnosis  of  bronchitis. 
It  is  quite  possible  that  some  of  the  self- 
diagnosed  cases  may  in  fact  be  “smokers’ 
cough.”  If  some  of  the  reported  bronchitis 
was  indeed  “smokers’  cough,”  this  might  ex- 
plain why  female  former  smokers  reported 
lower  prevalence  rates,  since  one  would  ex- 
pect “smokers’  cough”  to  decrease  among 
former  smokers. 

Smokers  among  both  sexes  reported  a 
higher  prevalence  rate  of  chronic  sinusitis 
than  did  “never  smokers,”  with  the  ratios 
about  the  same  for  men  and  women.  Smok- 
ers whose  heaviest  smoking  was  a half  pack 
or  less  a day  reported  sinusitis  at  about  the 
same  rate  as  “never  smokers,”  but  as  cigar- 
ette consumption  increased  to  over  two 
packs  a day,  the  reported  sinusitis  increas- 
ed to  about  75  percent  above  those  who  had 
never  smoked.  While  the  age  differences  in 
prevalence  of  sinusitis  among  smokers  is  not 
as  great  as  with  most  conditions,  at  the  low- 
er smoking  levels  (up  to  a pack  a day),  the 
relationship  is  strongest  for  persons  65  and 
over  while  at  the  higher  smoking  levels,  it 
is  strongest  for  the  17-44  age  group. 

The  estimated  prevalence  rate  of  peptic 
ulcer  was  almost  twice  as  high  among  male 
present  smokers  as  among  “never  smokers” 
and  over  50  percent  higher  for  female 
smokers.  The  prevalence  rate  of  both  sexes 


increased  as  the  heaviest  smoking  rate  in- 
creased. However,  among  the  males  this  was 
the  only  chronic  condition  studied  for  which 
former  smokers  had  lower  rates  than  pres- 
ent  smokers. 

Reprinted  from  Vital  and  Health  Statistics, 
U.  S.  Department  of  Health,  Education  and  Wel- 
fare, Public  Health  Service,  Series  10,  No.  34. 

Causes  of  Hearing  Loss 

For  all  persons  with  a binaural  hearing 
loss  there  was  a marked  direct  relationship 
between  age  at  onset  and  the  proportion  of 
persons  who  reported  an  unknown  cause  of 
hearing  loss.  Approximately  39.9  percent  of 
those  with  a binaural  hearing  impairment 
stated  they  did  no  know  the  cause  of  their 
impaired  hearing  (table  16)  . The  proportion 
of  “don’t  know”  answers  progressed  from 
19.3  percent  for  those  with  a reported  onset 
at  less  than  6 years  of  age  to  54.1  for  those 
who  reported  the  onset  as  occurring  at  65 
years  or  later. 

Persons  with  no  speech  comprehension 
reported  a definite  cause  more  frequently 
than  those  in  the  other  speech  comprehension 
groups. 

Illness  was  reported  as  the  cause  of 
hearing  loss  for  20.9  percent  of  these  bin- 
aurally  impaired  persons  and  was  the  most 
frequent  specific  cause  given.  Accidents,  the 
next  most  frequent  cause,  were  reported  13.5 
percent  of  the  time.  Hereditary  and  congen- 
ital factor  were  given  as  the  cause  of  hear- 
ing loss  more  frequently  for  those  with  the 
most  severely  impaired  hearing  no  speech 
comprehension)  than  for  the  other  two 
groups. 

The  frequency  with  which  a given  cause 
was  mentioned  varies  with  the  reported  age 
of  onset.  Hereditary  and  congenital  factors 
were  reported  as  the  cause  of  about  one 
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fourth  of  the  hearing  impairments  beginning 
under  6 years  af  age  and  were  rarely  men- 
tioned as  a cause  when  the  onset  was  reported 
as  occurring  later  in  life.  Accidents  were  the 
most  frequently  reported  cause  among  those 
who  reported  the  onset  of  loss  as  occurring 
between  1 7 and  45  years  of  age  and  the 
second  most  frequent  cause  when  the  onset 
occurred  between  the  ages  of  6-16  years  and 
45-64  years.  While  presbycusis,  hearing  loss 
associated  with  aging,  was  the  most  frequent 
specific  cause  given  by  those  who  reported 
the  onset  of  loss  occurring  after  65  years,  it 
was  reported  by  only  17.3  percent  of  this 


group.  It  is  probable  that  54.1  percent  of 
this  age  group  who  reported  they  did  not 
know  the  cause  of  their  impairment  includes 
many  persons  whose  hearing  loss  was  due 
to  the  aging  process. 

The  most  frequently  reported  cause  of 
hearing  loss  for  females  was  illness  26.7  per- 
cent), whereas  males  reported  accidents 
(20.6  percent)  as  the  most  frequent  cause 
of  hearing  impairment. 

Reprinted  from  Vital  and  Health  Statistics, 
U.  S.  Department  of  Health,  Education  and  Wei 
fare.  Public  Health  Service,  Series  10,  No.  75. 


NOTICIAS 


Locales 

REUNIONES 

Julio  1 — Seminario  auspiciado  por  la  Sección  de 
Medicina  Industrial  de  la  AMPR. 

Julio  10-14  — Curso  postgraduado,  auspiciado  por 
la  Sección  de  Ortopedia  de  la  AMPR. 

Julio  13-16  — Convención  semianual 
Julio  15  — Reunión  Cámara  de  Delegados. 
Juliol9-20  — Seminario  sobre  Diabetes. 

Julio  26-27  — Seminario  sobre  Diabetes. 

CARDIOVASCULAR  RESEARCH 
INVESTIGATORSHIP  AWARDS 
The  Puerto  Rico  Heart  Association  and  the 
American  Heart  Association,  in  conjunction  with 
the  University  of  Puerto  Rico  School  of  Medicine, 
announces  a new  program  of  Cardiovascular  Re- 
search Investigatorship  Awards. 

These  awards  will  enable  U.  S.  citizens  holding 
an  M.  D.,  Ph.D.,  or  equivalent  degree,  to  spend 
essentially  full  time  conducting  independent  re- 
search in  the  broad  field  of  cardiovascular  disease 
and  function  in  any  department  at  the  University 
of  Puérto  Rico  School  of  Medicine  in  San  Juan. 

One  award  will  be  made  each  year  and  will 
consist  of  a stipend  in  excess  of  $10,000  per  year 
for  three  years,  plus  an  initial  departmental  grant 
of  $2,000,  fringe  benefits,  and  a yearly  stipend  in- 
' crement. 

During  the  tenure  of  the  award  the  Investiga- 
tor will  also  hold  concurrent  academic  title  in 
the  University  of  Puerto  Rico  School  of  Medicine. 

The  deadline  date  for  submission  of  applica- 
tions is  September  15,  1967,  for  awards  beginning 
July  1968. 

Inquiries  for  further  information  and  applica- 
tion forms  should  be  sent  to: 

Chairman,  Research  Committee 
Puerto  Rico  Heart  Association 
Box  8215,  Fernández  Juncos  Station 
Santurce,  Puerto  Rico  00910 

Nacionales 

MILITARY  SERVICE  FOR  PHYSICIANS 
The  American  Medical  Association  proposed  that 
Congress  set  up  a National  Commission  on  Health 


Resources  and  Medical  Manpower  with  broad  pow- 
ers to  supervise  the  drafting  of  physicians  for  mi- 
litary service. 

The  AMA  recommendation  was  presented  by 
Dr.  Albert  H.  Schwichtenberg,  chairman  of  the 
AMA  Council  on  National  Security,  at  a Senate 
Armed  Services  Committee  hearing  on  S.  1432 
which  would  provide  for  a four-year  extension  of 
the  present  draft  law  expiring  June  30. 

Other  AMA  recommendation  for  modification 
of  the  doctor  draft  program  included: 

—Expansion  of  physician  draft  pool  to  include 
women  doctors. 

—Making  subject  to  draft  call  foreign  physicians 
under  35  years  of  age,  with  permanent  visas  or 
who  have  subsequently  become  citizens,  and  who 
may  not  be  subject  to  call  because  they  were  not 
deferred  from  induction  while  under  age  26. 

—Limiting  credit  for  fulfillment  of  the  draft 
obligation  to  only  service  performed  in  the  armed 
services.  (Under  the  old  law,  service  in  the  Public 
Health  Service  could  satisfy  a physician’s  obliga- 
tion for  active  military  duty.) 

—Routine  transfer,  upon  completion  of  an  in- 
ternship, of  the  jurisdiction  of  physicians  to  the 
local  draft  board  serving  the  area  in  which  the 
physician  is  engaged  in  training  or  practice. 

—Changes  in  the  pay  and  promotion  policies 
for  military  physicians  designed  to  increase  the 
retention  of  career  military  physicians. 

"Our  primary  recommendation  ...  is  the  crea- 
tion of  a National  Commission  on  Health  Re- 
sources and  Medical  Manpower,”  Dr.  Schwichten- 
berg said.  “This  Commission  would  replace  and  be 
responsible  for  the  functions  of  the  present  Na- 
tional Advisory  Committee  and  the  Health  Re- 
sources Advisory  Committee.  This  new  Commis- 
sion, under  the  direction  of  the  President,  would 
have  the  responsibility  of  maintaining  a proper 
balance  of  health  personnel,  within  existing  re- 
sources, among  the  Armed  Forces,  other  Govern- 
ment agencies,  and  the  civilian  population.  Re- 
quests of  the  Secretary  of  Defense  for  health  man- 
power in  the  military  would  be  reviewed  and  ap- 
proved by  the  Commission.  The  Commission  would 
establish  for  the  Selective  Service  System  criteria 
for  classifying,  reclassifying  and  determining  the 
order  of  selection  for  health  personnel.  Under  this 
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proposal,  the  present  State  Advisory  Committees 
would  be  redesignated  as  State  Health  Manpower 
Committees,  whose  activities  would  be  coordinated 
by  the  National  Commission.  It  is  further  recom- 
mended that  the  Commission  should  be  constitut- 
ed from  among  persons  of  outstanding  national 
reputation  in  the  health-care  fields,  and  its  com- 
position should  include  substantial  representation 
from  physicians  in  private  practice.” 

STANDARDS  FOR  EMERGENCY  CARE 

The  National  Highway  Agency  announced  ten- 
tative standards  for  emergency  medical  services 
provided  for  persons  injured  in  traffic  accidents. 

The  federal  standards  give  the  states  broad 
authority  in  implementation  and  also  are  subject 
to  comment  by  the  states  before  they  become  final. 
The  state  programs  must  be  in  full  operation  be- 
fore Jan.  1,  1969,  or  a state  could  lose  up  to  10 
percent  of  its  allotted  federal  highway  construction 
funds. 

Although  the  federal  standards  apply  only  to 
traffic  accidents,  they  are  expected  to  necessarily 
set  a pattern  for  emergency  medical  services  gen- 
erally. 

Dr.  William  Haddon,  Jr.,  head  of  the  National 
Highway  Safety  Agency,  said  the  emergency  care 
regulations  are  designed  to  provide  quick  response 
to  accidents,  sustain  and  prolong  life  through  pro- 
per first  aid  measures,  reduce  the  likelihood  of 
permanent  disability  and  prolonged  hospitalization, 
and  provide  speedy  transportation  of  accident  vic- 
tims to  hospitals. 

The . federal  standards  would  require  states  to: 

Appoint  a full-time  medical  emergency  services 
coordinator  to  have  primary  responsibility  for  the 
program. 

—Prepare  a comprehensive  plan  for  emergency 
services  throughout  the  states. 

—Establish  training,  licensing  and  related  re- 
quirements for  ambulance  drivers,  attendants,  and 
dispatchers. 

—Coordinate  ambulance  and  other  emergency 
medical  care  systems,  including  requiring  am- 
bulances to  carry  two-way  radios  hooked  up  with 
the  police  and  hospitals. 

—Provide  first  aid  training  and  refresher  courses 
for  emergency  service  personnel  and  policemen 
and  firemen,  and  encourage  first  aid  instruction 
for  the  public. 


Other  draft  regulations  with  medical  aspects: 

—Make  physical  and  eyesight  examinations  for 
driver  licensing. 

—Do  compulsory  blood  tests  for  alcohol  on  driv- 
ers in  accidents. 

AMA  ARCHIVE-LIBRARY 

You  could  be  one  of  those  AMA  members  who 
benefit  from  the  services  of  the  AMA  Archive- 
Library,  just  one  dividend  of  your  AMA  members- 
ship.  The  Archive-Library  services  to  members 
include  conducting  medical  literature  searches  and 
compiling  bibliographies  free  of  charge.  Another 
available  aid  of  great  value,  the  Library’s  phoco- 
copy  service,  is  also  free  to  you.  Any  article  from 
any  journal  to  which  the  Library  has  access  can 
be  copied  and  sent  to  you  for  your  files. 

The  Library  handles  from  1,500  to  1,800 
requests  for  information  and  publications  from 
physician  members  every  month. 

The  AMA  Archive-Library  upholds  the  tra- 
ditional role  of  the  medical  library  as  an  adjunct 
to  the  postgraduate  education  of  the  physician  in 
practice,  but  it  is  even  more  than  a library.  It 
is  a complete  information  center. 

As  a national  medical  society  library,  the  Ar- 
chive-Library is  able  to  provide  services  not 
normally  available  on  the  local  level.  A more 
complete  collection  of  materials  allows  the  Library 
to  supplement  local  library  service.  In  addition, 
several  special  subject  collections  cover  thorough- 
ly such  topics  as  international  health,  history  and 
the  sociology  and  economics  of  medicine.  The 
AMA’s  collection  on  the  sociology  and  economics 
of  medicine  is  the  best  in  the  world.  It  contains 
almost  all  the  English  language  publications  and 
includes  opinions  reflected  in  mass  media  as 
well  as  in  scholarly  works. 

At  the  core  of  the  Library  is  a collection  of 
current  medical  publications.  Today,  2,200  jour- 
nals are  received  on  a regular  basis.  This  is  twice 
the  number  contained  in  any  average  medical 
school  library.  These  represent  all  the  major 
publications  in  medicine  and  the  allied  sciences. 
In  addition  to  the  periodicals,  the  Library  contains 
40,000  books.  This  makes  the  Archive-Library  one 
of  the  most  complete  current  medical  libraries 
you  will  find  any  place. 

Perhaps  the  one  thing  above  all  others  which 
sets  the  AMA  medical  Library  apart  and  makes 
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it  a true  information  center  is  the  availability  to 
the  Library  staff  of  a unique  resource  unavailable 
at  many  other  medical  libraries— the  professional 
staff  members  of  the  AMA’s  20  scientific  depart- 
ments. “The  professional  staff  is  here  and  we 
can  use  them,”  Susan  Crawford,  director  of  the 
Archive-Library,  says.  “Few  other  libraries  have 
this  type  of  consultation  available.  When  a doctor 
writes  to  us  and  wants  medical  opinion  or  judg- 
ment, his  question  is  referred  to  a consultant  on 
the  AMA  staff,  or  to  one  of  many  specialists  in 
the  country,  through  the  Questions  and  Answers 
Department  of  JAMA.” 

If  you  are  planning  an  overseas  trip  or  sab- 
batical, to  set  up  practice  or  to  attend  a meeting 
or  congress,  the  Library  can  give  you  all  the 
information  you  need  on  foreign  medical  organ- 
izations, hospital  and  medical  facilities  in  various 
countries,  living  conditions,  what  you  should  bring 
and  the  locations  of  the  nearest  American  phy- 
sician in  any  country. 

The  staff  can  also  furnish  you  with  informa- 
tion on  a comprehensive  and  up-to-date  listing 
of  medical  meetings  outside  the  United  States. 
After  you  are  situated  abroad  the  Library  will 
continue  to  provide  you  with  research  facilities 
and  photocopy  services  on  specific  medical  sub- 
jects just  as  they  did  when  you  were  stateside. 

Any  of  the  services  of  the  Archive-Library 
are  available  to  you  by  mail,  telephone  (312-527- 
1500)  , TWX  (910-221-0300)  , telex  (254-020)  or 
in  person.  Library  hours  are  8:30  a.m.  to  4:45 
p.m.  Monday  through  Friday. 

PROJECT  HOPE 
SPONSORSHIP  PROGRAM 
The  Project  HOPE  Sponsorship  Program  is 
a vital  and  direct  way  to  contribute  to  the  medi- 
cal needs  of  developing  nations 

The  purpose  of  Project  HOPE  is  to  teach  and 
train  doctors,  dentists,  nurses,  pharmacists,  di- 
eticians, technicians,  and  other  paramedical  per- 


sonnel. During  the  course  of  a ten-month  stay 
in  a host  country,  Project  HOPE  could  not  pos- 
sibly attempt  to  cure  all  the  sick.  However  by 
teaching  and  training  local  counterparts,  HOPE 
makes  a far  greater  long-term  contribution.  By 
leaving  behind  knowledge,  Project  HOPE  gives 
something  not  even  time  can  eradicate. 

An  individual  or  group  may  choose  to  sponsor 
any  one  or  more  individuals  in  the  four  different 
categories.  The  sponsor  will  receive  a “Certificate 
of  Sponsorship”  denoting  the  name  of  the  person 
sponsored,  his  specialty,  and  duration  of  his  stay 
aboard  the  S.  S.  HOPE. 

HOPE’S  teaching-training  program  is  run  at 
a fraction  of  the  cost  that  would  be  necessary  to 
transport  the  trainees  to  and  from  the  United 
States.  Because  HOPE  brings  the  teaching  hospital 
to  the  doctors  and  staff,  their  country  does  not 
lose  the  benefit  of  their  services  whiles  hey  are  in 
training.  They  are  totally  immersed  in  modern 
techniques  working  with  their  own  people  in 
their  own  environment. 
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Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  .artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revision  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones: 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 
cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Artículos  referentes  a resultados  de 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

d)  Artículos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  asi  debe  hacerse  constar 
como  una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfptografías  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  numeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j)  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (artículo  de  revista). 

4.  Wmtrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletin  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s)  ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  publisheá  by  the 
American  Medical  Association. 


ANUNCIOS 


RESIDENCY  IN  PHYSICAL  MEDICINE 

"The  position  of  Resident  in  Physical  Medicine 
and  Rehabilitation  is  - available  at  the  San  Juan 
Veterans  Administration  Hospital.  The  residency 
program  is  affiliated  with  the  School  of  Medicine 
of  the  University  of  Puerto  Rico  and  with  various 
teaching  rehabilitation  centers  in  the  United  States 
of  America.  A physician  who  has  been  in  general 
practice  for  more  than  four  years  or  who  has 
completed  an  approved  one  year’s  residency  in  any 
other  medical  or  surgical  specialty  may  be  eligible 
to  receive  one  year’s  credit  towards  his  complete 
clinical  training,  which  is  three  years.  A career 
residency  training  program  is  available  to  those 
physicians  who  have  completed  their  obligated 
military  service  in  the  Armed  Forces  of  the  United 
States  of  America. 

For  further  information  contact  Herman  J.  Flax, 
M.D.,  Chief,  PM&R  Service,  San  Juan  Veterans 
Administration  Center,  520  Ponce  de  León  Avenue, 
San  Juan,  Puerto  Rico  (00901) , Telephone  782-2830, 


BUILDING  FOR  SALE  OR  RENT 
Corner  building  in  the  Bushwick  section  of 
Brooklyn,  N.  Y.;  formerly  occupied  by  a general 
practitioner.  Neighborhood  predominantly  inha- 
bited by  Puerto  Rican  people.  All  office  equip- 
ment included. 

Contact:  Joseph  H.  Padula,  1556  Broadway, 
Brooklyn,  N.  Y.  10021. 

MEDICAL  TECHNICIAN 
Trained  at  Frankford  Hospital  School  of  Med- 
ical Technology  in  Philadelphia,  Pennsylvania.  Con- 
tact Miss  Sheryl  Stiber,  11  Betances  St.,  Floral  Park, 
Hato  Rey,  765-4845. 


BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico  es- 
ta semana.  Sea  humanitario.  Done  sus  ojos.  Envíe 
su  contribución. 


vence  el  abatimiento,  levanta  el 

La  depresión  frecuentemente  se  caracteriza  por 
sentimientos  de  culpabilidad,  inutilidad,  desolación 
y privación.  Estas  manifestaciones,  acompañadas 
de  síntomas  tales  como  insomnio,  malestar,  tristeza 
y recelo,  responden  rápidamente  al  NORPRAMIN 
(clorhidrato  de  desipramina).  La  mejoría  general- 
mente se  manifiesta  2 a 5 días  después  de  iniciado 
el  tratamiento;  algunas  veces  antes.  Los  pacientes 
con  sensibilidad  comprobada  a estimulantes  del 
sistema  nervioso  central,  pueden  experimentar  ex- 
citación al  desaparecer  su  depresión;  en  estos  casos 
se  sugiere  reducir  la  dosis  o administrar  simultánea- 
mente tranquilizantes. 


NORPRAMIN 

(clorhidrato  de  desipramina) 

el  ANTIDEPRESIVO 
no-sedante  de  acción  rápida 

ánimo,  restablece  la  confianza 

Indicaciones:  Depresiones  de  todo  tipo,  reacciones  depresivas  neu- 
róticas o psicóticas;  reacciones  maniaco-depresivas  o involucionales. 
Posologia:  Se  obtienen  resultados  óptimos  con  una  dosis  de  2 
tabletas  de  25  mg.  tres  veces  al  día  (150  mg.  diarios). 
Contraindicaciones  y Precauciones:  Glaucoma,  espasmo  uretral  o 
ureteral,  infarto  reciente  del  miocardio,  trastornos  cardíacos  coro- 
narios graves  y epilepsia.  No  deberá  administrarse  durante  las  dos 
semanas  subsiguientes  a la  suspensión  de  la  terapia  con  inhibidores 
de  monoaminoxidasa  La  seguridad  de  su  empleo  en  el  embarazo 
no  ha  sido  aun  establecida. 

Reacciones  Adversas:  Pueden  presentarse  los  siguientes  efectos 
secundarios,  generalmente  leves:  sequedad  de  boca,  estreñimiento, 
mareo,  palpitación,  micción  retardada  "mal  sabor”,  ilusiones  senso- 
rias, tinnitus,  agitación  y estimulación,  sudoración,  somnolencia, 
jaqueca,  hipotensión  ortostática.  rubor,  náusea,  calambres,  debili- 
dad, visión  borrosa  y midriasis,  salpullido,  alergia,  eosinofiha  transi- 
toria, granulopenia,  alteraciones  de  la  función  hepática  y signos 
extrapiramidales 

Presentación:  NORPRAMIN  (chlorhidrato  de  desipramina)  tabletas 
de  25  mg.  en  frascos  de  50,  500  y 1,000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201,  E.U. A. 

PRODUCTOS 
PARA  PACIENTES 
QUE  USTED 
VE  A DIARIO 


LAKESIDE 


NEITHER  RAIN  NOR  SLEET  NOR  ARTHRITIS  KEEPS  HIM  HOME 


Barometers  may  rise  or  fall  but  rheu- 
matoid arthritis  patients  maintained  on 
DECADRON®  (dexamethasone)  will 
probably  keep  on  working  in  compara- 
tive comfort.  Inflammation  and  pain 
can  be  relieved  and  joint  swelling 
measurably  decreased.  Constitutional 
symptoms  such  as  fatigue,  weakness, 
and  loss  of  appetite  can  be  relieved. 
Patients  on  DECADRON  can  function 
effectively  on  the  job  and  on  most 
other  levels  of  daily  living. 

INDICATIONS:  Conditions  responsive 
to  adrenocortical  hormone  therapy. 
CONTRAINDICATIONS:  Tuberculosis- 
active,  healed,  or  questionably  healed 
—and  ocular  herpes  simplex  are  usually 
absolute  contraindications. 
PRECAUTIONS:  Observe  patients 
closely  during  and  after  therapy.  Use 
caution  in  relatively  contraindicated 
conditions,  such  as  acute  or  chronic  in- 
fections, especially  chickenpox;  vac- 
cinia; pregnancy;  diabetes  mellitus; 
hypertension;  peptic  ulcer;  osteoporo- 
sis; fresh  intestinal  anastomoses;  diver- 
ticulitis; thrombophlebitis;  psychotic 

MERCK  SHARP  & DOHME I where 

□•vision  of  Merck  & Co  Inc.,  West  Point.  Pa  I 


tendencies;  renal  insufficiency.  If  ad- 
ministered during  pregnancy,  study  in- 
fants for  hypoadrenalism. 

SIDE  EFFECTS:  All  side  effects  of 
systemic  adrenocortical  therapy  may 
occur.  These  include  relative  adreno- 
cortical insufficiency,  aggravation  of 
diabetes  mellitus  or  of  infection,  pro- 
tein catabolism  with  negative  nitrogen 
balance,  osteoporosis,  activation  of 
peptic  ulcer,  increased  blood  pressure, 
psychic  changes,  convulsions,  posterior 
subcapsular  cataracts,  thrombophlebi- 
tis, edema.  Before  prescribing  or  admin- 
istering, read  product  circular  with 
package  or  available  on  request. 
DECADRON  supplied  as  0.75-mg.  and 
0.5-mg.  scored,  pentagon-shaped  tab- 
lets in  bottles  of  100  and  1000.  Elixir 
DECADRON  in  100-cc.  bottles  with  cal- 
ibrated dropper,  each  5-cc.  containing 
0.5  mg.  dexamethasone,  alcohol  5%. 


today’s  theory  is  tomorrow's  therapy 


Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 
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The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 


Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 
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Since  1952 
much  has  been 
learned  world-wide 
about  the  nature 
of  genitourinary 
infections 
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v .. including  the  fact 
that  FURADANTIN* 

(nitrofurantoin) 

remains 

the  treatment  of  choice 


when  urinary  infection  is  suspected, 


try  Furadantin  first 

• specific  • safe  • superior 


Furadantin  is  supplied  as  Tablets,  50  mg.  and  100  mg.,  bottles  of 
25,  100,  500  and  1000;  and  as  Oral  Suspension,  bottles  of  60  cc. 

EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacal  Co.,  Norwich,  New  York,  U.S.A. 
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when  abnormal  fragility 
and  permeability  threaten 

protect 
the  body’s 
60,000  miles 
of  capillaries 

with 

duo-CVP 

Duo-C.V.P.  proves  helpful  when  abnormal  capillary 
permeability  and  fragility  are  factors  in  bleeding  in 
such  conditions  as  habitual  abortion,  threatened 
abortion,  nonthrombocytopenic  purpura,  and  gingi- 
vitis. In  a recent  study  duo-C.V.  P.  was  also  found 
of  significant  value  in  strengthening  placental  cap- 
illaries of  normal  women  against  passage  of  fetal 
erythrocytes  into  the  maternal  circulation.* 

Duo-C.V.P.  is  believed  to  act  by  decreasing  abnor- 
mal permeability  and  fragility  of  capillaries,  thereby 
reducing  bleeding  or  diapedesis  from  these  vessels. 

Each  duo-C.V.P.  capsule  provides:  Citrus  Bioflavonoid  Compound 
mg.,  Ascorbic  Acid  (vitamin  C)  200  mg.  Usual  dosage  is  1 cap- 
3 times  daily. 


and  where  vitamin  K is  also  indicated... 


with  vitamin  K 

Each  capsule  provides:  Citrus  Bioflavonoid  Compound  200  mg.,  Ascorbic  Acid  (vitamin  C)  200  mg., 
Menadione  (vitamin  K)  1 mg.  Usual  dosage  is  1 capsule  dally.  Precaution:  Use  with  caution  during  preg- 
nancy, as  vitamin  K involves  the  possible  hazard  of  kernicterus  and  hyperbilirubinemia  in  the  newborn. 

’Clayton,  E.  M.  et  al.:  Obstet.  & Gynec.  29:382,  1967. 


duo-CVP 


USV  PHARMACEUTICAL  CORP.  800  Second  Avenue  • New  York,  N.  Y.  10017 
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“He’s  doing  better. 

X-rays  show  a duodenal  ulcer, 
but  the  bleeding  has  definitely 
slowed  down!’ 


“Hemoglobin  is  still  low, 
so  I’d  give  him  at  least 
one  more  unit  of  blood  and 
continue  the  milk  and  Maalox.” 


Maalox  works  fast,  does  not  constipate,  and  is  pleasant  to  take ...  no  taste  fatigue. 


3 dosage  forms  for  convenience,  flexibility  and  variety: 
Maalox  Suspension  (12  fl.  oz.) . Maalox  No.  1 Tablets 
(0.4  Gm.)  : sugar-free  and  low  in  sodium. 

Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength 
for  double  antacid  action. 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


WILLIAM  H.  RORER,  INC.  fort  Washington,  pa. 


¡PIENSE  EN  EL  DIA -MENOS  PENSADO! 


¿QUIEN  LE  ASEGURA  QUE  EL  NACIMIENTO  DE  UN  HIJO  NO  LE  OCASIONARA  SERIOS  PROBLEMAS  ECONOMICOS? 
LA  SSS  LE  ASEGURA  PROTECCION  A MADRE  Y CRIATURA  i Y TAMBIEN  A SU  PRESUPUESTO! 


La  SSS  — Seguros  de  Servicios  de  Salud — es  la  más  completa  protección  para 
personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una  módica 
prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  todos  los  servicios 
indispensables  con  el  médico,  hospital  o laboratorio  de  su  selección.  Los  servicios 
de  maternidad  de  la  SSS  cubren  práctica- 
mente todos  los  gastos  desde  el  momento  en 
que  la  madre  ingresa  al  hospital.  La  SSS  pone 
a su  disposición  todas  las  ventajas  de  la  me- 
dicina privada,  a través  de  873  médicos  y 
especialistas,  31  hospitales  y 40  laboratorios. 

Algunos  de  nuestros  planes  incluyen  hasta 
servicios  dentales,  con  240  dentistas  asocia- 
dos. Para  más  detalles,  llene  el  cupón  que 
publicamos  aqui  y envíelo  a la  dirección  que 
aparece  en  el  mismo.  También  puede  visitar 
nuestras  oficinas  o llamar  a los  teléfonos: 

724-3737  en  San  Juan,  878-1248  en  Arecibo, 

842-7367  en  Ponce  y 832-6942  en  Mayagüez. 


SSS,  Apartado  3628 
G.  P.  O. 

San  Juan,  P.R.  00936 
Señores: 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 
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; Contento? 

¡Si! 

Porque 
soy  fuerte 
y saludable 


Doctores  y hospitales  siempre  pueden  recomendar 
con  confianza  la  LECHE  EVAPORADA 
CARNATION  por  su  probada  reputación, 
calidad  y frescura.  La  LECHE 
EVAPORADA  CARNATION  ha  sido  usada 
por  generaciones  en  Puerto  Rico 
porque  significa  bebés  fuertes  y 
saludables. 


MILK 

D INCREASíJ^ 


* Fernandito  Castro  Pavía 
ganador  del  Concurso 
del  Bebé  Saludable 
Carnation  de  1965. 
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Los  pacientes  obstétricos  o post-quirúrgicos 
que  requieren  un  método  seguro  para  elevar 
su  hemoglobina,  recibirán  tanto  hierro  (250 
mg.)  de  una  inyección  de  5 c.c.  de  Imferon 
como  el  que  contiene  una  pinta  (500  c.c.)  de 
sangre  fresca.  El  Imferon  (inyección  de 
hierro  dextrán)  es  menos  costoso  y evita  los 
bien  conocidos  peligros  que  entraña  la  trans- 
fusión de  sangre  total.  En  los  pacientes  que 
no  pueden  tomar  hierro  o en  aquellos  en 
quienes  nó  se  puede  confiar  que  lo  hagan,  el 
Imferon  (inyección  de  hierro  dextrán)  sumi- 
nistra rápidamente  el  hierro  necesario  para  los 
depósitos  de  reserva. 


UNA  PINTA 
DE  SANGRE 
NO  PROPORCIONA 
MAS  HIERRO 


QUE  UNA 
AMPULA  DE  5 cc. 
DE 


IMFERON 


(inyección  de  hierro  dextrán) 
LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201,  U.S.A. 

PRODUCTOS 
PARA  PACIENTES 
QUE  UD.  VE 
A DIARIO 


RESUMEN:  ACCION  E INDICACIONES:  Una  sola 
dosis  de  Imferon  (inyección  de  hierro  dex- 
trán) produce  una  alza  apreciable  de  la 
hemoglobina  y una  serie  completa  de  inyec- 
ciones restituye  efectivamente  los  depósitos 
de  hierro.  EÍ  Imferon  está  indicado  úni- 
camente en  casos  diagnosticados  de  anemia 
ferropriva,  en  los  que  resulta  inefectiva  o 
poco  práctica  la  administración  de  hierro 
oral.  Tales  deficiencias  de  hierro  pueden 
incluir:  pacientes  en  el  último  trimestre  de 
gestación;  pacientes  con  trastornos  gastro- 
intestinales o en  vías  de  recuperación  de 
intervenciones  quirúrgicas  del  tracto  gastro- 
intestinal; hemorragias  crónicas  con  pér- 
didas de  hierro  continuas  y masivas  que  no 
responden  rápidamente  al  hierro  oral;  pa- 
cientes refractarios  a transfusiones  como 
fuente  de  hierro;  niños  con  anemia  hipo- 
crómica;  pacientes  en  quienes  no  se  puede 
confiar  que  tomen  hierro  oral. 

COMPOSICION:  El  Imferon  (inyección  de 
hierro  dextrán)  es  una  solución  bien  tole- 
rada de  complejo  de  hierro-dextrán  que 
proporciona  el  equivalente  a 50  mg.  de 
hierro  elemental  por  cada  cc.  La  solución 
contiene  0.9%  de  cloruro  de  sodio  y su  pH 
varía  entre  5.2  y 6.  El  frasco-ámpula  de 
10  cc.  contiene  0:5%  de  fenol  como  preser- 
vativo. 

ADMINISTRACION  Y POSOLOGIA:  La  dosis,  ba- 
sada en  el  peso  corporal  y gramos  de 
hemoglobina  en  100  cc.  de  sangre,  varía 
desde  0.5  cc.  para  lactantes  hasta  5 cc.  para 
adultos,  aplicada  diariamente,  en  días  alter- 
nos, o semanalmente.  El  requerimiento 
total  en  cada  individuo  es  fácilmente  deter- 
minado mediante  la  tabla  de  dosificación 
contenida  en  el  prospecto.  La  inyección 
intramuscular  profunda  en  el  cuadrante 
superior  externo  de  la  región  glútea,  em- 
pleando la  técnica  trayectoria  en  Z (con 
desplazamiento  lateral  de  la  piel,  previo  a 
la  inyección),  asegura  buena  absorción  y 
evita  la  coloración  de  la  piel.  Se  recomienda 
una  aguja  de  por  lo  menos  dos  pulgadas  de 
largo  para  el  adulto  normal. 

EFECTOS  SECUNDARIOS:  La  incidencia  de  efec- 
tos secundarios  sistémicos  y locales  es  poco 
común.  Puede  ocurrir  coloración  de  la  piel. 
Una  dosis  excesiva,  superior  a la  requerida, 
puede  producir  hemosiderosis.  A pesar  de 
que  las  reacciones  alérgicas  o anafilácticas 
son  rarísimas,  se  han  presentado  ocasional- 
mente reacciones  serias;  tres  reacciones 
fatales  han  sido  atribuidas  al  Imferon 
(inyección  de  hierro  dextrán).  Raras  veces 
se  ha  reportado  urticaria,  artralgia,  lin- 
foadenopatía,  náusea,  jaqueca  y fiebre.  Se 
recomienda  aplicar  inicialmente  una  .dosis 
de  prueba  de  0.5  cc. 

PRECAUCIONES:  Si  hay  reacción  de  sensibili- 
dad a la  dosis  de  prueba  no  deberá  adminis- 
trarse el  fármaco.  El  Imferon  (inyección 
de  hierro  dextrán)  deberá  administrarse 
únicamente  por  vía  intramuscular  profunda. 
La  inyección  deberá  solamente  aplicarse  en 
el  cuadrante  superior  externo  de  la  región 
glútea,  y no  en  el  brazo  u otras  áreas.  El 
riesgo  de  carcinogénesis  en  seres  humanos 
es  insignificante  cuando  se  emplea  el 
Imferon  (inyección  de  hierro  dextrán)  en 
la  forma  recomendada. 

CONTRAINDICACIONES:  El  IMFERON  (inyección 
de  hierro  dextrán)  está  contraindicado  en 
pacientes  con  sensibilidad  comprobada  al 
complejo  de  hierro  dextrán.  Por  estar  desti- 
nado exclusivamente  a la  terapia  de  las 
anemias  ferroprivas,  no  deberá  utilizarse  en 
el  tratamiento  de  otras  anemias. 
PRESENTACION:  Ampulas  de  2 cc.  cajas  de  10; 
ámpulas  de  5 cc.  cajas  de  4;  frasco-ámpulas 
de  10  cc.  de  dosis  múltiple. 


Therapeutic  results  are  still  unsurpassed; 


they  provide  more  highly 
| individualized  therapy  with  more 
flexible  dosage,  for  more 
í patients : there  is  only  minimal 
" disturbance  of  the 

patient’s  salt  and  water 
balance,  with  only 
negligible  loss  of  calcium; 

mood  changes  are  rare; 
there  is  no  voracious 

appetite  with  excessive 
weight  gain,  and  only  a 

low'  incidence  of  peptic  ulcer 
and  compression  fracture. 


Why  doctors  are  prescribing  ivith  confidence 

TteArístocortTamá 

TRIAMCINOLONE  LEDERLE 

for  patients  with  rheumatoid  arthritis,  bronchial  asthma  and  other 
respiratory  allergies,  inflammatory  and  allergic  skin  disorders,  and 
other  conditions  requiring  steroids 

For  an  authoritative  discussion  of  the  properties  of  ARISTOCORT  see 
the  AVM.  A.  Council  on  Drugs  report  in  J A .M  A . 169.257  (Jan.  18*1  1959 


ARISTOCORT  Triamcinolone  Tablets  1 mg.  scored  (yellow);  2 mg.  scored  (pink):  4 mg. 
scored  (white);  16  mg.  scored  (white)  • ARISTOCORT  Triamcinolone  Diacetate  SYRUP 
ARISTOCORT  Triamcinolone  Acetonide  0.1%  CREAM  and  OINTMENT  Tubes  of  5 Gm.  and 
15  Gm.  • ARISTOMIN®  Steroid-Antihistamine  Compound  CAPSULES  • NEO-ARISTOCORT® 
Neomycin-Triamcinolone  Acetonide  0.1%  Eye-Ear  OINTMENT  Tubes  of  % oz.  • ARISTO 
GESIC®  Steroid-Analgesic  Compound  CAPSULES  • ARISTOCORT  Triamcinolone  Diacetate 
PARENTERAL  Vials  of  5 cc.  (25  mg./cc.  micron ized  for  intra-articular  and  intrasynovial  injection) 

(g) 

LEDERLE  LABORATORIES,  A Divisionof  AMERICAN  CYANAMID  COMPAN  Y,  Pearl  River, N-Y. 


CYANAMID  BORINQUEN  CORPORATION 
Lederle  Laboratories  Dept. 

Santuree,  P.  R. 


Terrastatin® 

Capsules 

oxytetracycline  250  mg.,  nystatm  250,000  units 
For  Oral  Suspension 

oxytetracycline  125  mg.,  nystatin  125.000  units/5cc. 

Contraindicated:  In  individuals  hyper- 
sensitive to  oxytetracycline  or  nystatin. 
Warning:  Reduce  usual  oral  dosage 
and  consider  antibiotic  serum  level  de- 
terminations in  patients  with  impaired 
renal  function. 

Use  of  oxytetracycline  during  the 
last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may  cause 
discoloration  of  developing  teeth. 

During  treatment  with  tetracyclines, 
individuals  susceptible  to  photody- 
namic reactions  should  avoid  direct 
sunlight;  if  such  reactions  occur,  dis- 
continue therapy. 

Note:  With  oxytetracycline,  phototoxic- 
ity is  unknown  and  photoallergy  very 
rare. 

Precautions:  Use  of  broad-spectrum 
antibiotics  occasionally  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. Where  such  infections  occur,  dis- 
continue oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial 
pressure  in  infants  is  a possibility. 
Symptoms  disappear  upon  discontinu- 
ation of  therapy. 

Adverse  Reactions:  Nausea,  diarrhea, 
glossitis,  stomatitis,  proctitis,  vaginitis 
and  dermatitis,  as  well  as  reactions  of 
an  allergic  nature,  may  occur  but  are 
rare. 

Supply:  Terrastatin  Capsules:  oxytetra- 
cycline, 250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension: 
oxytetracycline,  125  mg.  and  nystatin, 
125,000  units  per  5 cc.  (when  recon- 
stituted). 

More  detailed  professional  information 
available  on  request. 


Science  for  the  world's  well-being's 


Since  1849 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


broaden  the  broad  spectrum  with  antifungal  activity... 

Terrastatin 

CAPSULES /oxytetracycline  250  mg.,  nystatin  250,000  units 

Terrastatin  reinforces  the  benefits  of  Terramycin®  (oxytetracycline)— with  its  broad  range  of  effectiveness, 
low  order  of  toxicity,  excellent  toleration  and  high  concentration  in  body  tissues  and  fluids— with  the  anti- 
fungal protection  so  often  needed  in  the  elderly... as  well  as  in  the  very  young,  during  pregnancy,  in  the  dia- 
betic, the  debilitated,  those  on  steroid  therapy,  and  any  patient  requiring  prolonged  or  high  antibiotic  dos- 
age. (Also  available  Terrastatin  for  Oral  Suspension:  oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc.) 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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Why  the  Enzymes? 


Many  skin  infections  lie  hidden  under  crusts, 
debris  and  necrotic  tissue.  CHYMAR*1  Oint- 
ment provides  a powerful  enzyme  formula- 
tion which  breaks  down  this  natural  barrier 
and  ensures  full  penetration  of  the  hydro- 
cortisone and  neomycin  for  rapid  and  effec- 
tive anti-inflammatory  and  antibiotic  action. 


The  water-miscible  base  in  CHYMAR  Oint- 
ment also  promotes  maximum  release  of  its 
therapeutic  agents  at  the  site  of  the  infection. 

CHYMAR  Ointment  is  most  effective  for 
comprehensive  topical  treatment  of  all  in- 
fected and  inflammatory  skin  lesions. 

R Supplied  ir  1 /6  oz.  tubes. 


CHYMAR 

(Proteolytic  enzymes,  hydrocortisone  and  neomyr  in) 

Ointment 


ARMOUR  PHARMACEUTICAL  COMPANY  Chicago,  Illinois  60690,  U.S.A. 
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THE  URINE  IN  ACUTE 
INFANTILE  DIARRHEA 
A Clean  Voided  Versus 
Catheterized  Samples 


O.  González  Alvárez,  MD 


In  a previous  study  (1)  we  tried  to  sim- 
plify the  diagnosis  of  infection  of  the  urinary 
tract  in  infants  below  one  year  of  age  suffering 
from  acute  diarrhea.  Our  results  showed  no 
adequate  correlation  between  degree  of  pyu- 
ria, bacterial  colony  counts  and  urine  cultures 
when  the  clean  voided  method  of  urine  col- 
lection was  solely  relied  upon.  The  chances 
for  contamination  appeared  high  and  no 
definite  level  of  bacteriuria  could  be  defined 
which  constituted  true  infection  of  the  uri- 
nary tract.  Pryles  (2),  who  conducted  an  ex- 
cellent study  on  this  same  subject  stated  that 
a careful  catheterization  was  necessary  in 
order  to  establish  such  a diagnosis  with  relia- 
bility. 

It  is  the  purpose  of  the  present  investiga- 
tion to  compare  carefully  collected  clean  void- 
ed urine  samples  with  catheterized  specimens 
in  infants  with  acute  diarrhea,  in  an  effort 
to  determine  whether  catheterization  can  be 
avoided  in  many  such  infants. 

From  the  Department  of  Pediatrics,  San  Juan 
City  Hospital,  Box  8061,  Santurce,  Puerto  Rico. 

This  study  was  done  under  the  grant  on  meta- 
bolic sprue  studies  conducted  by  the  University 
of  Puerto  Rico  School  of  Medicine,  sponsored  by 
the  Research  ir  Development  Command  of  the 
U.S.  Army,  Washington,  D.  C.  Studies  conducted 
at  the  San  Juan  City  Hospital. 

Presented  in  part  at  the  Annual  Meeting  of 
the  Puerto  Rico  Medical  Association,  San  Juan, 
Puerto  Rico,  November,  1966. 


Material  and  Methods 

Fifty  patients  (34  males,  16  females)  all  below 
one  year  of  age,  admitted  to  our  acute  gastro- 
enteritis ward  suffering  from  moderate  or  severe 
dehydration  were  studied.  The  sex  ratio  on  this 
sample  is  2.1  males  to  1.0  females.  This  is  higher 
than  the  ratio  in  our  previous  work,  (1.6  to  1.0)  . 
Probably  this  difference  is  due  to  the  smaller 
size  of  our  present  sample.  (Previous  work  covered 
385  cases)  . Sixty  eight  percent  of  the  patients 
in  the  present  sample  were  below  four  months 
of  age. 

The  onset  of  the  diarrhea  and  the  duration 
of  symptoms  varied  from  one  to  seven  days  prior 
to  the  time  of  collection.  All  infants  were  acutely 
ill.  No  mild  cases  of  diarrhea  are  admitted  to  our 
wards.  All  males  were  uncircumcised. 

Within  forty-eight  hours  after  admission  a 
clean  voided  urine  sample  was  obtained.  Shortly 
afterwards  (av.  18  min)  a catheterization  was 
done.  The  urine  specimens  were  taken  to  the 
laboratory  immediately.  In  the  event  of  a short 
delay,  they  were  placed  in  the  refrigerator.  All 
samples  were  processed  within  two  hours  after 
collection,  by  the  same  laboratory  technician. 
Routine  urinalysis,  Gram’s  stains  of  the  sediment, 
bacterial  colony  counts  and  cultures  were  perform- 
ed on  each  sample.  A calibrated  platinum  ino- 
culating loop  which  supplied  1/1,000  of  1 ml.  was 
employed  for  the  colony  counts.  Both  blood  agar 
and  Mac  Conkey’s  media  plates  were  inoculated. 
When  indicated,  the  procedure  was  repeated.  Many 
of  our  patients  had  received  or  were  receiving 
antibiotics  at  the  time  of  admission.  Our  previous 
study(i)  has  shown  that  the  incidence  of  high 
bacterial  counts  was  not  statistically  affected  by 
employing  antibiotics  which  were  chiefly  of  the 
oral  nonabsorbable  type  (Neomycin) . 
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All  the  patients  were  prepared  for  the  clean 
voided  collections  by  extremely  careful  cleansing 
of  the  external  genitalia  and  the  perineum.  First, 
hexachlorophene  (pHisoHex®)  and  abundant  wa- 
ter were  used  giving  these  areas  a thorough  scrub- 
bing. Hexachlorophene  alone  using  the  single  stroke 
technique  recommended  by  Pryles(3)  was  then  ap- 
plied followed  by  benzalkonium  chloride  (Ze- 
phiran®).  Only  the  investigator  performed  this 
procedure.  After  the  area  was  dry  the  plastic 
collector  was  applied  (Sterilon  Pediatric  Urine 
Collector®)  . The  nurses  observed  the  patient 
frequently  for  urination.  If  a stool  was  passed 
while  the  collector  was  in  place  the  whole  proce- 
dure was  repeated.  When  the  clean  voided  sample 
was  obtained,  the  patient  was  cleansed  again  and 
a careful  catheterization  was  performed  by  the 
investigator. 


Results 

The  study  revealed  three  distinct  groups 
of  patients. 


TABLE  I:  GROUP  A 

30/50  all  negative  on  both  samples. 
All  with  less  3 W.B.C/h.p.f. 

All  with  negative  Gram’s  stains. 

All  with  0 colonies. 

All  with  negative  cultures. 


Group  A:  (Table  I)  of  the  50  infants 
studied,  30  (17  males  and  13  females)  were 
completely  free  of  infection  or  contamination 
in  both  the  clean  voided  and  catheterization 
specimens.  Only  one  sample  had  three  white 
blood  cells  per  high  power  field  of  the  cen- 
trifuged sediment  and  29  had  only  from 
0 to  2 WBC/h.p.f.  Gram’s  stain  of  the  sedi- 
ment failed  to  show  organisms.  Colony  counts 
were  uniformly  negative  (no  colonies).  The 
cultures  yielded  no  growth.  The  time  interval 
between  the  collection  of  the  two  samples 
varied  from  10  to  110  minutes  with  an  aver- 
age of  22  minutes. 

Group  B:  (Table  II)  In  12  cases  the 
clean  voided  sample  showed  organisms  in  the 


TABLE  H:  GROUP  B (12  CASES) 


Clean  Voided: 


1.  WBC 

2.  Gram’s  stain 

3.  Colony  counts 

4.  Culture  all  E.  coli. 


9 5 

3 5 to  7 

12  few  organisms 

7 10,000 

3 13,000 

2 (30  - 35,000) 

Proteus  or  diphthroids. 


Catheterized  - Negative. 


Gram’s  stain  accompanied  by  colony  counts 
ranging  from  1,000  to  35,000;  the  catheteriz- 
ed sample  collected  from  7 to  40  minutes 
later  (average  18  minutes)  was  completely 
free  either  of  contamination  or  infection, 
fulfilling  the  same  criteria  as  described  for 
Group  A. 

TABLE  III:  GROUP  C (8  CASES) 

Positive  findings  in  both  samples. 

WBC  7 cases  with  5 or  less. 

Gram’s  stain  - all  had  organisms. 

Colony  counts  - 5 100,000  both 

3 cath.  - 2 - 8,000* 

Culture  - 7 E.  coli 

1 Proteus,  Enterococci 
6 with  IM  Kanamycin 
*2/3 


Group  C:  (Table  III)  Eight  patients 
were  positive  in  both  the  clean  voided  and 
the  catheterized  samples,  obtained  an  average 
of  21  minutes  apart.  All  showed  organisms 
in  the  Gram’s  stain  of  the  sediment.  Five  had 
colony  counts  of  over  100,000  in  both  samples. 
Three  had  lower  counts  (2,000,  4,000,  8,000 
respectively)  in  the  catheterized  specimens 
but  2 of  the  3 were  receiving  Kanamycin 
for  E.  coli  sepsis.  The  studies  repeated  5 days 
later  in  these  two  cases  showed  negative 
urine  in  both  clean  voided  and  catheterized 
samples.  Seven  of  the  eight  cases  grew  E.  coli 
on  culture.  The  other  grew  proteus  and  en- 
terococous. 
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Discussion 

It  has  been  clearly  shown  that  pyuria 
alone  can’t  be  relied  upon  for  the  diagnosis 
of  urinary  tract  infection.  This  is  more  so 
in  infants  suffering  from  acute  gastroenteritis. 
The  quantitative  examination  of  a carefully 
collected  urine  specimen  is  most  important. 
Catheterization  is  difficult  to  perform  in  in- 
fants under  one  year  of  age;  there  is  a risk 
of  contamination  especially  with  poor  super- 
vision; besides,  the  procedure  is  inconvenient 
for  out-patient  clinics  and  general  practice. 
On  the  contrary,  clean  voided  samples  are 
easy  to  collect,  and  if  the  patient  is  carefully 
cleansed,  they  have  been  shown  to  correlate 
well  with  true  infection  of  the  urinary  tract 
in  cases  not  suffering  from  acute  gastroen- 
teritis. 

Our  results  demonstrate  that  in  30  cases, 
urine  obtained  by  both  methods  was  free  of 
contamination  and/or  infection.  This  is  a 
60%  correlation.  Eight  cases  showed  positive 
findings  in  both  samples.  In  5 there  is  no 
doubt  as  to  the  presence  of  infection  of  the 
urinary  tract.  In  the  three  others  we  suspect 
infection.  Two  of  these  last  three  were  sub- 
jected to  systemic  antibiotic  therapy  with 
Kanamycin.  The  third  one,  (W.O.R.),  which 
had  25,000  colonies  in  the  clean  voided  sam- 
ple and  2,000  in  the  catheterized  sample, 
received  only  colistin  sulfate  (Coly-mycin®) 
orally.  Five  days  later  and  with  no  other 
treatment,  the  urine  was  entirely  negative. 
We  suspect  this  was  contamination  and  not 
true  infection  of  the  urinary  tract.  Thus  in 
37  cases  out  of  50  (74%)  there  was  good 
correlation  in  the  findings  between  samples 
collected  by  the  clean  voided  technique  versus 
those  obtained  by  catheterization. 

In  12  cases  the  clean  voided  sample  was 
contaminated  during  collection.  This  con- 
clusion is  unavoidable  since  the  catheterized 
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sample  obtained  an  average  of  18  minutes 
later  was  completely  negative.  There  are  some 
peculiarities  about  this  group  of  cases.  They 
are  ^11  males.  Nine  out  of  12  had  less  than 
5 W.B.C./h.p.f.,  the  usual  criterion  for  pyu- 
ria. The  other  3 cases  had  only  5,  6,  and  7 
W.B.C./h.p.f.,  respectively.  Seven  of  the 
twelve  had  colony  counts  below  10,000,  3 
had  13,000  colonies  each;  2 had  30,000  and 
35,000  colonies,  respectively. 

In  one  case  we  believe  both  the  clean 
voided  and  the  catheterized  samples  were 
contaminated.  This  case  (W.  O.  R.)  has  been 
mentioned  previously. 

Thus  our  results  imply  that  in  74%  of 
the  cases  there  is  agreement  between  the 
findings  by  clean  voided  and  catheterized 
techniques.  Out  of  our  50  cases  of  acute  gas- 
troenteritis, 7 (14%)  had  true  urinary  in- 
fection. Thirty  cases  (60%)  were  free  of  uri- 
nary infection  or  contamination.  Thirteen  uri- 
nes were  contaminated  during  collection  by 
the  clean  voided  technique  and  one  during 
catheterization,  as  well  (Table  IV). 

TABLE  IV 


Conclusions 

% 

Both  negative 

60 

Both  positive 

14 

Good  correlation 

74 

Contamination 

26 

100 

We  believe  that  with  careful  adherence 
to  the  proper  procedure  for  cleansing  the 
genitalia  and  the  perineum  of  acute  diarrhea 
cases,  the  technique  of  clean  voided  collected 
samples  is  of  value  and  will  spare  many 
infants  as  well  as  attending  personnel  the 
inconveniences  of  catheterization.  However, 
when  the  results  of  the  clean  voided  sample 
are  inconclusive,  catheterization  must  be  re- 
sorted to  in  order  to  establish  the  presence 
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of  infection.  It  is  possible  that  merely  re- 
peating the  clean  voided  collection  would 
serve  the  same  purpose  in  the  majority  of 
cases. 

Summary 

We  have  compared  the  findings  in  sam- 
ples of  urine  collected  by  the  clean  voided 
technique  with  samples  obtained  by  cathe- 
terization in  50  cases  of  acute  gastroenteritis, 
all  below  one  year  of  age.  Cleansing  and  ca- 
theterization (average  of  18  minutes  after  the 
clean  voided  sample  was  collected)  were 
always  performed  by  the  investigator.  Uri- 
nalysis, Gram’s  stains  of  the  centrifuged  sedi- 
ment, colony  counts  and  cultures  were  per- 
formed on  all  samples. 

Results  indicate  that  in  60%  of  cases  both 
the  clean  voided  and  the  catheterized  speci- 
mens were  free  of  contamination  or  infection. 
In  14%  both  showed  the  presence  of  infec- 
tion (true  bacteriuria) , in  26%  there  was 
contamination  in  the  samples  collected  by 
the  clean  voided  technique  and  in  one  of 
this  last  group  there  was  contamination 
during  catheterization  as  well.  We  believe 
that  in  the  majority  of  infants  (74%)  we  can 
establish  whether  or  not  infection  of  the 
urine  is  present  by  the  clean  voided  collection 
method,  provided  strict  adherence  to  the  pro- 
per technique  is  followed.  Catheterization 
should  be  employed  only  when  the  results 
are  inconclusive. 

Resumen 

Hemos  comparado  los  hallazgos  en  mues- 
tras de  orina  obtenidas  por  cateterización  y 
muestras  recogidas  limpias  sin  cateterización 


en  50  infantes  menores  de  1 año  de  edad, 
todos  enfermos  con  diarrea  aguda  severa.  Se 
practicó  examen  microscópico  de  las  orinas, 
tinte  de  Gram  del  sedimento,  contaje  de  bac- 
terias y cultivo  en  cada  muestra. 

Los  resultados  demostraron  que  en  un 
60%  de  los  pacientes,  las  orinas  obtenidas  por 
ambos  métodos  estaban  libres  de  contamina- 
ción e infección.  En  14%,  ambas  muestras 
demostraron  infección.  En  un  26%  ocurrió 
contaminación. 

Creemos,  por  lo  tanto,  que  en  un  74% 
de  los  infantes  enfermos  con  diarreas  agudas 
podemos  establecer  con  certeza  la  presencia 
o ausencia  de  infección  de  las  vías  urinarias 
sin  recurrir  a cateterización,  siempre  y cuan- 
do se  observe  la  técnica  indicada  al  preparar 
al  infante  para  recoger  una  muestra  limpia 
de  las  orinas.  Debemos  recurrir  a la  catete- 
rización cuando  los  resultados  obtenidos  son 
dudosos. 
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PAROXYSMAL 

NOCTURNAL  HEMOGLOBINURIA 

Report  of  Four  Cases 

Rafael  A.  Rizek,  MD 


Paroxysmal  nocturnal  hemoglobinuria 
(PNH)  is  a rare  acquired  hemolytic  disorder 
of  unknown  etiology  characterized  by  signs  of 
hemolytic  anemia  and  attacks  of  hemoglo- 
binuria which  occur  chiefly  at  night.  An  in- 
creased fragility  of  red  blood  cells  in  acid 
medium  has  been  the  hallmark  of  the  disease. 
Many  other  features  of  this  syndrome  have 
fascinated  students  through  the  years.  The 
possibility  of  PNH  should  be  entertained  in 
any  obscure  anemia  or  pancytopenia,  specially 
if  there  is  reticulocytosis  and  history  of  trans- 
fusion reactions.  On  the  other  hand,  when  a 
classic  history  of  hemoglobinuria  upon  arising 
which  clears  during  the  day  is  the  presenting 
symptom,  the  diagnosis  is  easily  confirmed 
by  appropriate  tests.  Among  these  tests,  the 
acid  hemolysis  test  and  thrombin  test  have 
gained  popular  acceptance  and  are  classical 
in  this  disease.  The  “heat  test”  is  a useful 
screening  test,  but  it  has  not  been  adopted 
universally.  Recently,  Hartman  and  Jen- 
kins (1),  described  a simple  test  based  on 
the  hemolysis  of  blood  of  PNH  patients 
when  put  in  contact  with  a commercial  sugar 
solution.  In  view  of  the  simplicity  and  alleged 
reliability  of  this  test  we  decided  to  examine 
the  blood  of  our  PNH  patients  as  well  as 
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patients  with  many  other  hematological  and 
non  hematological  conditions  in  the  wards  of 
the  San  Juan  City  Hospital.  The  present  re- 
port deals  with  the  description  of  4 cases  of 
PNH  that  we  have  studied  during  the  past  5 
years  and  our  experience  with  the  “sugar-wa- 
ter test”.  We  also  describe  briefly  the  throm- 
botic episodes  in  two  of  these  patients  leading 
to  death  of  one  of  them. 

Four  patients  were  studied  since  1962. 
Case  number  one  was  seen  at  Río  Piedras 
Municipal  Hospital;  case  number  two  and 
four  at  the  San  Juan  City  Hospital,  and 
case  number  three  at  the  Teacher’s  Hospital 
in  San  Juan,  P.  R. 

Materials  and  Methods 

Complete  blood  count,  iron  stain,  Coombs  test, 
etc.,  and  urine'  examinations  were  done  by  con- 
ventional methods;  platelet  count  by  a direct 
method,  and  the  Ham  test  as  described  by  Crosby 
(2)  . The  alkaline  phosphatase  in  the  leukocytes 
was  determined  by  the  method  of  Gomori,  mo- 
dified (3)  . The  sugar-water  test  was  performed 
using  oxalated  blood  and  adding  1 volume  of 
whole  blood  to  9 volumes  of  15%  commercial 
sucrose,  the  mixture  is  incubated  at  room  tem- 
perature for  30  minutes,  centrifuging  and  examin- 
ing the  supernatant  for  hemolysis.  Initially  the  pH 
of  the  solution  was  found  to  be  around  7.85.  The 
sucrose  hemolysis  test  was  also  performed  as 
described  by  Hartman  and  Jenkins  (1)  . Sixty  six 
consecutive  "sugar-water  tests”  were  performed  in 
patients  of  the  San  Juan  City  Hospital  including 
the  following  conditions:  10  patients  with  hemolytic 
anemias,  4 with  other  hematological  conditions 
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and  52  patients  with  miscellaneous  diseases  and 
syndromes. 

Case  Reports 

Case  1:  A 34  year  old  mulatto  female  from 
Río  Piedras,  was  seen  at  Río  Piedras  Municipal 
Hospital  in  June  1962  for  dizzy  spells,  weakness 
and  pallor.  Physical  examination  was  not  re- 
markable except  for  pallor.  She  was  given  several 
hematinics  for  a hemoglobin  of  7.2  g%  which 
failed  to  improve  and  in  fact  it  dropped  to  6.8  g. 
In  July  1962  she  noted  tenderness  of  the  lower 
ribs.  She  went  on  a vacation  trip  to  New  York 
in  July  of  1962  for  6 weeks  and  upon  her  return 
was  admitted  to  Río  Piedras  Municipal  Hospital 
for  evaluation.  Bone  marrow  was  "hypoplastic 
with  megaloblastic  erythropoiesis”.  The  patient 
failed  to  show  reticulocytosis  while  on  vitamin 
B12  and  folic  acid  therapy.  She  was  given  cortico- 
steroids, iron,  folic  acid  and  vitamin  Br,  without 
improvement  and  the  case  was  presented  at  the 
Hematology  Conference  of  the  San  Juan  City 
Hospital.  There  was  general  agreement  that  she 
had  a refractory  anemia.  Ham  test  and  urine 
for  hemosiderin  were  negative.  During  the  ensuing 
months  she  was  seen  sporadically  with  pancy- 
topenia and  complaining  of  symptoms  of  anemia. 
She  passed  “bloody  urine”  accompanied  by  bilateral 
flank  pain  and  afterwards  continued  passing 
brown  urine  in  the  morning  which  cleared  during 
the  day.  Blood  counts  showed  pancytopenia. 
Urine  for  hemosiderin  was  negative. 

At  the  beginning  of  1963  she  was  seen  at 
Rodriguez  Army  Hospital  where  Dr.  Ricardo 
Guerra  evaluated  her.  Bone  marrow  showed  ery- 
throid  hyperplasia  and  a Ham  test  with  thrombin 
was  positive.  She  was  presented  ^t  the  San  Juan 
City  Hospital  as  an  unusual  case  of  PNH  heralded 
by  refractory  anemia.  During  the  following  months 
she  continued  exhibiting  symptoms  associated  with 
hemolysis:  abdominal  pains,  chills  and  weakness. 
Her  hemoglobin  has  had  wide  variations,  at  times 
being  as  high  as  13  gms.%  with  normal  WBC 
and  platelets  counts.  She  has  exhibited  hemolytic 
crises  precipitated  by  common  colds,  urinary 
and  virus  infections,  with  remissions  lasting  for 
months.  She  has  received  iron  and  folic  acid 
therapy  intermittently. 

In  May  1966  she  was  admitted  to  the  Teacher's 
Hospital  for  anemia,  malaise,  weakness  and  diar- 


rhea. Her  hemoglobin  had  dropped  to  8.5g%. 
She  showed  normal  vital  signs  and  the  remainder 
of  the  physical  examination  was  not  remarkable. 
Laboratory  work  up  showed  pancytopenia  with 
reticulocytosis  of  7 to  21%.  Bilirubin,  blood 
sugar,  urea,  as  well  as  intravenous  pyelogram 
were  normal.  She  was  discharged  improved  after 
a course  of  nalidixic  acid  (Negram®)  given 
for  a chronic  urinary  tract  infection. 

She  was  seen  at  the  beginning  of  September 
1966  when  at  our  request  she  was  checked  at  the 
San  Juan  City  Hospital.  She  remained  asymptomatic 
between  attacks  of  hemoglobinuria  precipitated 
by  infections.  Physical  examination  was  negative. 
Urine  for  hemosiderin  was  positive  as  well  as 
the  Ham-Crosby  test.  Hemoglobin  was  12  g % and 
WBC  was  5,000-cu.mm  with  a normal  differential 
count.  The  sugar  water  test  was  positive  and 
the  alkaline  phosphatase  of  the  leukocytes  was  low. 

Case  2:  A 38  year  old  white  female  from  the 
Naguabo  area,  was  admitted  to  the  surgical  serv- 
ice of  the  San  Juan  City  Hospital  on  April  21, 
1963  for  an  acute  abdominal  crampy  pain  localized 
at  the  left  lower  quadrant  and  severe  anemia. 

Physical  examination  revealed  a pale,  well 
developed  and  nourished  white  female  with  acute 
abdominal  pain.  The  abdomen  was  soft,  but  exqui- 
sitely tender  all  over  Peristalsis  was  absent  and 
there  was  some  abdominal  distention.  The  re- 
mainder of  the  physical  examination  was  within 
normal  limits. 

The  patient  was  submitted  to  an  exploratory 
laparatomy  the  next  day  and  a hemorrhagic  in- 
farction of  the  jejunum  immediately  below  the 
ligament  of  the  Treitz  and  measuring  60  cm.  in 
length  was  excised  successfully.  Two  blood 
transfusions  were  given  prior  to  surgery. 

This  patient  underwent  extensive  studies  while 
hospitalized  from  April  21  to  June  8,  1963.  She 
usually  had  pancytopenia  and  reticulocytosis. 
Repeated  urinalysis  showed  traces  of  albumin, 
normal  specific  gravity  and  the  sediment  had 
variable  number  of  leukocytes.  The  Ham  test  (2) 
was  positive  with  more  hemolysis  in  the  thrombin 
tube.  (Dra.  M.  V.  Torregrosa  had  suspected  the 
disease  when  confronted  with  a thrombotic  episode 
in  a patient  with  thrombocytopenia)  . Bone  mar- 
row examination  suggested  hemolytic  anemia.  Urine 
culture  showed  intermediate  E.  Coli.  Seven  days 
post-operatively  there  were  symptoms,  physical 
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findings  and  X-ray  evidence  suggesting  pulmonary 
infarction.  On  May  16.  1966  the  patient  was 
started  on  Coumadin®  therapy. 

The  second  admission  was  in  November  15. 
1963.  In  the  interim  she  did  well  until  four 
days  prior  to  admission  when  she  developed 
headache,  diffuse  abdominal  pain,  “hematuria” 
and  low  grade  fever.  She  was  given  one  unit  of 
blood  at  the  Urology  Department  and  was  transfer- 
red to  the  medical  service  after  a transfusion 
reaction  consisting  of  a pruritic  rash  that  responded 
to  diphenhydramine  Benadryl®)  . Physical  exami- 
nation was  not  remarkable.  Urine  culture  showed 
intermediate  coli  aerogenes  bacilli. 

The  third  admission  was  on  June  30,  1965. 
The  patient  continued  to  have  attacks  of  ab- 
dominal pain  and  dark  urine  once  or  twice 
per  month  lasting  2 to  3 days.  Physical  examina- 
tion was  not  remarkable  except  for  pallor.  The 
bone  marrow  showed  erythroid  hyperplasia  with 
a suggestion  of  iron  deficiency.  She  received 
conservative  management  and  was  discharged  to 
the  hematology  clinic. 

The  patient’s  last  visit  to  the  clinic  was  on 
June  30,  1966  at  which  time  she  continued  with 
evidence  of  hemoglobinuria.  When  last  contacted 
she  was  known  to  be  in  New  York,  on  vacation, 
and  continued  symptomatic  with  general  malaise, 
weakness,  pallor,  abdominal  pains  and  dark  urine 
in  the  morning. 

Case  3:  A 48  year*,  old  white  female  from 
Humacao  was  first  seen  on  February  12,  1966 
at  the  Emergency  Room  of  the  Teacher’s  Hospital 
for  weakness,  pallor  and  achy  sensation  at  the 
left  side  of  her  neck  of  several  weeks  duration. 
The  hemoglobin  was  4.5  g %;  WBC  was  3,150/cu. 
mm.  The  patient  was  admited  for  evaluation  and 
treatment. 

Six  years  prior  to  admission  she  was  seen  at 
Ryder’s  Memorial  Hospital  in  Humacao  for  anemia, 
vaginal  bleeding  and  purpura.  After  appropriate 
studies  including  bone  marrow  examination,  a 
diagnosis  of  hypoplastic  anemia  was  made.  The 
patient  was  treated  with  corticosteroids  and  testos- 
terone as  well  as  2 blood  transfusions  with  im- 
provement. On  July  18,  1960  she  was  admitted 
to  the  Teacher’s  Hospital  for  investigation  of 
anemia  as  well  as  polydypsia,  polyuria,  and  loss 
of  weight.  The  skin  showed  several  petechiae, 
but  the  remainder  of  the  physical  examination 


was  within  normal  limits.  She  had  pancytopenia 
and  reticulocytosis.  Fasting  blood  sugar  was  490 
mg%.  The  patient  was  placed  on  a diabetic  re- 
gimen, prednisone,  Vitamin  Br,  and  supportive 
therapy,  and  she  was  discharged  improved. 

From  July  1960  to  February  1966  she  was  seen 
sporadically  for  various  complaints,  but  symptoms 
of  severe  anemia  had  developed  only  recently. 

On  physical  examination  she  appeared  as  a pale, 
middle  aged  woman  complaining  of  achy  sensation 
on  the  left  side  of  the  neck.  There  were  no  other 
abnormalities  on  physical  examination. 

Peripheral  smear  disclosed  hypochromic  erythro- 
cytes. Bone  marrow  was  hypoplastic  with  nor- 
mocellular  particles  exhibiting  erythroid  hyper- 
plasia. Glucose  was  135mg%;  reticulocytes  were 
25%;  serum  iron,  60  micrograms,  %.  Platelets  were 
78,000/cu.mm.  Ham  (Crosby)  test  was  positive  and 
urine  for  hemosiderin  was  negative.  The  patient 
received  2 units  of  washed  red  blood  cells  and 
supportive  therapy  and  she  was  discharged  for 
outpatient  care  on  February  21,  1966. 

Patient  was  not  seen  again  until  September 
1966.  In  the  meantime  she  was  cared  by  another 
physician  in  Humacao.  She  was  admitted  to  the 
Teacher’s  Hospital  in  October  1966  for  blood 
transfusions  (hemoglobin)  6.0g)  , urine  for  hemo- 
siderin was  positive  and  alkaline  phosphatase 
of  the  leukocytes  was  low.  The  patient’s  final  ad- 
mission was  on  November  20,  1966  for  abdominal 
pain,  constipation,  dysuria,  fever,  chills  and  left 
flank  pain  of  about  10  days  duration.  Since 
September  1966  she  received  testosterone  and 
iron  therapy.  She  also  received  one  unit  of 
washed  red  cells  for  a hemoglobin  of  4.6g%.  On 
admission  she  appeared  extremely  pale,  and  had 
acute  back  pain.  Blood  pressure  was  150/80  mm 
Hg,  the  temperature  was  103°F  and  the  pulse 
rate  was  96  per  minute.  The  lungs  were  clear. 
The  abdomen  was  distended  and  diffusely  tender 
but  the  bowel  sounds  were  heard.  Rectal  examina- 
tion showed  a hard  stool  that  was  negative  for 
occult  blood.  On  her  second  hospitalization  day 
her  abdominal  pain  worsened  and  she  developed 
nausea,  vomiting  and  * signs  of  peritoneal  irrita- 
tion. X-ray  of  the  abdomen  suggested  a mass 
in  the  left  lower  quadrant.  In  view  of  these 
developments  the  patient  was  explored  the  same 
day.  and  gangrene  of  about  2 feet  of  jejunum 
just  below  the  ligament  of  Treitz,  was  found. 
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Excision  and  end  to  end  anastomosis  were  per- 
formed. 

The  patient  had  a stormy  postoperative  course. 
Hypotension  and  a low  urinary  output  were 
noticed  shortly  after  recovery  from  the  anesthesia. 
Her  hemoglobin  began  to  fall,  the  abdomen  became 
distended  and  no  bowel  sounds  were  heard. 
Progressive  gangrene  of  the  intestines  and  perito- 
nitis were  feared  and  hypokalemia  and  hypocal- 
cemia were  suspected  (electrocardiogram)  . On  the 
second  and  third  postoperative  days  she  developed 
a high  temperature,  dyspnea,  anxiety  and  hipocratic 
facies.  She  expired  quietly  on  the  fourth  post- 
operative day  after  a short  period  of  coma.  At 
autopsy  multiple  thromboses  of  the  mesenteric, 
portal  and  splenic  vein  system  were  found. 

Case  4:  This  54  year  old  mulatto  female  was 
admitted  to  the  San  Juan  City  Hospital  on  April 
25,  1967  with  the  chief  complaint  of  exertional 
dyspnea,  dizziness  and  pallor.  Aproximatedly  one 
year  prior  to  admission  she  began  to  notice 
progressive  weakness,  pallor  and  yellowish  tinge 
in  her  conjuntivae.  A hemoglobin  done  showed 
a value  of  "23%”  and  she  was  referred  to  the 
Fajardo  District  Hospital.  Bone  marrow  was  re- 
ported as  megaloblastic  but  the  patient  failed  to 
respond  to  vitamin  B and  folic  acid  therapy. 
The  patient  also  received  several  blood  transfusions, 
parenteral  iron  therapy  and  multiple  vitamins 

but  she  continued  with  the  aforementioned  symp- 
toms. She  was  discharged  in  October  1966  and 

late  during  this  month  she  noted  dark  urine 

in  the  morning.  Later  her  urine  was  dark  all 
day  long.  This  finding  was  attributed  to  the 

vitamins  she  was  taking  at  the  time.  The  patient 
did  relatively  well  until  February  1967  when 
she  had  again  weakness,  fatigue  on  effort  and 
palpitation.  She  was  seen  at  a dispensary  where 
a hemoglobing  of  “37%”  prompted  her  referral 
to  the  San  Juan  City  hospital  for  admission. 

Past  history,  as  well  as  family  history,  were 
essentially  non-contributory.  She  also  comjilained 
about  progressive  loss  of  vision  during  past  3 
years,  fatty  food  intolerance  and  flatulence  for 
a year  jaundice  for  the  past  9 months  and  dark 
urine  since  October,  1966.  She  had  had  amber 
urine  for  weeks. 

Physical  examination  revealed  a pale,  well 
developed,  well  nourished  colored  female.  She 
was  allert  and  cooperative,  conjuntivae  were  icteric. 


She  exhibited  total  adentia.  Blood  pressure  was 
130/70  mmHg,  pulse  80  per  minute,  temperature 
97.89F  and  20  respirations  per  minute.  There  was  no 
organomegaly  noticed  and  the  remainder  of  her 
physical  examination  was  within  normal  limits. 

Hemoglobin  was  5.7  g%  with  a hematocrite  of 
17%  on  admission.  White  blood  cell  count  3,099 
/cu.mm  with  a normal  differential.  Reticuloyte 
count  was  44%.  Platelets  were  145,000/cu.mm.  Bone 
marrow  was  hypercellular  with  erythroid  hyper- 
plasia and  some  megaloblasts.  Urine  showed  al- 
bumin and  was  positive  for  hemosiderim  and 
hemoglobin.  Stool  was  negative  for  occult  blood. 
Blood  urea  nitrogen  was  12.5mg%;  fasting  blood, 
sugar  70mg%.  SGOT  was  104  U.  and  SGPT  25  U. 
Lactic  dehydrogenase  gave  a value  of  1900  U. 
Alkaline  phosphatase  was  9.5  KA  units.  Calcium 
and  phosphorus  were  normal.  Stool  exhibited  1000 
Trichiuris  eggs  per  gram.  Gastric  juice  had  free 
hydrochloric  acid.  Patient  excreted  1.58  gms.  of 
D-xylose  in  the  5 g test.  The  patient's  hemoglobin 
was  AA  on  paper  electrophoresis.  Ham  test  was 
positive  as  well  as  the  sugar  water  test.  Gall 
bladder  series,  esophagus,  upper  gastro-intestinal 
and  small  vowel  series  were  negative. 

The  patient  was  given  2 units  of  saline- 
washed  red  cells  and  was  discharged  for  out 
patient  care  on  folic  acid  and  oximethlone 
(Adroyd®)  on  May  9,  1967. 

Discussion 

These  four  cases  are  representative  of  the 
many  ways  that  PNH  can  present  itself  cli- 
nically; two  of  them  were  labelled  as  hypo- 
plastic anemias;  megaloblastosis  resistant  to 
vitamin  B12  and  folic  acid  therapy  was  iden- 
tified in  two  cases  (4)  and  pancytopenia  was 
present  in  all  cases  at  some  stage  of  the  ob- 
servation period.  They  were  all  clues  to  the 
diagnosis.  Only  one  patient  volunteered  a 
history  of  the  passage  of  dark  urine  in  the 
morning  which  cleared  during  the  day. 
Therefore,  specific  inquiry  for  this  symptom 
should  be  made  when  this  disease  is  suspected. 

PNH  is  an  acquired  disorder  of  the  third 
and  fourth  decade  of  life  but  it  has  been 
described  in  all  age  groups.  It  has  no  sex 
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or  race  predisposition. 

The  incidence  of  the  disease  has  been 
estimated  to  be  from  1 in  500,000  to  1 in  1 
million  inhabitants  (5).  With  the  University 
Hospital  series  of  5 cases  and  our  4 cases  we 
have  exceeded  the  Puerto  Rican  calculated 
PNH  population  not  counting  the  cases  in 
the  remainder  of  the  metropolitan  area  of  the 
rest  of  the  island  (6).  Either  our  incidence  is 
greater,  which  is  a probability,  or  the  in- 
cidence around  the  world  is  underestimated 
by  many  unreported  or  undiagnosed  cases. 

The  course  followed  by  our  cases  fits  the 
usual  pattern  of  chronicity  and  unpredicta- 
bility of  the  disease.  Case  1 has  followed  a 
benign  course  with  symptom-free  periods  last- 
ing months  in  between  attacks  of  hemoglobi- 
nuria and  hemoglobinemia ; all  tests  have 
been  negative  at  times.  Case  2 has  been  symp- 
tomatic most  of  the  time  and  has  not  had 
any  other  thrombotic  episodes  after  the  ini- 
tial one.  Case  3 had  several  hospitalizations 
for  severe  anemia  and  pancytopenia,  finally 
expiring  of  generalized  thrombosis  of  the 
portal,  splenic  and  mesenteric  veins.  Case  4, 
had  a refractory  megaloblastic  anemia  for 
months. 

Thrombosis  is  a promient  feature  in  this 
syndrome  and  is  the  commonest  cause  of 
death.  It  is  venous  and'located  at  the  portal, 
the  mesenteric  and  the  cerebral  areas. 

Among  the  many  facets  of  PNH  there  is 
one  which  deserves  particular  comment. 
Pancytopenia  with  a hypoplastic  marroVv  is  so 
commonly  found  in  some  stages  of  the  di- 
sease that  PNH  should  be  considered  in  any 
aplastic  or  hypoplastic  anemia  of  the  idiopa- 
thic or  drug  induced  type  (7). 

The  nature  of  the  erythrocytic  defect  in 
PNH  has  been  extensively  studied  and  has 
often  been  the  subject  of  speculation.  The 
PNH  blood  is  deficient  in  leukocytic  alkaline 
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phosphatase  (8,  9)  and  RBC  acetyl  choli- 
nesterase (10).  The  RBC’s  show  increase 
hemolysis  in  acid  medium,  when  heated  (11) 
and  in  a sucrose  solution  ( 1 ) . The  intrinsic 
defect,  however,  is  unknown  in  spite  of  mul- 
tiple observations  and  investigations. 

No  chromosomal  abnormality  has  been 
described  in  PNH.  These  investigations  were 
prompted  after  a low  leukocytic  alkaline 
phosphatase  and  a low  erythrocytic  acetyl 
cholinesterase  were  found  in  PHN.  Acetyl 
cholinesterase  is  not  increased  in  mongolism 
as  it  was  perhaps  anticipated,  if  this  enzyme, 
like  alkaline  phosphatase  was  dose  related 
(to  the  amount  of  chromosomal  material).  It 
is  well  known  that  alkaline  phosphate  has 
been  located  in  chromosome  21  and  it  is 
I5/2  times  normal  in  the  trisomy  of  Down’s 
syndrome  (three  21  chromosomes)  (12). 

Once  the  disease  syndrome  is  suspected 
the  acid  thrombin  test  confirms  the  diagnosis. 
Our  cases  gave  a positive  reaction  to  the 
sugar  water  test.  The  test  was  consistently 
negative  in  66  consecutive  hemotological  and 
non  hematological  conditions. 

Treatment  is  disappointing.  If  blood 
transfusions  are  required,  the  cells  should  be 
washed  in  saline  to  avoid  hemolytic  reactions. 
Iron  therapy  is  indicated  whenever  iron  de- 
ficiency develops  but  iron  has  precipitated 
hemolytic  reactions  when  given  both  orally 
and  parenterally  (13).  Anticoagulants  are 
indicated  in  the  individual  case  exhibiting 
recurrent  thromboses.  In  this  respect  warfarin 
sodium  (Coumandin®)  is  the  anticoagulant 
of  choice  even  though  doubt  has  been  cast 
lately  on  the  alleged  ability  of  heparin  to 
precipitate  hemolysis.  Androgens  have  been 
successful  in  two  thirds  of  the  cases  where 
they  were  tried,  apparently  both  stimulating 
the  marrow  and  allegedly  diminishing  the 
hemolytic  process  (5).  Splenectomy  is  of  no 
value  except  when  “hypersplenism”  or 
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Coombs  positive  anemia  supervenes.  Results 
however  are  disappointing. 

Summary 

Four  cases  of  paroxysmal  nocturnal  he- 
moglobinuria (PNH)  were  seen  during  the 
past  four  years.  The  incidence  of  reported 
cases  in  Puerto  Rico  may  be  higher  than  in 
other  countries.  The  sugar  test  is  a simple, 
reliable  and  so  far,  specific  test  for  PNH.  The 
sugar  water  test  is  an  excellent  screening 
procedure  which  could  be  performed  in 
any  doctor’s  office.  The  course,  prognosis 
and  treatment  of  PNH  has  been  briefly  out- 
lined. 

Resumen 

Se  presentan  cuatro  casos  de  hemoglobi- 
nuria nocturna  paroxística  en  los  últimos  4 
años.  La  incidencia  de  casos  reportados  en 
Puerto  Rico  parece  ser  más  alta  que  en  otros 
países.  La  prueba  del  azúcar  es  sencilla,  con- 
fiable y hasta  la  fecha  específica  para  hemo- 
globinuria nocturna  paroxística.  La  prueba 
del  azúcar  es  una  excelente  prueba  presun- 
tiva y puede  realizarse  en  la  oficina  del  mé- 
dico. Se  resume  el  curso,  pronóstico  y trata- 
miento de  esta  enfermedad. 
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ERYTHROBLASTOSIS 
FOETALIS  AMONG  INFANTS 
OF  RHO  (D)  POSITIVE  MOTHERS 


Hemolytic  disease  of  the  newborn  due  to 
isoimmunization  is  a well  known  clinical  en- 
tity. ABO  incompatibility  is  as  important  as 
the  Rh0  (D)  factor  in  producing  erythro- 
blastosis foetalis  ( 1 ) but  we  are  inclined  to 
consider  that  it  is  only  the  infant  of  the  rh 
negative  woman  who  is  in  danger  of  develop- 
ing this  condition. 

There  are  many  reports  in  the  literature 
of  hemolytic  disease  due  to  isoimmunization 
to  other  blood  factors  besides  A,  B and  D 
(Rh0)  (2).  It  is  our  purpose  to  describe  se- 
ven cases  of  hemolytic  disease  among  infants 
born  to  D (Rh„)  positive  mother  associated 
with  blood  factors  which  the  mother’s  lacked 
but  were  nevertheless  present  in  the  foetuses. 
All  the  mothers  and  infants  were  ABO  com- 
patible. 

The  cases  will  be  divided  into  3 groups: 
Factor  c (Hr’),  3 cases;  Factor  S,  1 case; 
deletion  of  C (rh’),  c (Hr’),  E (rh”),  and  e 
(Hr”) , 3 cases. 

Factor  c (Hr’)  : 

When  we  speak  of  an  rh  positive  person 
we  refer  to  the  D factor  as  it  is  the  most 
common  and  better  antigen  causing  most 
cases  of  hemolytic  disease  of  the  newborn 
disregarding  ABO  incompatibility.  In  the 
Rh  — Hr  system  next  in  order  of  frequency 
with  regards  to  causing  erythroblastosis  is 
the  c (Hr’)  factor  (2).  Table  1 shows  clinical 
data  and  laboratory  findings  of  our  three 
cases.  It  is  interesting  to  note  that  the  first 
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case  of  hemolytic  disease  among  our  group 
of  patients  occurred  after  the  birth  of  many 
other  apparently  normal  babies;  this  is  in 
contrast  to  most  cases  of  Rh0  (D)  immuniza- 
tion which  usually  occur  for  the  first  time  dur- 
ing the  second  pregnancy.  The  eight  siblings 
of  case  MAC  were  all  c (Hr’)  positive  and 
possible  sources  of  immunization,  still  severe 
erythroblastosis  did  not  present  in  any  of 
them;  mild  cases  might  have  gone  unnoticed 
at  a time  when  physicians  were  not  as  alert 
as  at  the  present  time  with  regards  to  this 
condition. 

Laboratory  data  (Table  I)  revealed  high 
hemoglobin  values  when  the  condition  was 
first  diagnosed.  This  does  not  invalidate  a 
diagnosis  of  erythroblastosis  as  hemoglobin 
values  in  newborns  can  be  quite  deceptive. 

The  diagnosis  was  established  by  the  early 
jaundice,  very  high  bilirubin  values  and  the 
difference  in  regard  to  c (Hr’)  factor;  the 
mother  being  c (Hr’)  negative  and  the  baby 
c (Hr’)  positive.  Antibodies  of  anti-c  (Hr’) 
specificity  were  demonstrable  in  the  mother’s 
sera  and  having  passed  the  placenta  they 
were  present  coating  the  infant’s  RBC  as 
shown  by  a positive  direct  Coombs  test.  The 
eluate  of  the  baby’s  erythrocytes  contained 
anti-c  (Hr’)  antibodies. 

The  three  cases  were  severe  enough  to 
require  exchange  transfusions. 

Factor  S: 

The  S factor  belongs  in  the  MNSU  sys- 
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tern.  It  is  genetically  related  to  MN  (3).  If 
one  parent  is  MS  and  other  Ns  the  children 
who  are  M positive  will  also  be  S positive; 
the  same  relationship  holds  for  the  U factor. 
S and  s are  alelíes.  Factor  S and  U have 
been  implicated  as  causing  severe  hemolytic 
disease  of  the  newborn  (4). 

Table  I shows  some  pertinent  data  on  our 
case.  The  child  was  born  with  hepatospleno- 
megaly  of  a fifth  pregnancy  with  no  previous 
history  of  hemolytic  disease  or  blood  trans- 


tors:  D (Rh0)  , C (rh’),  E (rh”),  and  their 
corresponding  alelíes,  d (Hr0),  c (Hr’),  and 
e (Hr”).  Normal  persons  have  either  a 
double  dose  of  each  of  these  factors  or  are 
heterozygous  and  have  one  Rh  and  the 
corresponding  Hr  factor.  Patients  have  been 
reported  who  are  D — /D — (Rh0 — /Rh0 — ) 
that  is  lack  C (rh’),  c (Hr’),  E (rh”)  and 
e (Hr”)  factors.  Race  (6)  believes  the  D — / 
D — (Rh0 — /Rh0 — ) genotype  is  due  to  dele- 
tion of  part  of  the  chromosome  so  that  only 


TABLE  I:  CLINICAL  AND  LABORATORY  DATA 


Factor  c (Hr") 

Factor  S 

RH  Deletion 

Observations 

NAC 

ICB 

IDCM 

EFS 

AMS 

EAR 

JTC 

Blood  type,  mother 

OD  (Rh^T 

OD(Rh„)  + 

OD  (Rh^T 

O D (Rh0)  + 

A D (Rh0)  + C(rlO 

A D (Rh.)  + C(rh-) 

A D (Rh0)  + C(rh’) 

c (HO  neg. 

c (Hr-)  neg. 

c (HO  neg. 

s neg. 

E (rh”)  c (HO  e (Hr") 

E (rh”)  c (Hr1)  e (Hr”) 

E(rh”)  c (Hr1) 

Blood  type,  baby 

OD  (RtgT 

OD  (Rh^T 

O D (Rh„)+ 

OD  (Rh0)  + 

AD  (Rig  + 

A D (Rh0)  + 

A D (Rh.)  + 

c (HO  pos. 

c (HO  pos. 

c (Hr")  pos. 

S pos  . 

Pregnancies 

9 

7 

9 

5 

1 

2 

12 

Complications 

None 

Pre-eclampsia 

None 

Excessive 

Pre -eclampsia. 

Cesarean 

Abruptio 

wt.  gain 

Prematurity 

placenta 

Previous  hemolytic 
disease 

No 

No 

No 

No 

No 

None 

11th? 

Blood  transfusions 

None 

None 

None 

None 

None 

2 

1 

Jaundice  1st  24  hr. 

No  (3rd  day) 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Outcome 

Died. 

Normal 

Normal 

Normal 

died 

Kemicterus 

Stillborn, 

gastroenteritis 

Kemicterus 

6 mo.. 

Hemoglobin 

17.6 

18.6 

5.0 

15.2 

12.2 

Coomb's 

+ 

+ 

+ 

+ 

+ 

+ 

Antibodies  (tiler) 

+ 

128 

32 

+ 

20  56 

+ 

Bilirubin*  1st 

19.9  (0.7) 

21.1  (0.3) 

30.0  (6.8) 

36.6  (23.8) 

9.0  (1.4) 

Highest 

28.6  (1.6) 

30.7  (1.2) 

31.0  (18.0) 

41.6  (29.3) 

36.4  (4.0) 

Exchange  transfusions 

1 

2 

1 

4 

1 

3 

*Btrilubin  total  ( direct ) 


fusion.  Jaundice  was  noticed  very  soon  after 
birth.  Laboratory  findings  showed  severe  ane- 
mia and  34,000  erythroblasts  per  cu.  mm  in 
the  peripheral  blood.  The  direct  Coombs  test 
was  positive.  The  mother  was  S positive,  the 
infant  S negative;  anti-S  antibodies  were 
found  in  the  mother’s  serum.  The  baby  is 
doing  well  after  four  exchange  transfusions. 

This  case  was  previously  published  in  de- 
tail (5). 

Rh  Deletion: 

In  a simplified  scheme  of  the  Rh-Hr 
system  we  find  the  following  Rh  blood  fac- 


the  D factors  remain. 

Patients  lacking  the  C (rh’),  c (Hr’),  E 
(rh”)  and  e (Hr”)  factors  are  liable  to 
become  inmunized  to  all  of  them  and  thus  it 
becomes  imposible  to  obtain  compatible 
blood  except  one  exactly  the  same  as  that  of 
the  patient  that  is  D — /D — (Rh0 — /Rhn — ) . 
This  type  of  blood  is  very  rare  as  very  few 
persons  are  found  bearing  this  genetic  ab- 
normality so  that  great  difficulty  is  encoun- 
tered in  obtaining  blood  for  these  patients. 
It  should  be  remembered  that  in  cases  of  ery- 
throblastosis due  to  isoimmunization  the  mo- 
ther’s blood  is  always  compatible  with  the  in- 
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fants  and  if  feasible  can  be  used  in  an  emer- 
gency. In  desperate  situations  Allen  (7)  also 
recommends  the  use  of  incompatible  blood  to 
perform  an  exchange  transfusion  rather  than 
leaving  the  hyperbilirubinemic  infant  devoid 
of  treatment. 

Table  I reveals  pertinent  data  on  our 
cases  of  Rh  deletion.  It  is  surprising  that  we 
have  found  three  women  having  this  very  rare 
abnormality  among  our  group  of  patients, 
the  three  belonging  to  group  A.  Another 
difference  from  other  published  cases  is  the 
lack  of  consanguinity  among  them.  Two  of 
them  come  from  nearby  neighborhoods  but 
as  far  as  they  can  tell  are  not  related  to  one 
another. 

Patient  AMS  was  bearing  her  first  child 
and  had  no  history  of  blood  transfusions.  In- 
munization  can  only  be  explained  on  the  basis 
of  transplacental  hemorrhages.  The  titer  of 
antibodies  in  this  patient  was  very  high 
(2056)  by  the  indirect  Coombs  technique. 
This  case  was  previously  reported  in  detail 
(8). 

The  poor  results  in  our  cases  AMS  and 
EAR  can  be  attributed  to  the  delay  in  ob- 
taining blood.  In  both  cases  the  mother's 
red  blood  cells  were  used  for  the  first  ex- 
change transfusion. 

Another  interesting  aspect  of  the  baby 
of  AMS  was  the  very  high  1 -minute  (direct) 
bilirubin  found  early  in  the  course  of  the 
disease.  This  may  have  been  related  to  the 
pre-eclampsia  of  the  mother  and  the  fin- 
dings of  areas  of  centrilobar  liver  necrosis 
in  the  baby  at  autopsy  (8). 

Patient  JTC  delivered  a 6-month  stillborn 
on  the  twelfth  pregnancy.  There  was  a ques- 
tionable history  of  erythroblastosis  of  the  ele- 
venth infant.  She  had  received  a blood  trans- 
fusion 3 years  before.  How  important  and 
what  was  the  respective  role  of  the  abruptio 


placenta  and  the  isoimmunization  in  produc- 
ing the  early  demise  remains  a moot  question. 

Summary 

Cliuical  and  laboratory  aspects  of  seven 
cases  of  hemolytic  disease  of  the  newborn 
due  to  isoimmunization  occurring  among  Rh0 
(D)  positive  women  have  been  presented. 
All  mothers  and  infants  wrere  ABO  compati- 
ble. 

The  great  difficulty  in  obtaining  blood 
for  the  very  rare  cases  associated  with  Rh 
deletion  has  been  outlined.  Emphasis  has 
been  placed  on  the  use  of  the  mother’s  blood 
and  in  extreme  cases  of  incompatible  blood 
to  perform  exchange  transfusions. 

The  very  high  incidence  of  patients  with 
Rh  deletion,  three  out  of  seven  cases  in  our 
jeries,  has  been  emphasized. 

Resumen 

Hemos  presentado  algunos  aspectos  clínicos 
y de  laboratorio  de  siete  casos  de  eritroblas- 
tosis  fetal  debido  a isoinmunización  en  ma- 
dres con  tipo  de  sangre  Rh0  (D)  positivo. 
Todas  las  madres  y recién  nacidos  eran  ABO 
compatibles. 

Hemos  expuesto  la  gran  dificultad  que 
tuvimos  en  conseguir  sangre  para  los  muy 
raros  casos  relacionados  con  la  eliminación 
del  Rh.  Se  enfatiza  el  uso  de  sangre  materna, 
y en  casos  extremos,  de  sangre  incompatible 
para  cambiar  la  sangre. 

Se  encontró  un  alto  porcentaje  de  pacien- 
tes con  eliminación  de  Rh:  tres  de  un  total 
de  7 en  este  caso. 
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El  Dr.  González  Martínez  pide  la  palabra  y se  levanta  para  decir  que  vá  a exponer  so- 
meramente el  resultado  de  sus  investigaciones  durante  los  últimos  18  meses  acerca  de  la  Bil- 
harziosis  de  este  país. 

Comienza  manifestando  que  hasta  el  año  de  1904,  — no  obstante  los  casos  descritos  en 
América  por  Booth  y Walker  y la  historia  reciente  (1902)  del  caso  de  Sir  Patrick  Manson 
en  un  inglés  procedente  de  las  Antillas,  — era  considerada  la  Bilharziosis  como  una  enferme- 
dad propia  del  Continente  Africano,  cuyos  límites  no  había  traspasado  para  constituirse  en 
endemia  autóctona  de  ninguna  otra  comarca;  y que  fue  preciso  su  descubrimiento,  realizado 
durante  los  meses  de  febrero  y marzo  de  1904,  para  que  se  confirmara  la  fundada  opinión 
de  Sir  Patrick  Manson  de  que  la  Bilharziosis  se  padecia  en  América,  emitida  con  motivo  del 
caso  de  que  ya  hemos  hecho  mérito. 
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RHEUMATOID  ARTHRITIS 

An  Analysis  of  250  Cases 
From  a Tropical  Country 


Russell  A.  del  Toro,  MD,  FACP 
Lillian  Conde,  MD 


Rheumatoid  arthritis  has  been  said  to  be 
a rare  disease  in  the  tropics.  Epidemiological 
studies  reported  by  Méndez-Brvan,  et  al  ( 1 ) 
show  the  incidence  in  Puerto  Rico  to  be 
0.92 %„  in  a population  study  of  3,885  in- 
dividuals from  Guaynabo,  a fairly  stable  com- 
munity near  San  Juan.  Similar  studies  done 
by  Cobb  in  Pittsburgh  (2)  and  by  Lawrence 
in  England  (3)  revealed  that  the  incidence 
in  these  communities  is  2.7%  and  5%  res- 
pectively. On  the  bases  of  these  studies  we 
can  conclude  that  this  disease  is  about  three 
times  more  frequent  in  Pittsburgh,  and  about 
5 times  more  frequent  in  England  than  in 
Puerto  Rico.  However,  the  incidence  in  the 
latter,  0.92%,  indicates  that  there  are  about 
920  cases  per  100,000  population  in  our  coun- 
try. This  corroborates  our  original  impression 
that  rheumatoid  arthritis  is  not  a rare  di- 
sease in  our  environment. 

Stimulated  by  these  findings,  we  decided 
to  review  the  clinical  material  studied  at  the 
San  Juan  City  Hospital  since  1958.  It  was 
our  impression  that  the  cases  we  see  here 
are  not,  in  general,  as  severe  as  those  seen  in 
other  centers  in  the  United  States.  We  also 
thought  that  the  incidence  of  rheumatoid 
nodules  was  not  as  high.  After  completion 
of  our  study,  our  original  impression  about 
the  severity  of  the  disease  was  corroborated. 

From  the  Department  of  Medicine  of  the  San 
Juan  City  Hospital. 

Presented  in  part  at  the  Annual  Meeting  of 
the  Puerto  Rico  Medical  Association,  Nov.  1964. 


However,  we  were  surprised  to  find  that  the 
incidence  of  nodules  is  about  the  same  as  in 
the  mainland.  It  is  our  purpose  to  report 
our  findings. 

Material  and  Methods 

The  records  of  two  hundred  and  fifty  pa- 
tients with  a diagnosis  of  rheumatoid  arthritis 
were  reviewed.  All  of  these  patients  had  been 
personally  examined  by  the  main  author  during 
the  past  six  years.  The  diagnosis  was  establish- 
ed following  the  criteria  outlined  by  the  Amer- 
ican Rheumatism  Association  (4)  . Only  those  pa- 
tients with  diagnosis  of  probable,  definite  or  clas- 
sical rheumatoid  arthritis  are  included.  Records 
that  were  incomplete,  and/or  where  the  diag- 
nosis was  doubtful,  are  not  included.  Classifica- 
tion as  to  stage  of  the  disease  and  functional 
capacity  was  done  following  the  method  of  Stein- 
brocker  (5) . 

Results 

Following  the  criteria  of  the  American 
Rheumatism  Association,  53  or  21.2%  of  the 
cases  reported  can  be  classified  as  probable 
rheumatoid  arthritis,  126  or  50.4%  as  de- 
finite and  71  or  28.4%  as  classical.  Two  hun- 
dred and  fourteen  or  85%  were  female,  and 
36  or  15%  male,  a sex  ratio  of  six  females  to 
one  male.  The  greatest  frequency  of  the  di- 
sease was  found  to  be  between  the  ages  of 
51  to  50  years.  In  the  male  population  thert 
was  no  difference  in  the  different  age  groups 
(Table  I) . 

The  great  majority  of  the  patients,  198, 
showed  predominantly  distal  joint  involve- 
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TABLE  I:  AGE  AND  SEX 
DISTRIBUTION 


Age  (years) 

Female 

Male 

Total 

% 

Up  to  30 

44 

11 

55 

22 

31-50 

109 

15 

124 

49.6 

Over  50 

61 

10 

71 

28.4 

Total 

214 

36 

250 

100 

ment  while  in  52,  there  was  predominat  in- 
volvement of  proximal,  large  joints.  (Table 
II).  This  is  obvious  in  the  three  groups,  but 
more  so  in  the  definite  and  classical  groups. 
Most  of  the  patients  with  probable  rheuma- 
toid arthritis  had  a remittent  course.  Forty 
seven  percent  of  the  definite  and  66%  of  the 
classical  groups  had  progressive  disease,  with- 
out remissions. 

Laboratory  findings  (Table  III)  showed 
that  94  patients  had  a moderate  degree  of 
anemia  with  hemoglobins  between  8 and  1 1 
grams  percent.  Only  six  patients  had  herflo- 
globins  below  8 grams  percent,  over  50%  of 
the  patients  had  hemoglobins  over  11  grams 
percent.  The  great  majority  of  the  patients, 
151,  had  normal  leukocyte  counts.  Only  14 
patients  showed  a leukopenia,  and  77  a 
leukocytosis  of  over  10,000.  The  erythrocyte 
sedimentation  rate  was  found  to  be  normal, 
below  20mm/hr.  in  41  patients.  One  hundred 
eleven  patients  had  sedimentation  rates  be- 
tween 20  and  40  mm/hr.  In  90  patients  this 
was  over  40  mm/hr.,  but  in  only  three  of 
these  was  it  over  50  mm/hr.  In  81  patients 
was  the  presence  of  C-reactive  protein  de- 
termined. It  was  found  in  61  of  these,  al- 
though only  31  of  them  showed  a high  con- 
centration. In  six  of  thirty  one  patients  the 
antistreptolysin-O  titer  was  over  200  Todd 
units.  The  serological  test  for  syphilis  (S.T.S.) 
was  positive  in  17  of  183  patients,  four  of 
these  had  a history  of  the  disease.  The  serum 
globulin  was  found  to  be  elevated,  above  3 


grams  percent  in  27  of  124  patients  studied. 

Rheumatoid  nodules  were  present  in  64 
of  the  250  cases.  Of  these,  43  had  a positive 
latex  test*  for  rheumatoid  arthritis,  16  had 
a negative  test.  In  five  the  test  was  not  per- 
formed. Thus,  73%  of  the- patients  showing 
nodules  had  a positive  latex  test.  One  hun- 
dred eighty  six  patients  did  not  have  nodules. 
The  latex  test  was  done  in  155  of  these,  and 
in  101  or  65%,  it  was  positive.  When  patients 
with  and  without  nodules  are  included,  67% 
had  a positive  serological  test  for  rheumatoid 
arthritis. 

Of  the  250  cases,  148  were  classified  as 
having  stage  II  disease,  61  in  stage  I and 
only  41  were  in  stage  III  and  IV.  Radio- 
graphic  studies  done  in  184  patients  revealed 
only  minimal  changes  in  147  patients.  Only 
37  showed  severe  radiological  disease.  When 
the  patients  were  classified  as  to  their  func- 
tional capacity,  only  43  patients  fell  in  class 
III  and  IV,  the  great  majority,  207,  having 
only  moderate  or  minimal  incapacity.  Only- 
eleven  patients  were  crippled,  and  most  of 
them  temporarily,  as  with  treatment,  many 
recovered  a great  deal  of  function  (Table 
IV). 

Discussion 

Rheumatoid  arthritis  is  not  a rare  disease 
in  Puerto  Rico.  This  was  shown  by  the  epi- 
demiologic study  of  Méndez  Bryan  at  al  and 
by  the  present  series  of  250  cases  collected 
in  a period  of  six  years.  The  disease,  as  we 
see  it,  is  very  similar  in  most  respects  to  that 
observed  in  the  temperate  zones;  however, 
there  are  certain  differences. 

Our  study  comfirms  the  fact  that  the 
distal,  smaller  joints  are  more  frequently 
affected  than  the  larger  proximal  joints.  Sym- 

* RA  test  ®,  Highland  Laboratories,  Los  An- 
geles, Calif. 


Bol.  Asoc.  Méd.  P.  Rico 
Agosto,  1967 


Rheumatoid  Arthritis 


317 


TABLE  II:  PREVALENT  JOINTS  INVOLVED 
AND  COURSE  OF  THE  DISEASE 


Distal 

Proximal 

Remittent 

Progressive 

A.R.A.  Class 

Joints 

Joints 

Course 

Course 

Probable 

37 

16 

45 

8 

Definite 

98 

28 

67 

59 

Classical 

63 

8 

24 

47 

Total 

198 

52 

136 

114 

TABLE  III: 

LABORATORY 

FINDINGS 

Number 

N umber 

Per  Cent 

Test 

Abnormal 

Normal 

Abnormal 

Latex 

144 

70 

67.3 

Hemoglobin: 

< 8 g 

6 

8-  11  g 

> 11  g 

94 

147 

40.5 

Leukocytes: 

< 5.000 

14 

> 10,000 

5-  10,000 

77 

151 

37.6 

Erythrocyte 

sedimentation 

rate: 

> 40  mm/hr 

90 

20  - 40 

111 

< 20 

41 

83.1 

C— reactive  protein 

61 

20 

75.3 

Anti-streptolysin  O 

6 

25 

19.4 

STS 

17 

166 

9.3 

Globulin  (^>  3g) 

27 

97 

21.8 

metry  is  an  almost  constant  finding,  and  The  great  majority  of  our  patients  (85%) 

the  distal  interphalangeal  joints  are  always  are  female,  yielding  a female  to  male  ratio 
spared.  of  6.  This  is  similar  to  what  Méndez  Bryan 
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TABLE  IV:  CLINICAL,  RADIOLOGICAL, 
AND  FUNCTIONAL  CLASSIFICATION 


Clinical 

Stage 

Radiological 

Stage 

Functional 

Class 

A.R.A. 

Class 

I 

II 

III 

IV 

I 

II 

III 

IV 

I 

11 

III 

IV 

Probable 

37 

15 

1 

0 

21 

7 

0 

0 

28 

24 

0 

1 

Definite 

21 

91 

11 

3 

28 

52 

11 

3 

16 

94 

13 

3 

Classical 

3 

42 

20 

6 

12 

27 

16 

7 

3 

42 

19 

7 

Total 

61 

148 

32 

9 

61 

86 

27 

10 

47 

160 

32 

11 

(1)  reported  in  the  36  patients  discovered  in 
his  study,  four  of  whom  were  males  and  32 
females.  In  the  temperate  zone  female  to 
male  ratio  is  much  lower. 

In  50%  of  the  patients  here  reported  the 
age  ranged  between  30  and  50  years.  This 
is  similar  to  reports  of  Lipkin  (6)  and  Law- 
rence (3).  Wetherby  (7),  Waller  (8)  and 
Blumberg  (9)  report  a higher  incidence  in 
older  age  groups. 

Rheumatoid  nodules  were  found  in  25.6% 
of  the  patients.  This  is,  in  general,  similar  to 
reports  from  temperate  zones.  The  detection 
of  rheumatoid  factor  is  lower  67%  of  the 
number  of  patients  studied.  Although  in 
those  with  nodules  the  presence  of  this  fac- 
tor is  slightly  higher,  73%,  this  is  still  low 
when  compared  with  other  reports  (8,  10, 
11). 

Wager  (12)  states  that  the  number  of 
positive  serological  tests  for  rheumatoid  ar- 
thritis increases  as  the  disease  progresses,  so 
that  it  is  an  index  of  severity.  Despite  the 
fact  that  the  majority  of  our  patients  were 
classified  as  definite  and  classical  rheumatoid 
arthritis,  most  of  them  belonged  to  stage 
I or  II  both  clinically  and  radiologically, 


and  only  very  few  had  great  functional  in- 
capacity. 

Severe  acute  rheumatoid  disease  is  very 
infrequently  observed  by  us.  In  only  three 
patients  was  pleuritis  observed,  not  proven  to 
have  any  definite  etiology,  and  so  suspected 
of  being  caused  by  the  underlying  rheuma- 
toid process.  There  are  no  patients  with 
aortic  insufficiency  in  this  group.  Only  two 
patients  have  valvular  disease,  mitral  stenosis. 
This  may  be  the  result  of  the  rheumatoid 
process;  however,  the  possibility  of  rheumatic 
heart  disease  can  not  be  ruled  out.  Only  one 
patient  had  severe  vasculitis  with  gangrene. 

All  these  facts  tend  to  point  out  that 
rheumatoid  arthritis  is,  in  general,  a milder 
disease  in  our  tropical  environment.  If  this 
lower  incidence,  and  lesser  severity,  is  the 
result  of  the  difference  in  climate,  or  of  any 
other  factors,  we  cannot  definitely  state. 

Summary 

The  records  of  250  cases  of  Probable,  De- 
finite and  Classical  Rheumatoid  Arthritis 
studied  at  the  San  Juan  City  Hospital  since 
1958,  were  reviewed.  The  female  to  male 
ratio  was  found  to  be  6,  much  higher  than 
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that  usually  reported  from  temperate  zones. 
The  incidence  of  nodules  was  similar,  25.6% ; 
however,  the  presence  of  rheumatoid  factor 
using-  the  latex  test  was  lower,  67%,  and  in 
I hose  patients  with  nodules,  73%.  The  seve- 
nty of  the  disease,  as  manifested  by  clinical 
md  radiologic  stage,  functional  capacity  and 
height  of  the  sedimentation  rate,  is  less  than 
that  observed  in  temperate  zones.  It  is  un- 
known if  climate  is  a factor  in  this  difference. 

Resumen 

Se  presentan  250  casos  de  artritis  reuma- 
toide  a probable,  definitiva  y clásica,  estu- 
diados en  el  Hospital  Municipal  de  San  Juan 
desde  1958.  Esta  condición  se  encontró  mas 
frecuentemente  en  mujeres  que  en  hombres 
a razón  de  6,  siendo  esta  proporción  mucho 
mayor  que  la  que  se  informa  en  la  zona 
templada.  La  incidencia  de  nodulos  reuma- 
toideos  fue  similar  a la  reportada  en  otros 
lugares  (25.6%)  . Sin  embargo  la  presencia 
del  factor  reumatoideo  usando  el  latex  fue 
menor  (67.3%). 

La  severidad  de  la  enfermedad  parece 
ser  menor  en  Puerto  Rico  que  en  las  zonas 
templadas  cuando  usamos  como  parámetro 
estudios  clínicos,  radiológicos,  capacidad  fun- 
cional y • velocidad  de  sedimentación^  Si  el 
clima  juega  un  papel  importante  aquí,  no  lo 
sabemos. 
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CASF.  REPORT 


GIANT  CELL  MYOCARDITIS 


The  subject  of  inflammatory  lesions  of 
the  myocardium  is  plagued  by  a discrepancy 
between  pathological  findings  and  clinical 
manifestations  and  by  a considerable  lack 
of  knowledge  of  etiologic  and  pathogenetic 
factors.  Etiologically  specific  myocarditis  is 
seen  in  a variety  of  bacterial,  viral,  mycotic, 
parasitic,  protozoal,  and  rickettsial  infections 
( 1 ) . Myocarditis  may  also  be  produced  by 
toxic  chemicals,  drugs  and  physical  trauma 
(electrical  current  and  radiation).  Non-spe- 
cific myocarditis  may  be  seen  as  a response 
to  currently  unknown  causes  as  in  isolated 
(Fiedler’s)  myocarditis  (2).  A type  of  iso- 
lated interstitial  myocarditis  characterized 
pathologically  by  the  presence  of  myogenic 
giant  cells  is  illustrated  in  this  report. 

Case  Reports 

A 28  year  old  white  male  was  admitted  to 
the  San  Juan  .City  Hospital  on  February  14,  1962 
because  of  the  onset  of  dyspnea  on  effort,  tachy- 
cardia and  severe  cough.  He  had  been  in  ap- 
parent good  health  until  one  month  prior  to 
admission  when  he  developed  a respiratory  in- 
fection with  cough  productive  of  yellowish  spu- 
tum. The  cough  was  severe,  paroxysmal  and  ac- 
companied at  times  by  vomiting.  On  several  oc- 
casions the  suptum  was  straked  with  small 
amounts  of  bright  red  blood.  He  gradually  noted 
the  onset  of  dyspnea  on  exertion  and  palpita- 
tions. Orthopnea  and  angle  edema  were  not 
present.  The  patient  was  treated  unsuccessfully 
with  antibiotics  and  subsequently  was  hospital- 
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ized  because  of  these  symptoms  and  an  X-Ray 
interpretation  of  “bilateral  bronchopneumonia” 
(Figure  1)  . 

There  was  no  history  of  serious  illness  in- 
cluding rheumatic  fever,  diphtheria,  allergies  or 
venereal  diseases.  As  a child  he  had  abcesses  in 
the  right  side  of  the  neck  and  in  the  right  post- 
auricular  area  which  were  drained  surgically. 
There  was  no  family  history  of  tuberculosis. 

Physical  examination  revealed  a well  devel- 
eped,  well  nourished,  white  male  who  was  dysp- 
neic  at  rest.  Blood  pressure  was  100/60  mm  Hg, 
pulse  was  regular  at  130  per  minute,  respira- 
tion 28  per  minute,  and  the  oral  temperature 
was  99*?F.  Examination  of  the  head  failed  to  re- 
veal any  abnormalities.  Several  surgical  scars 
were  present  in  the  right  side  of  the  neck.  The 
chest  exhibited  symmetrical  expansion  with  some 
dullness  to  percussion  and  diminished  breath 
sounds  in  both  bases.  No  wheezing  or  ronchi  were 
noted.  There  was  a regular  tachycardia  with  a 
grade  II  to  III  (scale  VI)  blowing,  high  pitched, 
systolic  murmur  at  the  ajpex  with  Tadiation  to 
the  axilla.  The  point  of  maximum  impulse  "Was 
at  the  fifth  intercostal  space,  one  centimeter 
beyond  the  left  mid  clavicular  line.  The  aortic 
second  sound  was  louder  than  the  pulmonic.  No 
pleural  or  pericardial  friction  rubs  were  heard. 
The  rest  of  the  examination,  including  neurol- 
ogical evaluation,  failed  to  reveal  any  abnormal- 
ities. 

Laboratory  studies  revealed  a hemoglobin  of 
16/100  ml,  RBC  count  of  5.6  million/cu  mm  and 
a WBC  count  of  14,500/cu  mm,  with  81% 
polymorphonuclears  and  19%  lymphocytes.  Ant- 
istreptolysin O titer  was  125  Tood  units.  Routine 
stool  analysis,  serum  bilirubin,  BUN,  FBS,  VDRL, 
C-reactive  protein  and  serum  proteins  were  all 
within  normal  limits.  Serum  cholesterol  was  269 
mg/100  cc.  SGOT  and  SGPT  values  were  37 
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Fig.  1:  Chest  X-Ray  taken  on  admission  on 
February  14,  1962.  There  is  cardiomegaly,  pul- 
monary congestion  and  patchy  infiltration. 


and  16  units  respectively.  Gram  stain  of  the 
sputum  showed  gram  positive  cocci  in  pairs  and 
chains. 

Electrocardiogram  on  February  14,  1967  show- 
ed a sinus  tachycardia  of  140/min.  Pathological 
degree  of  left  axis  deviation  (greater  than 
minus  30o  in  the  frontal  plane)  was  noted.  QRS 
duration  was  0.10  seconds.  ST  segment  depres- 
sion of  1 to  2 mm  was  noted  in  leads  V3  to  V6. 
Chest  X Ray  on  the  same  date  was  described  as 
follows;  pneumonic  densities  in  the  right  mid- 
lung involving  the  upper  and  lower  thirds.  The 
heart  is  slightly  enlarged  in  transverse  diameter. 
There  is  evidence  of  pleural  reaction  and  of  a 
small  amount  of  pleural  fluid  along  the  lateral 
aspect  of  both  pulmonary  bases.  The  findings 
are  indicative  of  pulmonary  parenchymal  lesions 
of  uncertain  etiology  and  possibly  some  cardiac 
decompensation’.”  (Figure  1)  . 

The  patient  was  afebrile  throughout  his  hosp- 
italization. He  received  mersalyl  (Salyrgan)  , 2 
ml  intramuscularly  on  admission,  and  digitalis 


leaf,  0.1  g orally  four  times  a day  for  three  days, 
and  subsequently  O.l  g daily.  In  addition  he 
was  placed  on  bed  rest  with  bathroom  privileges, 
multivitamins  and  a low  salt  diet.  Under  this 
regimen  the  patient  improved  rapidly,  his  chest 
roentgenogram  became  “normal”  by  February  20, 
1962  (Figure  2)  and  he  was  discharged  on  the 
next  day  on  digitalis  leaf,  low  salt  diet  and  cur- 
tailed physical  activity.  Discharge  diagnosis  was 
rheumatic  heart  disease  with  mitral  insufficiency. 

On  March  8,  1962  the  patient  was  seen  at  the 
out-patient  Cardiac  Clinic  and  was  reported  as 
doing  well.  Symptons  reccurred  and  he  was  hosp- 
italized again  on  April  24,  1962.  A persistent  cough 
aggravated  in  the  supine  position  had  returned 
along  with  dyspnea  on  effort  and  tachycardia. 
Vomiting  after  meals,  accompanied  by  a 16  lb. 
weight  loss  in  one  month,  appeared  two  weeks 
prior  to  admission.  Paroxysmal  nocturnal  dyspnea 
was  occurred  for  five  days  prior  to  hospitalization. 

On  examination  he  appeared  acutely  and 
chronically  ill  with  obvious  dyspnea  at  rest.  The 
blood  pressure  was  100/80  mm  Hg,  pulse  was 
regular  at  112  beats  per  minute,  respirations  30 


Fig.  2:  Chest  roentgenogram  on  February  20, 
1962  shows  clear  lung  fields  and  diminution  of 
the  cardiac  size. 


322 


Volumen  59 
Núm.  8 


J.  Fernández  Martínez,  MD,  FACP,  et  al 


Fig.  3:  Recurrence  of  pulmonary  congestion 
with  generalized  cardiomegaly  on  April  24,  1962. 
per  minute  and  the  oral  temperature  was  999F. 
The  neck  veins  were  not  distended.  The  lungs 
were  clear  to  percussion  and  auscultation.  Mod 
erate  cardiomegaly  was  noted.  A grade  II  to  III 
blowing,  pansystolic,  apical  murmur  with  radia- 
tion to  the  left  axilia  was  again  heard.  Pre- 
mature beats  were  noted  in  short  paroxysms. 

The  pulmonic  second  sound  was  accentuated  and 
much  louder  than  the  aortic.  A faint  mid-dias- 
tolic flow  murmur  was  described  at  the  apex. 
Gallop  rhythm,  opening  snap  or  presystolic  mur- 
mur were  not  present.  The  liver  and  the  spleen 
were  neither  enlarged  nor  tender.  No  splinter 
hemorrhages,  Osier  nodes  or  Janeway  lesions 

were  noted.  There  was  no  dependent  edema  on 
admission.  The  rest  of  the  physical  examina- 
tion was  within  normal  limits. 

Laboratory  studies  were  as  follows:  Hemoglo- 
bin 12.9  g/100  ml,  RBC  count  4.4  million/cu 

mm,  WBC  count  8,450/cu  mm  with  68%  polys. 
27%  lymphocytes,  3%  monocytes  and  2%  eosino 
phils.  Urinalysis,  serum  bilirubin,  serum  electrolytes 
(Na,  K,  Ca,  Cl,  P,  and  Co.,)  , were  all  within 
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Fig.  4:  Electrocardiogram  of  April  24,  1962. 
Please  see  text  for  description. 


normal  limits.  The  ASO  titer  was  125  Todd  units 
in  April  and  May  1962.  Multiple  blood  cultures 
were  negative  except  for  the  presence  of  staphy- 
lococcus epidermidis  (coagulase  negative)  in  two 
of  them.  Twenty  four  hour  1131  uptake  was 
13%.  Sedimentation  rate  was  consistently  elevat- 
ed between  21  and  33  mm/hr.  Sputum  examina- 
tion for  acid  fast  bacilli  was  negative. 

Chest  roentgenogram  on  April  27,  1963  show- 
ed cardiomegaly  with  severe  engorment  of  the 
pulmonary  vessels  (Figure  3)  Electrocardiogram 
on  the  same  day  showed  a sinus  tachycardia  of 
140  per  minute,  left  axis  deviation  of  pathological 
degree  and  depression  of  the  ST  segment  of  4 
mm  in  leads  V4  to  V6.  The  PR  interval  was  0.12 
seconds  and  the  QRS  duration  was  0.09  second 
(Figure  4.  A and  R)  . 

On  April  25,  1962  the  circulation  times  were 
as  follow's:  arm  to  tongue  (Decholin)  32  seconds, 
arm  to  lung  (Ether)  12  seconds.  On  May  23, 
1962,  the  corresponding  values  were  60  seconds 
and  20  seconds  respectively. 

The  patient  remained  afebrile  throughout  his 
hospitalization.  He  was  treated  as  a case  of  con- 
gestive heart  failure  with  bed  rest,  digitalis,  per- 
iodic mercurial  diuretics  and  salt  restriction.  Sub- 
sequently he  was  given  salicylates  and  on  May 
23,  1962  he  was  started  on  prednisone,  75  mg 
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Fig.  4:  Electrocardiogram  of  April  24,  1962. 
Please  see  text  for  description. 


daily,  by  mouth.  In  addition  Isoniazids  was  given 
in  a dose  of  400  mg  daily  because  of  the  possibil- 
ity of  scrofula  as  a child. 

His  hospital  course  was  characterized  by  recur- 
rent bouts  of  non-productive  cough,  progressive 
weight  loss  accompanied  by  vomiting,  orthopnea 
and  paroxysmal  nocturnal  dyspnea.  His  arterial 
blood  pressure  showed  a narrow  pulse  pressure 
with  low  systolic  levels  of  85  to  90  mm  Hg  and 
diastolic  levels  of  70  to  80  mm  Hg.  He  often 
exhibited  sinus  tachycardia  and  runs  of  prema- 
ture ventricular  beats. 

In  spite  of  all  therapeutic  efforts  he  develop- 
ed progressive  heart  failure  with  tender  hepatom- 
egaly and  grade  II  dependent  edema.  The  pa- 
tient died  on  May  31,  1962  following  a convulsive 
seizure. 


Autopsy  findings: 

The  significant  findings  were  limited  to  the 
heart.  This  was  dilated  and  somewhat  enlarged, 
weighing  400  grams.  The  left  ventricular  wall 
measured  1cm  in  thickness  and  the  right  0.5cm 
in  thickness.  The  pericardial  sac  contained  a small 
amount  of  clear  serous  fluid.  The  epicardium 
was  smooth  and  glistening.  All  chambers  were 
moderatedly  dilated,  and  the  endocardium  was 
smooth  and  glistening.  The  Myocardium  was  flab- 


fig.  5:  Zone  of  myocardial  fibrosis  with  scat- 
tered round  cell  infiltration.  The  fibrous  tissue 
is  dense  and  well  vascularized  (H  and  E x 100)  . 


by,  the  anterior  and  posterior  wall  of  the  left 
ventricle  showing  whitish  areas  measuring  3x2cm 
and  8x6cm  in  larger  dimensions  respectively.  A 
similar  lesion  was  observed  in  the  interventricu- 
lar septum,  this  extending  to  the  anterior  wall 
of  the  left  ventricle.  Elsewhere  the  myocardium 
was  reddish  brown  and  soft.  The  valves  were 
smooth,  pliable  and  competent,  measuring  as  fol- 
lows: tricuspid,  11  cm;  pulmonic,  11  cm;  pulmon- 
ic, 8 cm;  mitral  11  cm,  and  aortic  9 cm.  The 
foramen  ovale  was  closed.  The  coronary  arteries 
presented  a thin,  elastic  wall  and  the  lumen  was 
patent.  The  aorta  and  pulmonary  artery  were 
normal. 

The  lungs  were  increased  ifi  weight  and  the 
cut  surfaces  Tevealed  edema  and  congestion.  The 
liver  was  the  site  of  marked  passive  congestion. 

Microscopic  examination  of  sections  of  the 
heart  revealed  focal  areas  of  epicardial  fibrosis 
accompanied  by  infiltration  with  lymphocytes  and 
occasional  plasma  cells,  these  in  relation  to  zones 
of  myocardial  fibrosis.  The  myocardium  present- 
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Fig.  6:  Multinucleated  giant  cells  is  a promi- 
nent feature  of  the  lesion.  They  are  most  abund- 
ant in  the  fibrous  tissue  adjacent  to  preserved 
myocardium  (H  and  E x 100)  . 

ed  scattered,  irregular  areas  of  fibrosis  in  subepi- 
cardial, parietal  and  subendocardial  localization. 
The  fibrotic  tissue  was  dense,  hyalinized  and 
showed  many  engorged  capillaries.  It  was  dif- 
fusely infiltrated  by  lymphocytes  and  occasional 
plasma  cells,  and  numerous  multinucleated  giant 
cells.  (Figure  5)  . The  giant  cells  were  elongated 
or  ovoid,  having  a clear,  granular  acidophillic 
cytoplasm  and  numerous  nuclei  arranged  in 
clumps  or  scattered  throughout  the  cell  (Figure 
6)  . In  some  cells  the  cytoplasm  showed  small 
round  vacuoles  and  occasional  ones  presented  cy- 
toplasmic inclusions  (asteroid  bodies)  (figure  7)  . 
Myocardial  fibers  adjacent  to  the  areas  of  fibro- 
sis presented  vacuolization  of  the  cytoplasm,  los 
of  striation  and  loss  of  nuclei.  Transition  forms 
of  myocardial  fibers  to  giant  cells  were  apparent. 
Small  arteries  throughout  the  fibrous  tissue  show- 
ed narrowing  of  the  lumen  due  to  intimal  proli- 
feration. Elsewhere,  the  myocardial  fibers  were 
thickened  and  the  interstitial  vessels  engorged. 

The  microscopic  examination  of  other  viscera 
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Fig.  1:  Giant  cells  showing  vascuolization  of 
the  cytoplasm.  An  asteroid  body  is  clearly  visible 
in  the  larger  one  (H  and  E x 430)  . 


and  tissue  showed  passive  congestion.  No  gra- 
nulomatous process  could  be  found  in  lymph 
nodes  or  viscera. 

Discussion 

The  difficulty  in  classifying  inflammatory 
lesions  of  myocardium  stems  from  a serious 
lack  of  knowledge  of  etiological  agents.  Many 
of  the  common  infectious  diseases  are  ac- 
companied by  pathological  evidence  of  myo- 
carditis but  fortunately  myocarditis  of  cli- 
nical importance  is  rare  in  them.  A notable 
exception  to  this  is  rheumatic  myocarditis 
following  group  A hemolytic  streptoccocal 
infections. 

The  term  “myocarditis”  was  first  introduc- 
ed by  Soberheim  in  his  text  published  in 
1837  (2).  The  concept  of  an  isolated  or 
primary  myocarditis  did  not  develop  until 
Fiedler  described  this  disease  and  called  at- 
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tention  to  its  pathological  aspects  in  1899. 
The  definition  of  Saphir  in  1941  is  generally 
accepted  today:  “isolated  myocarditis  denotes 
more  or  less  diffuse  inflammatory  change  in 
the  myocardium  of  wide  variety  and  of  var- 
ious causes,  having  in  common  principally 
an  isolated  involvement  of  the  myocardium 
by  a non-specific  lesion  without  inflammatory 
changes  of  the  endocardium  or  the  pericar- 
dium” (3). 

That  isolated  myocarditis  is  a relatively 
rare  primary  myocardial  disordes  can  be  seen 
from  the  fact  that  in  1949  Raleigh  estimated 
that  83  cases  could  be  considered  as  meeting 
the  pathologic  requirements  of  the  disease 
(4).  In  1955  Antes  cites  a figure  of  96 
cases  (5).  Not  all  reports  separate  those  cases 
showing  myogenic  giant  cells  but  these  are 
even  more  infrequent.  It  is  not  known  cur- 
rently whether  the  giant  cell  response  re- 
presents a different  etiological  agent,  a dif- 
ferent stage  of  the  disease  or  a variation  in 
host  response. 

Rab  (6)  in  his  report  of  a case  of  giant 
cell  myocarditis  in  a thirty  year  old  Pakis- 
tani male  expressed  the  current  impossibility 
of  excluding  lone  myocardial  sarcoidosis  as 
the  etiology  of  the  heart  disease.  Along  these 
lines,  it  is  of  interest  that  some  of  the  giant 
cells  in  our  case  had  asteroid  bodies  in  the 
cytoplasm.  There  was  no  evidence  of  sarcoi- 
dosis elsewhere  at  autopsy  in  this  or  Rab’s 
case. 

Because  of  the  lack  of  knowledge  of  etio- 
logical factors  in  myocarditis,  the  classifica- 
tion of  this  type  of  myocardial  disorder  has 
been  based  on  clinical  or  on  pathological 
grounds,  or  a combination  of  both.  From  the 
point  of  view  of  prognosis  the  classification 
of  Lustok  (7)  based  on  clinical  course  has 
some  descriptive  value.  Thus  acute  myocar- 
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ditis  may  follow  a course  of  rapid  recovery, 
sudden  death,  a subacute  illness  with  recovery 
and  relapses,  or  end  up  as  a form  of  chronic 
heart  disease. 

Mattingly  includes  myocarditis  in  his  clas- 
sification of  primary  myocardial  disease  un- 
der a clinical  concept  including  “those  di- 
seases which  when  they  involve  the  cardiovas- 
cular system  attack  primarily  the  heart  mus- 
cle and  either  spare  or  only  minimally  in- 
volve other  structures  such  as  the  endocar- 
dium, pericardium  blood  vessels,  heart  valves 
and  other  cardiovascular  structures”  (2).  The 
term  secondary  myocardial  disease  has  been 
applied  by  some  authors  (8)  to  non-infec- 
tious  systemic  diseases  accompanied  by  myo- 
cardial involvement. 

Canses  of  isolated  myocarditis  often  give  a 
history  of  an  upper  respiratory  infection  one 
to  several  weeks  prior  to  the  onset  of  sym- 
toms  of  cardiac  decompensation.  Extensive 
viral  and  bacteriological  studies  including 
tissue  culture  techniques  in  some  cases  have 
failed  to  reveal  a causative  agent  (9).  The 
delay  between  the  preceeding  respiratory  in- 
fection and  the  onset  of  cardiac  symptoms 
along  with  the  presence  in  some  cases  of  cir- 
culating anti-heart  antibodies  makes  the  theo- 
ry of  autosensitivity  an  attractive  one  to  ex- 
plain the  pathogenesis  of  isolated  myocar- 
ditis. The  initiating  agent  may  modify  the 
antigenic  properties  of  cardiac  muscle  so 
that  the  patient  forms  auto-antibodies,  or  a 
component  of  the  organism  may  be  similar 
antigenically  to  constituents  of  the  myofibers 
so  that  the  antibodies  formed  cross-react 
with  them.  The  possibility  of  cellular  or 
delayed  type  of  hypersensitivity  appears  even 
more  probable.  However,  the  role  of  autosen- 
sitivity in  isolated  myocarditis  is  still  specul- 
ative and  awaits  further  investigation  and 
clarification. 
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Summary 

A case  is  presented  of  a twenty  eight 
year  old  man  who,  in  the  absence  of  previous 
cardiac  disease,  developed  left  ventricular 
failure  following  an  upper  respiratory  tract 
infection.  He  was  hospitalized  for  one  week 
and  his  symptoms  disappeared  with  bed  rest, 
digitalis,  diuretics  and  salt  restriction.  His 
cardiomegaly  diminished  considerably  in  serial 
chest  roentgenograms.  Two  months  later  the 
symptoms  of  left  ventricular  failure  reap- 
peared and  he  was  hospitalized  for  five  weeks. 
The  patient  died  in  spite  of  treatment  which 
included  oral  prednisone.  His  disease  evolved 
in  three  and  one  half  months  since  the  onset 
of  symptoms  of  cardiac  decompensation. 

The  autopsy  findings,  revealing  a very 
severe  myocarditis  characterized  by  the  pre- 
sence of  numerous  myogenic  giant  cells,  are 
described.  The  classification  and  theories  on 
the  pathogenesis  of  this  histopathological  en- 
tity are  described. 

Resumen 

Se  presenta  el  caso  de  un  joven  de  vein- 
tiocho años  de  edad  que,  sin  antecedente  de 
enfermedad  cardíaca,  desarrolla  fallo  ventri- 
cular izquierdo  siguiendo  una  infección  de 
vías  respiratorias  superiores.  Se  hospitaliza 
por  una  semana  y sus  síntomas  desaparecen 
con  descanso  en  cama,  digital,  diuréticos  y 
restricción  de  sal  en  la  dieta.  Su  cardiome- 
galia  disminuye  en  las  radiografías  torácicas 
seriadas.  Dos  meses  más  tarde  reaparecen 
sus  síntomas  de  decompensación  de  ventrículo 
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izquierdo  y se  hospitaliza  por  cinco  semanas. 
El  paciente  muere  a pesar  de  tratamiento 
que  incluyó  prednisona.  El  caso  evolucionó 
en  un  total  de  tres  meses  y medio  desde  el 
comienzo  de  sus  síntomas. 

Se  describen  los  hallazgos  de  autopsia 
que  revelaron  una  miocarditis  muy  severa 
caracterizada  por  la  presencia  de  numerosas 
células  gigantes  de  origen  miogénico.  Se  dis- 
cute la  clasificación  y las  teorías  de  la  pato- 
genia de  esta  entidad. 
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EDITORIAL 


COMA  HIPERGLICEMICO  HIPEROSMOLAR 

De  acuerdo  con  su  incidencia  el  coma  no  quetoacidótico  en  el  diabético 
puede  ser  dividido  en  las  siguientes  categorías: 

1 ) Coma  como  resultado  del  ictus  cerebral,  del  uso  excesivo  de  ciertas  dro- 
gas, de  la  enfermedad  hepática  o de  la  uremia; 

2)  Coma  hipoglicémico  debido  a insulina  exógena; 

3)  Coma  hiper  glicémico  hiper  osmolar ; 

4)  Coma  por  acidosis  láctica  ocurriendo  de  motu  propio  o como  complica- 
ción del  coma  quetoacidótico ; y 

5)  Una  combinación  de  estos  tipos  descritos. 

Los  primeros  dos  tipos  de  coma  no  quetótica  son  observados  con  bastante 
frecuencia  en  la  práctica  clínica,  puesto  que  un  estado  comatoso  en  el  paciente 
diabético  puede  ser  inducido  por  cualquiera  de  las  causas  que  puede  producir 
inconsciencia  en  el  no  diabético.  Este  grupo  se  compone  mayormente  de  pacientes 
que  caen  en  coma  como  resultado  de  un  episodio  cerebrovascular,  de  un  infarto 
del  miocardio,  de  “shock”  hipovolémico,  de  envenenamiento  por  salicilatos,  de 
uremia  y de  otras  causas  similares.  En  el  caso  del  coma  hipoglicémico,  el  estado 
de  inconsciencia  está  relacionado  con  la  terapia  insulínica.  El  cuarto  tipo  arriba 
enumerado  se  caracteriza  por  la  presencia  de  una  acidosis  láctica  produciendo 
una  reducción  muy  marcada  en  el  nivel  del  bicarbonato  sérico.  Estos  pacientes 
en  acidosis  láctica  frecuentemente  han  pasado  por  un  período  prolongado  de  co- 
lapso vascular.  Otros  factores  precipitantes  descritos  han  sido  la  ingestión  excesiva 
de  alcohol,  el  uso  de  la  f enformina  (DBI)  sola  o en  conjunción  con  dietas  hi- 
pocalóricas  en  pacientes  mayores  o debilitados,  la  administración  de  lactato  de 
sodio  en  el  coma  quetoacidótica,  y el  uso  prolongado  y excesivo  de  agentes  vaso- 
presores  como  la  epinefrina  y la  ñor epinef riña.  El  denominador  común  en  estos 
casos  de  acidosis  láctica  parece  ser  la  hipoxia  tisular  y un  bloqueo  enzimático 
consecutivo  que  afecta  la  transformación  de  lactato  a piruvato. 

En  este  editorial  nos  interesa  específicamente  aquel  grupo  de  pacientes  en 
el  cual  el  coma  de  tipo  no  acidótico  está  asociado  con  la  hiper osmolaridad  sérica. 
Esta  condición  fue  descrita  por  primera  vez  en  Africa  del  Sur  en  1957  por  Sa- 
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merit  y Schwartz.  Estos  autores  observaron  en  un  paciente  diabético  un  estado 
de  estupor  severo  caracterizado  por  hiperglicemia  marcada,  hiperosmolaridad  sé- 
rica y deshidratación  en  la  presencia  de  un  nivel  normal  de  bicarbonato  en  la 
sangre.  Desde  entonces  se  ha  informado  un  total  de  83  casos  en  la  literatura  mé- 
dica mundial,  la  gran  mayoría  de  ellos  de  Europa  y Africa  del  Sur.  Al  revisar 
esta  casuística  encontramos  que  los  hallazgos  de  laboratorio  nos  muestran  una 
hiperglicemia  de  1000  mg  % o más,  hipernatremia  con  hiper cloremia,  niveles 
normales  o ligeramente  deprimidos  de  bicarbonato  en  el  suero,  retención  de  nitró- 
geno en  mayor  o menor  intensidad,  y acetona  ausente  en  el  suero  y mínima  en  la 
orina.  La  enfermedad  es  más  frecuente  en  la  mujer  y en  los  grupos  mayores  de 
50  años.  En  muchos  casos  esta  complicación  puede  ser  el  primer  sítnoma  de  la 
diabetes.  En  otros  pacientes  el  coma  es  precedido  por  una  enfermedad  infeccio- 
sa, por  ingestión  excesiva  de  carbohidratos,  por  abandono  de  la  terapia  hipogli- 
cémica  o por  trauma.  La  tasa  de  'la  mortalidad  es  altísima  variando  de  un  40  a 
un  100 % en  las  diferentes  series  informadas. 

Durante  los  últimos  dos  años  el  autor  y sus  colegas  del  Departamento  de 
Medicina  del  Hospital  de  la  Capital  han  tenido  la  oportunidad  de  observar  dete- 
nidamente un  grupo  de  pacientes  con  esta  tan  temida  complicación  de  la  dia- 
betes. Como  resultado  del  interés  generado  entre  la  facultad  médica,  Hemos 
logrado  un  diagnóstico  precoz  en  casi  todos  los  casos.  Estos  han  respondido  muy 
satisfactoriamente  a tratamiento  intenso  con  insulina  cristalina,  solución  hipotó- 
nica  salina  (0.45  N ) por  vía  endovenosa  y agua  en  grandes  cantidades  por  sonda 
nasogátrica.  El  uso  del  potasio  en  dosis  altas  por  vena  y por  sonda  gástrica  fue 
de  suma  importancia  en  la  supervivencia  de  dos  de  los  casos.  En  cinco  de  nues- 
tros pacientes  hemos  podido  observar  un  cuadro  neurológico  muy  interesante  ca- 
racterizado por  la  presencia  de  disfagia  progresiva,  disartria  de  severidad  y du- 
ración variables,  obnubilación  persistente  y la  ausencia  de  parálisis  de  las  extre- 
midades o de  signos  neurológicos  localizantes.  Este  cuadro  desapareció  con  la 
mejoría  del  paciente  sin  dejar  residuo  físico  alguno. 

La  ausencia  de  hallazgos  patológicos  en  los  casos  que  han  llegado  a la  sala 
de  autopsia,  hace  pensar  al  investigador  que  la  muerte  es  probablemente  una  de 
origen  “ químico ” como  resultado  del  disturbio  hidroelectrolítico  y al  efecto  de  la 
hiperosmolaridad  en  las  células  del  sistema  nervioso.  Los  consultores  en  esta  ma- 
teria nos  sugieren  que  los  síndromes  neurológicos  en  esta  condición  pudieran  ser 
el  resultado  de  la  hiper  polarización  de  la  membrana  de  la  célula  nerviosa  como 
resultado  del  aumento  en  la  negatividad  dentro  de  la  célula,  dicho  aumento  con- 
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secutivo  a la  migración  de  cationes  (sodio  y potasio)  al  espacio  extracelular , tal 
y como  ha  sido  postulado  para  explicar  la  parálisis  “post  ictus  epilepticus” . 

Es  de  mucha  importancia  para  el  clínico  y para  el  neurocirujano  el  estar 
consciente  de  esta  condición  puesto  que  la  mortalidad  es  muy  alta  y la  vida  del 
paciente  depende  de  un  diagnóstico  precoz  y de  un  tratamiento  rápido  e intenso. 
Queremos  enfatizar  que  toda  persona  que  se  hospitalice  en  estado  de  coma  o 
semicoma,  o con  un  cuadro  neurológico  raro  y de  difícil  explicación  debe  ser  cui- 
dadosamente estudiada  por  la  posible  presencia  de  un  síndrome  hiper glicémico 
hiperosmol'ar  enmascarado  por  síntomas  referentes  al  sistema  nervioso. 

Agustín  M.  de  Andino,  M.  D. 
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Decayed,  Missing,  and  Filled  Teeth  in 
Adults  (United  States,  1960-1962) 

The  widespread  prevalence  of  dental 
disease  in  the  U.S.  population  at  large  is 
nowhere  more  clearly  revealed  than  in  the 
number  of  decayed,  missing,  and  filled 
teeth  enumerated  among  adults.  While 
nearly  20  million  men  and  women  no  lon- 
ger possessed  any  natural  teeth,  approxi- 
mately 91  million  others  had  an  estimated 
17.9  DMF  teeth  per  person  a total  consist- 
ing of  1.4  decayed,  9.4  missing,  and  7.0 
filled  teeth. 

National  estimates  of  decayed,  missing, 
and  filled  (DMF)  teeth  are  based  on  the 
examination  in  1960-62  of  a probability 
sample  comprising  6,672  persons  from  the 
civilian,  noninstitutional  U.S.  population 
1 8-79  years  of  age.  The  estimates  presented 
here  include  only  the  91  million  men  and 
women  who,  owing  to  the  presence  of  at 
least  one  natural  tooth,  continued  at  risk 
to  tooth  loss. 

DMF  teeth  accumulated  rapidly  with  ad- 
vancing age.  From  a low  of  13.4  and  14.1 
among  the  youngest  men  and  women,  re- 
spectively, mean  counts  increased  within 
each  successive  age  group  until  they  reached 
approximately  25  per  person  for  both  men 
and  women  aged  75-79  years.  The  trend 
with  age  resulted  from  an  unremitting  loss 
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of  teeth.  By  contrast,  decayed  teeth  slowly 
dwindled  in  number,  as  did  filled  teeth 
after  they  reached  a maximum  of  about  8 
per  person  among  adults  25-44  years  of  age. 

Proportionately  half  again  as  many  DMF 
teeth  were  counted  among  white  adults  as 
among  Negro  adults,  with’  an  average  per 
person  of  18.7  and  12.2,  respectively.  White 
adults  had,  on  the  one  hand,  many  more 
filled  and  slightly  more  missing  teeth  but, 
on  the  other,  fewer  decayed  ones.  Through- 
out the  comparison  by  race,  DMF  counts 
were  consistently  higher  for  women  than 
for  men  of  the  same  race  and  for  white 
men  and  women  than  for  Negro  men  and 
women. 

The  number  of  DMF  teeth  was  signifi- 
cantly related  to  family  income  and  educa- 
tion. Men  and  women  with  greater  means 
or  higher  schooling  usually  had  more  DMF 
teeth  than  poorer  persons  or  persons  with 
less  education.  The  trends  by  income  and 
education  were  more  pronounced  in  the 
white  than  in  the  Negro  population;  and 
among  persons  whose  income  or  education 
was  the  same,  women  had  more  DMF  teeth 
than  men  and  white  adults  liad  sharply 
more  than  Negroes. 

DMF  teeth  also  were  found  to  vary  in 
number  by  place  of  residence.  For  instance, 
white  and  Negro  men  and  women  living 
in  the  Northeast  had  more  DMF  teeth  than 
those  living  elsewhere;  by  contrast,  those 
in  the  South  had  fewer.  Among  the  white 
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population,  residents  of  more  densely  pop- 
ulated areas  usually  had  higher  counts  than 
men  and  women  residing  in  less  dense  areas. 

Variations  in  the  number  of  DMF  teeth 
by  sex,  race,  education,  and  income  prevail- 
ed not  only  in  the  adult  population  as  a 
whole  but  also  in  younger  adults  aged  18-34 
years  among  whom  such  variation  signifies 
a difference  in  the  rate  at  which  their  teeth 
have  been  attacked  by  decay.  Thus,  it 
appears  that  women  are  slightly  more  prone 
to  dental  decay  than  men,  persons  with 
higher  income  or  education  more  prone 
than  poorer  or  less  schooled  persons,  and 
white  adults  substantially  more  prone  than 
Negro  adults.  In  sum,  a variance  in  the 
attack  rate  of  dental  decay  appears  to  be 
at  least  partly  responsible  for  demographic 
variations  in  the  number  of  DMF  teeth 
observed  in  the  adult  population  of  the 
United  States. 

Suicide  often  predictable,  preventable 

Western  man  has  usually  regarded  suicide 
as  the  most  irrational  of  all  individual  actions. 

Yet,  according  to  a Harvard  University 
psychiatrist,  the  pattern  of  an  approaching 
suicide  attempt  is  so  recognizable  and  pre- 
dictable that  many  suicides  could  be  prevent- 
ed by  appropriate  intervention. 

The  psychiatrist,  Mathew  Ross,  M.  D., 
Harvard  Medical  School  and  Massachusetts 
General  Hospital,  Boston,  spoke  at  a session 
of  the  116th  Annual  Convention  of  the  Amer- 
ican Medical  Association. 

Practical  diagnostic  clues  to  impending 
suicide  are  available  to  the  physician,  Dr. 
Ross  said.  It  was  his  thesis  that  “every  physi- 
cian can  do  more  than  he  is  doing  to  reduce 
the  shocking  rate  of  suicide.” 

About  25,000  persons  are  known  to  com- 
mit suicide  in  the  U.  S.  every  year,  making 
suicide  the  ninth  most  frequent  cause  of 


death.  Dr.  Ross  indicated  a belief  that  the 
number  of  reported  suicides  would  be  much 
greater  if  the  cause  of  death  was  not  so  fre- 
quently obscured  because  of  social,  economic, 
or  legal  considerations. 

The  diagnostic  signs  of  which  Dr.  Ross 
spoke  are  not  always  obvious  ones. 

The  most  general  indication  of  impend- 
ing' suicide  is  emotional  disorder,  said  Dr. 
Ross — emotional  illness  manifested  by  some 
significant  change  in  basic  biological  func- 
tions and  behavior  that  cannot  be  explained 
by  physical  examination. 

He  cited  statistics  showing  that  many  per- 
sons who  committed  suicide  had  been  seeking 
medical  help  for  a variety  of  minor  physical 
illnesses.  These  visits  to  a physician,  as  well  as 
the  suicide  attempt  itself,  may  be  viewed  as 
a cry  for  help  from  the  patient. 

In  three  out  of  four  cases,  he  said,  the 
emotional  ills  that  precede  suicide  are  de- 
pression or  alcoholism. 

As  some  of  the  signs  and  symptoms  by 
which  depression  is  frequently  recognized  he 
cited : 

— Fatique  or  loss  of  well-being. 

— Changes  in  sleep  pattern,  especially 
early-morning  awakening  with  a feeling  of 
fatique. 

— Loss  of  appetite,  particularly  in  the 
morning,  and  weight  loss;  or,  conversely, 
weight  gain  from  the  use  of  food  as  a tran- 
quilizer. 

— Gastrointestinal  complaints,  predomina- 
tely constipation  but  sometimes  including 
diarrhea,  abdominal  pain  and  flatulence. 

— Behavior  changes,  including  significant 
changes  in  work,  recreation  and  social  pat- 
terns; alcoholism;  sexual  promiscuity. 

— Miscellaneous,  including  headaches, 
dizziness,  blurred  vision,  dryness  of  the 
mouth,  shortness  of  breath,  and  urinary  fre- 
quency. 
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In  addition  to  the  general  clues  to  poten- 
tial suicidal  risk,  there  are  some  very  specific 
indicators,  Dr.  Ross  explained. 

A typically  American  suicide  risk  is  a 
man,  unmarried,  separated  or  divorced,  aged 
45  years  or  more,  who  in  the  spring  or  au- 
tumn complains  of  recently  impaired  physical 
health. 

Questioning  by  an  astute  physician,  said 
Dr.  Ross,  may  reveal: 

— A previous  carefully  planned,  recent, 
serious  suicide  attempt  employing  a violent 
method. 

— A history  of  suicide  attempts  in  the 
patient’s  family,  and  successful  suicides. 

— Evidence  of  real,  threatened  or  fan- 
tasied  loss,  such  as  loss  of  health,  a loved  one, 
self-esteem,  financial  well-being,  or  even  loss 
of  appearance. 

Dr.  Ross  pointed  out  that  even  these  spe- 
cific indicators  are  not  foolproof;  they  are 
good  guideposts  to  suicidal  risk  and  the 
possible  need  for  psychiatric  consultation. 

Driver  monitoring  program 
spots  ekg  changes 

The  stress  of  driving  a car  in  the  city  may 
quicken  the  beat  of  the  healthiest  heart,  but 
it  may  send  the  hearts  of  some  coronary 
disease  patients  into  abnormal  patterns  of 
activity,  a driver-monitoring  study  conducted 
in  Philadelphia  has  indicated. 

A conclusion  drawn  from  the  study  by 
the  investigators  who  executed  it . driving 
may  be  hazardous  for  significant  numbers 
of  coronary  heart  disease  patients,  as  well  as 
for  other  drivers  who  would  be  endangered 
when  a coronary  patient  collapsed  behind 
the  steering  wheel. 

Reporting  the  study  at  a scientific  session 
of  the  American  Medical  Association’s  116th 


Annual  Convention,  were  Samuel  Bellet, 
M.D.,  Laurian  Roman,  M.D.,  and  Allan 
Slater,  M.S.,  Philadelphia  General  Hospital, 
Philadelphia. 

Portable,  recording  electrocardiogram 
machines  were  placed  in  the  automobiles  of 
86  test  subjects  where  they  recorded  heart 
activity  during  a 2/a -hour  period  of  city 
driving. 

Used  in  the  study  were  40  healthy  men 
aged  25  to  39  years,  and  46  persons  with 
clearly  diagnosed  coronary  artery  disease, 
including  patients  who  had  experienced  a 
heart  attack.  The  heart  disease  patients,  44 
men  and  two  women,  ranged  in  age  from 
38  to  72  years.  All  underwent  complete  phy- 
sical examinations  and  electrocardiograms  be- 
fore the  test. 

About  half  the  test  driving  period  was 
spent  driving  through  city  streets  and  traffic 
at  20  to  30  miles  an  hour,  the  other  half  on 
expressways  at  speeds  of  40  to  60  miles  an 
hour.  No  attempt  was  made  to  seek  hazard- 
ous or  abnormal  traffic  conditions. 

The  results: 

— In  the  healthy  men,  no  changes  were 
noted  in  heart  activity  other  than  increases  in 
the  rate  of  beating. 

— Among  the  46  coronary  artery  disease 
patients,  significant  changes  in  electrocardio- 
gram patterns  were  noted  in  eight,  or  17.4 
per  cent.  The  significant  changes  occurred 
only  in  patients  whose  resting  electrocardio- 
grams were  abnormal;  in  the  patients  with 
normal  resting  electrocardiograms,  no  signi- 
ficant electrocardiogram  changes  were  ob- 
served. The  abnormal  patterns  in  driving  elec- 
trocardiograms were  ischemic  ST-segment  de- 
pressions in  four  drivers  (indicating  abnor- 
malities of  blood  flow  to  the  heart) , and  var- 
ious patterns  of  premature  beating  in  four. 
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Abnormalities  of  these  types,  repeated  fre- 
quently as  during  daily  driving,  may  be  harm- 
ful to  coronary  heart  disease  patients,  and 
may  led  to  serious  complications,  the  investi- 
gators said. 

None  of  the  persons  with  abnormal  elec- 
trocardiograms experienced  any  physical 
symptoms  while  driving — no  chest  pain,  diz- 
ziness, of  physically  detectable  irregularity  in 
heart  beat. 

Discussing  the  presumed  significance  of 
their  data,  the  investigators  pointed  out  that 
persons  who  have  had  one  coronary  heart 
attack  may  be  as  much  as  10  times  more 
liable  to  have  a second  attack  than  a healthy 
person  is  liable  to  have  a first  attack. 

Nevertheless,  most  drivers  continue  to 
drive  after  a heart  attack. 

Dr.  Bellet  and  his  colleagues  cited  work 
of  other  investigators  who  found  that: 

— about  one-third  of  all  cases  of  loss  of 


consciousness  while  driving  are  due  to  acute 
myocardial  infarction,  and  in  about  50  per 
cent  of  these  cases  the  driver  did  not  have 
time  to  stop  the  car. 

— in  a study  of  3!>  truck  drivers  who  re- 
turned to  work  after  myocardial  infarction, 
five  subsequently  had  second  infarctions,  four 
of  which  occurred  while  the  victims  were 
driving. 

— of  31  persons  known  to  have  suffered 
myocardial  infarctions  while  driving,  10 
caused  traffic  accidents. 

— patients  with  cardiovascular  disease,  in 
general,  average  twice  as  many  accidents  per 
million  miles  of  driving  as  healthy  persons. 

The  driver-monitoring  study  carried  out 
by  the  Philadelphia  group  is  a preliminary 
one,  designed  as  an  initial  step  of  a program 
which  could  help  to  detect  those  drivers  in 
whom  driving  might  constitute  a hazard  to 
themselves  as  well  as  to  others. 


NOTICIAS 


Locales 

INFORME  ANUAL  DE 
ENFERMEDADES  TRANSMISIBLES, 


1965,  1966 

* 

Enfermedades 

Casos 

Informados 

1965 

1966 

Meningitis  aséptica 

2 

10 

Otras  meningitis 

89 

67 

Varicelas 

3416 

938 

Hepatitis 

1395 

1059 

Sarampión 

2977 

4676 

Parotiditis  infecciosa 

1193 

1082 

Infección  por  ineningococos 

11 

19 

Poliomielitis 

2 

Rabia  en  animales 

17 

20 

Enfermedad  de  Weil 

1 

3 

Difteria 

16 

3 

Tétano 

59 

54 

Tosferina 

180 

139 

Amebiasis 

7 

Enteritis  bacilares 

5 

7 

Fiebre  tifoidea 

16 

19 

Bilharzia 

135 

94 

Faringitis  estreptocóccicas 

577 

261 

Fiebre  escarlatina 

18 

6 

Intoxicaciones  alimenticias 

5/208' 

*•  4/65®  ° 

Síndrome  de  influenza 

10714 

8815 

• De  acuerdo  con  el  Informe  Semanal  Núm.  52 
de  al  División  de  Servicios  Médicos  Preventivos 
del  Departamento  de  Salud  de  Puerto  Rico, 
( Weekly  Morbidity  Report  - Division  of  Preven- 
tive Medical  Services,  No.  52")  para  el  periodo 
terminado  el  31  de  diciembre  de  1966. 

° * Brotes  ¡Cdsos 


REUNIONES 
3 sept.—Dia.  del  Médico. 

12-15  sept—  Seminario  auspiciado  por  la  firma  Eli 
Lilly,  S.  A.  Coordinador,  Dr.  Ralph  Lum.  Se 
usará  el  local  de  la  Asociación  Médica  de  P.  R. 
27  oct.— Conferencia  auspiciada  por  el  Colegio 
Ajnericano  de  Médicos. 

22-28  octj — Segundo  Congreso  Panamericano  de 
Neurología,  a celebrarse  en  el  Hotel  San  Jeró- 
nimo Hilton.  Para  mayor  información,  favor 
de  dirigirse  a:  Dra.  Rosa  E.  Fiol,  Secretaria  Te- 
sorera, Apartado  10306,  Caparra  Heights,  P.  R. 
00922. 

RECIBE  PREMIO 

La  Srta.  Ivette  Rodríguez,  de  16  años,  estu- 
diante de  segundo  año  de  escuela  superior,  de 
Río  Piedras,  Puerto  Rico,  recibió  un  certificado 
de  mérito  del  Dr.  Dwight  L.  Wilbur,  miembro  de 
la  Junta  de  Directores  de  la  Asociación  Médica 
Americana.  El  doctor  Wilbur  actuó  como  maes- 
tro de  ceremonias  en  el  banquete  celebrado  du- 
rente  - la  Décimoctava  Feria  Científica  Interna- 
cional, que  se  celebró  en  San  Francisco,  California, 
del  10  al  13  de  mayo  de  1967.  La  señorita  Ro- 
dríguez fue  la  ganadora  de  un  certamen  donde  se 
consideraron  trabajos  de  estudiantes  premiados  en 
ferias  locales  de  229  regiones  y en  la  que  hubo 
unos  425  finalistas.  El  trabajo  premiado  se  titula 
“Isolation  of  Suspected  Asthma  Producing  Fungi”. 

CARDIOVASCULAR  RESEARCH 
INVESTIGATORSHIP  AWARDS 
The  Puerto  Rico  Heart  Association  and  the 
American  Heart  Association,  in  conjunction  with 
the  University  of  Puerto  Rico  School  of  Medicine, 
announces  a new  program  of  Cardiovascular  Re- 
search Investigatorship  Awards. 

These  awards  will  enable  U.  S.  citizens  holding 
an  M.  D . , Ph . D . , or  equivalent  degree,  to  spend 
essentially  full  time  conducting  independent  re- 
search in  the  broad  field  of  cardiovascular  disease 
and  function  in  any  department  at  the  University 
of  Puérto  Rico  School  of  Medicine  in  San  Juan. 

One  award  will  be  made  each  year  and  will 
consist  of  a stipend  in  excess  of  $10,000  per  year 
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for  three  years,  plus  an  initial  departmental  grant 
of  $2,000,  fringe  benefits,  and  a yearly  stipend  in- 
crement. 

During  the  tenure  of  the  award  the  Investiga- 
tor will  also  hold  concurrent  academic  title  in 
the  University  of  Puerto  Rico  School  of  Medicine. 

The  deadline  date  for  submission  of  applica- 
tions is  September  15,  1967,  for  awards  beginning 
July  1968. 

Inquiries  for  further  information  and  applica- 
tion forms  should  be  sent  to: 

Chairman,  Research  Committee 
Puerto  Rico  Heart  Association 
Box  8215,  Fernández  Juncos  Station 
Santurce,  Puerto  Rico  00910 

NEW  BOOKS 

The  following  is  a partial  list  of  new  books 
received  by  the  University  of  Puerto  Rico  School 
of  Medicine  and  School  of  Dentistry  Library: 

Medicine: 

1.  American-Hungarian  Medical  Association. 
Proceedings  of  the  American-Hungarian  Medical 
Association.  Malta.  Progress  Presss  Co.,  1965. 

2.  American  Medical  Association.  Distribution 
of  physicians,  hospitals,  and  hospital  beds  in  the 
U.S.,  by  census  region,  state,  country  and  metro- 
politan area.  Chicago,  1966. 

3.  American  Medical  Association.  The  graduate 
education  of  physicians.  Chicago,  1966. 

4.  American  Medical  Association.  Meeting  the 
challenge  of  family  practice,  the  report  of  the 
Ad  Hoc  Committee  on  Education  for  Family  Prac- 
tice of  the  Council  on  Medical  Education,  Ameri- 
can Medical  Association.  Illinois,  1966. 

5.  Cardenal  Pujáis,  León.  Diccionario  termino- 
lógico de  ciencias  médicas.  7 ed.  Barcelona,  Sal- 
vat,  1960. 

6.  Clayton,  Edward  Beilis.  Electrotherapy  and 
actinotherapy.  4th  ed.  London,  Bailliere,  Tindall 
and  Cox,  1962;  cover:  Baltimore,  Williams  8c 
Wilkins. 

7.  DeGroot,  Leslie  J„  ed.  Medical  care;  social 
and  organizational  aspects.  Springfield,  111.,  C.  C. 
Thomas,  1966. 

8.  Dorland,  W.  A.  N.  Diccionario  de  ciencias 
médicas  “Dorland”.  Versión  y adaptación  de  la 
24  ed.  inglesa.  Buenos  Aires,  Librería  "El  Ate- 
neo”, 1966. 

9.  Everett,  Mark  R.  Pioneering  for  research, 


origin  of  the  Oklahoma  Medical  Research  Foun- 
dation. Oklahoma  City,  University  of  Oklahoma 
Medical  Center,  1966. 

10.  Lederle  International  Fellowship,  1954-1966. 
New  York,  Cyanamid  International,  1966. 

11.  Magraw,  Richard  M.  Ferment  in  mediciné. 
Philadelphia,  Saunders,  1966. 

Cardiovascular  System: 

1.  Annual  Conference  of  the  U.S.  Public  Health 
Service  Cooperative  Studies.  5th,  Atlantic  City, 
New  Jersey,  1966.  Renal  disease  and  hypertension. 
Washington,  U.S.  Public  Health  Service,  Bureau 
of  Medical  Services,  Division  of  Hospitals,  1966. 

2.  Conference  of  Cardiovascular  Training  Grant 
Program  Directors,  Report  of  thirteenth  conference 
of  cardiovascular  training  grant  program  directors. 
Washington,  D.C.,  National  Heart  Institute,  1966. 

3.  Robinson,  Saul  J.  Congenital  heart  disease. 
2d  ed.  New  York,  MacGraw-Hill,  1965. 

4.  Shaw,  Gavin,  ed.  Resuscitation  and  cardiac- 
pacing.  Phila.,  F.  A.  Davis  Co.,  1965. 

Hemic  System: 

1.  Bendixen,  Hans  Jorgen.  Studies  of  leukosis 
enzootica  bovis,  with  special  regard  to  diagnosis, 
epidemiology  and  eradication. ' Washington,  D.C., 
U.S.  National  Cancer  Institute,  1965. 

2.  Ingram,  Vernon  M.  Hemoglobin  and  its 
abnormalities.  Springfield,  111.,  Thomas,  1961. 

Endocrine  System: 

1.  Conference  on  Methodological  Approaches 
to  Population  Studies  in  Diabetes.  Proceedings.  Be- 
thesda,  Maryland,  National  Institutes  of  Health, 
1966. 

2.  Harris,  Geoffrey  Wingsfield,  ed.  The  pitui- 
tary gland.  Berkeley,  University  of  California,  1966. 

3.  Loraine,  John  Alexander.  Hormone  assays 
and  their  clinical  application.  2nd.  ed.  Edinburgh, 
London,  E.  8c  S Livingstone,  1966. 

4.  NATO  Advanced  Study  Institute.  Marburg, 
Germany,  1964.  Mechanisms  of  hormone  action. 
New  York,  Academic  Press,  1965. 

5.  Russfield,  Agnes  B„  Tumors  of  endocrine 
glands  and  secondary  sex  organs.  Washington,  U.S. 
Public  Health  Service,  1966. 

Respiratory  System: 

1.  Edwards,  Frederick  Ronald.  Foundations  of 
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thoracic  surgery.  Edinburgh.  London,  E.  & S. 
Livingstone,  1966. 

Gastrointestinal  System: 

1.  Burdette,  Walter  J.,  ed.  Primary  hepatoma. 
Salt  Lake  City,  Utah  Press,  1965. 

2.  Carcinopia  of  the  alimentray  tract.  Salt  Lake 
City,  1965. 

3.  Ciba  Foundation  Study  Group  No.  14,  Ma- 
drid, 1962.  Intestinal  biopsy.  Boston,  Little  Brown, 
1962. 

4.  Franco  Garusi,  Gian.  The  Salivary  Glands  in 
Radiological  Diagnosis.  Basel,  Karber,  1964. 

Radiology: 

1.  Franco  Garusi,  Gian.  The  salivary  glands 
in  radiological  diagnosis.  Basel,  Karger,  1964. 

2.  National  Conference  on  X-Ray  Technician 
Training.  Conference  held  at:  Center  of  Adult 
Education,  University  of  Maryland,  College  Park, 
Maryland,  September  7-9,  1966.  Rockville,  Mary- 
land, Training  Branch,  1966. 

3.  Nice,  Charles  Monroe.  Clinical  roentgeno- 
logy of  collagen  diseases.  Springfield,  111.,  C.  C. 
Thomas,  1966. 

4.  Paul,  Lester  W.  The  essentials  of  Roetgen 
interpretation.  2d  ed.  New  York,  Hoeber  Medical 
Division,  Harper  and  Row,  1965. 

5.  Symposium  on  the  Use  of  Radioisotopes 
in  Animal  Nutrition  and  Physiology,  Prague,  1964. 
Radioisotopes  in  animal  nutrition  and  physiolo- 
gy; proceedings.  Vienna,  International  Atomic 
Energy  Agency,  1965. 

6.  U.S.  Army  Medical  Service.  Radiology  in 
World  War  II.  Washington,  U.S.  Govt.  Print. 
Off.,  1966. 

7.  U.S.  Public  Health  Service.  X-Ray  Exposure 
Study.  Population  exposure  to  x-rays:  U.S.  1964; 
a report.  Washington,  1966. 

Surgery: 

1.  Farquharson,  Eric  Leslie.  Textbook  of  op- 
erative surgery.  3d.  ed.  Edinburg,  E.  &:  S.  Living- 
stone, 1966. 

2.  Giuliano,  Alfredo.  Clínica  y terapéutica  qui- 
rúrgica; urgencias  en  cirugía.  Buenos  Aires,  ‘‘El 
Ateneo”,  1966. 

3.  McGregor,  Ian  A.  Fundamental  techniques 
of  plastic  surgery  and  their  surgical  applications. 
3d  ed.  Baltimore,  Williams  & Wilkins,  1965. 


Nacionales 

NINTH  NATIONAL  CONFERENCE  ON  THE 
MEDICAL  ASPECTS  OF  SPORTS 

The  Ninth  National  Conference  on  the  Med- 
ical Aspects  of  Sports,  sponsored  by  the  American 
Medical  Association  under  the  auspices  of  its 
Committee  on  the  Medical  Aspects  of  Sports,  will 
be  held  in  Houston,  Texas,  at  the  Hotel  Amer- 
ica, on  November  26,  1967.  The  Conference  is 
held  annually  in  conjunction  with  and  on  the 
first  day  of  the  Clinical  Convention  of  the  Amer- 
ican Medical  Association. 

As  was  true  of  the  previous  eight  Conferences, 
the  Ninth  will  cover  a wide  range  of  subjects  of 
interest  to  those  serving  school  and  college  ath- 
letic programs.  Included  will  be  forums  and  dis- 
cussion sections  relating  to  prevention  of  knee 
injuries,  sports  cardiology,  and  quackery  in  Sports. 
Two  sessions  will  be  devoted  to  a series  of  com- 
mon clinical  conditions  of  rather  variable  signif- 
icance in  the  athletic  setting  (eg,  gastroenteritis, 
concussions,  genitourinary  tract  injuries,  and  rib 
injuries) . At  the  Conference  Luncheon,  Eduardo 
Hay,  MD,  Director  General  of  the  Centro  Depor- 
tivo Olímpico  Mexicano,  will  discuss  the  prepara- 
tions for  the  1968  Olympic  Games. 

The  Conference  is  open  to  key  nonmedical 
athletic  personnel  as  well  as  interested  physicians. 
Those  who  would  like  to  receive  further  infor- 
mation concerning  the  Conference  should  address 
the  Committee  on  the  Medical  Aspects  of  Sports, 
American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 

ANNUAL  OTOLARYNGOLOGIC  ASSEMBLY 

The  Annual  Otolaryngologic  Assembly  of  1967 
will  be  held  October  14  through  20,  1967,  in  the 
new  Illinois  Eye  and  Ear  Infirmary  at  the  Med- 
ical Center.  Chicago,  The  Department  of  Otolaryng- 
ology of  the  College  of  Medicine  of  the  Univer- 
sity of  Illinois  offers  a condensed  postgraduate 
basic  and  clinical  program  for  practicing  otolaryng- 
ologists under  the  direction  of  Doctor  Emanuel 
M.  Skolnik.  It  is  designed  to  bring  to  specialists 
current  information  in  medical  and  surgical  oto- 
rhinolaryngology. 

A separate,  but  correlated  course  entitled  "Head 
and  Neck  Radiology  Conference ” will  be  conduct- 
ed by  the  Department  of  Radiology  for  two  full 
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days  just  preceding  the  Assembly,  Thursday  and 

Friday,  October  12  & 13,  1967. 

Interested  physicians  should  direct  communi- 
cations to  the  mailing  address:  Department  of 

Otolaryngology,  P.O.  Box  6998  Chicago,  Illinois, 

60680. 

AMERICAN  COLLEGE  OF  PHYSICANS 
POST  GRADUATE  COURSES 

Sept.  18-21.  Hematology:  Current  Concepts  and 
Developments,  The  University  of  California 
School  of  Medicine,  Los  Angeles,  California. 

Oct.  2-6.  Clinical  Cardiology,  Loma  Linda,  Univer- 
sity Medical  Center,  Loma  Linda,  California. 

Oct.  9-13.  Renal  Diseases  and  Fluid  and  Electro- 
lyte Balance,  University  of  Washington  School 
of  Medicine,  Seattle,  Washington. 

AMERICAN  MEDICAL  ASSOCIATION 
MEETINGS 

Sept.  7.  Council  on  Rural  Health,  Department  of 
Health  Education,  Chicago,  111.,  Drake  Hotel, 
2:00  - 10:00  p.m. 

Sept.  8.  Advisory  Committee  and  Council  on  Ru- 
ral Health,  Department  of  Health  Education, 
Chicago,  111.,  Drake  Hotel,  Room  M-ll,  9:00 
a.m.  — 4:30  p.m. 

Sept.  11.  Residency  Review  Committee  for  Neu- 
rological Surgery,  Department  of  Governmental 
Medical  Education,  Des  Plaines,  111.  O’Hare  Inn, 
9:00  a.m. 

Sept.  21-23.  Board  of  Trustees,  Chicago,  111.,  AMA 
Headquarters. 

Sep.  22-23.  Council  on  Occupational  Health,  At- 
lanta, Ga.,  Regency  Hyatt  House,  9 00  a.m. 
5:00  p.m. 

Sep.  22-23.  Council  on  Mental  Health,  Dallas  Tex. 

Sep.  23-24  Council  on  Legislative  Activities,  Atlan- 
ta, Ga. 

Sep.  24.  Joint  Committee  on  Mental  Health  in 
Industry,  Atlanta,  Ga.,  Regency  Hyatt  House, 
9:00  a.m.  — 5:00  p.m. 

Sept.  24.  Committee  on  Occupational  Toxicology, 
Atlanta,  Ga.,  Regency  Hyatt  House,  9:00  a.m.  — 
5:00  p.m. 

Sept.  24.  Council  on  Occupational  Health  with 
representatives  of  State  Medical  Association 
Committees  on  Occupational  Health,  Atlanta, 
Ga.,  Regency  Hyatt  House,  9:00  a.m.  — 5:00  p.m. 


Sept.  25-26.  27  th  Annual  AMA  Congress  on  Oc- 
cupational Health,  Atlanta,  Ga.,  Regency  Hyatt 
House. 

Oct.  1.  Residency  Review  Committee  for  Thoracic 
Surgery,  Department  of  Governmental  Medical 
Education,  Chicago,  III.,  Drake  Hotel,  5:00  p.m. 

Oct.  4.  Residency  Review  Committee  for  Psychi- 
atry and  Neurology,  Departament  of  Government- 
al Medical  Education,  Detroit,  Mich,  9:00  a.m. 

Oct.  4-1.  Eleventh  National  Conference  on  Phy- 
sicians and  Schools,  Department  of  Health  Edu- 
cation, Chicago,  111.,  LaSalle  Hotel. 

Oct.  6.  Meeting  for  Chairmen  of  State  Medical 
Society  Committees  on  Nursing,  Chicago,  111., 
AMA  Headquarters,  Auditorium,  all  day. 

Oct.  6-1 . Residency  Review  Committee  for  Anes- 
thesiology, Department  of  Health  Education, 
Washington,  D.C.,  Shoreham  Hotel,  9:00  a.m. 
—5:00  p.m.,  both  days. 

Oct.  1.  Committee  on  Nursing  with  AHA  Coun- 
cil on  Nursing,  Chicago,  111.,  Lake  Shore  Club, 
9:00  a.m.  — 2:00  p.m. 

Oct.  1-8.  Tentative.  Committee  on  Maternal  and 
Child  Care,  Department  of  Health  Care  Serv- 
ices, Chicago,  111.,  LaSalle  Hotel. 

Oct.  8.  Council  on  Environmental  and  Public 
Health,  Boston,  Mass.,  Sheraton-Boston  Hotel, 
9:00  a.m.  — 5:00  p.m. 

Oct.  9.  Symposium  on  Obesity,  Boston,  Mass., 
Sheraton  — Boston  Hotel,  9:00  a.m.  — 5:00  p.m. 

Oct.  26-29.  Board  of  Trustees,  Chicago,  111.,  AMA 
Headquarters. 

Oct.  30.  Archives  of  Pathology,  Chicago.  111.,  AMA 
Headquarters,  Board  Conference  Room,  9:30  a.m. 

Oct.  30.  Residency  Review  Comittee  for  Otolaryn- 
gology | Department  of  Government  Medical 
Education,  Chicago.  111.,  Palmer  House,  9:00  a.m. 

Oct.  31.  Contact  dinner  meeting  — Council  on 
Public  Health  and  Regulatory  Veterinary  Med- 
icine — AVMA  and  Executive  Committee,  Coun- 
cil on  Rural  Health,  Department  of  Health 
Education,  Chicago  111.,  Drake  Hotel,  6:00  — 
10:30  p.m. 

MEDICAL  SCHOOL  EXPENDITURES  FOR 
REGULAR  OPERATING  PROGRAMS 

Medical  school  expenditures  for  regular  op- 
erating programs  in  1964-65  reached  a new  high 

of  $319.7  million,  an  increase  of  12  per  cent  over 


338 


Volumen  59 
Núm.  8 


Noticias 


the  previous  year’s  expenditures.  Regular  operat- 
ing program  expenditures  are  made  in  support 
of  the  education  and  service  function  of  the  med- 
ical school  from  such  intramural  fund  sources  as 
state  appropriations,  general  university  funds, 
gifts,  grants,  tuition  and  endowment  income.  Both 
state  supported  and  privately  supported  medical 


less  than  $2  million. 

The  increased  level  of  expenditures  for  regular 
operating  programs  are  dwarfed  by  comparison 
with  the  more  than  threefold  increase  in  spon- 
sored program  expenditures  that  has  ocurred  in 
the  period  1959-1965. 

It  has  become  apparent  that  better  mecha- 


TABLE  I:  REGULAR  OPERATING  PROGRAM  EXPENDITURES 
(IN  THOUSANDS  OF  DOLLARS  PER  INDIVIDUAL  SCHOOL) 


1958-59 

$ 648.0 

$5,956.0 

$2,157.9 

$174,791 

85 

1959-60 

735.7 

8,676.7 

2,234.4 

192,158 

86 

1960-61 

795.6 

7,208.6 

2,461.0 

214,108 

87 

1961-62 

690.3 

8,037.8 

2,754.9 

239,679 

87 

1962-63 

757.1 

8,761.7 

2,943.6 

256,096 

87 

1963-64 

939.3 

8,811.7 

3,385.0 

286,158 

87 

1964-65 

1,063.5 

9,882.7 

3,781.3 

319,665 

87 

Percentage  Increase 
1958-59  to  1964-65 

64% 

66% 

75% 

83% 

2% 

Minimum  expenditures 

exclude  two-year 

schools  of 

medicine. 

schools  are  having  increasing  difficulty  in  meeting 
the  mounting  costs  of  regular  operations  and  the 
increasing  demands  for  expanded  educational  pro- 
grams. Congressional  recognition  of  this  need  re- 
sulted in  the  amendment  in  1965  of  the  “Health 
Professions  Educational  Assistance  Act,”  enabling 
the  Surgeon  General  to  make  basic  improvement 
grants  to  U.  S.  medical  schools  to  support  regu- 
lar educational  programs.  In  1966,  a total  of  $6.6 
million  was  awarded  to  U.  S.  medical  schools  or 
an  average  of  $76  thousand  per  school.  These 
federal  funds,  while  urgently  needed,  have  serv- 
ed to  meet  only  a small  portion  of  the  need  of 
additional  support  for  the  regular  operating  pro- 
grams of  U.  S.  medical  schools. 

Table  I presents  the  total  dollar  value  of  regu- 
lar operating  program  expenditures  for  each  of 
the  academic  years  1958-59  through  1964-65.  Also 
presente^  are  the  minimum,  maximum  and  average 
per  school  expenditures  in  each  year  and  the  per- 
centage increase  in  the  period  1958-59  to  1964-65. 

A distribution  of  the  annual  regular  operating 
program  expenditures  of  four-year  schools  of  med- 
icine is  presented  in  Table  II  for  the  academic 
years  1958  and  1964.  In  1958,  57%  of  the  schools 
expended  $2  millions  or  less  for  regular  operations 
whereas  in  1964  only  19%  of  the  schools  expended 


TABLE  II:  ANNUAL  EXPENDITURE 
FROM  FUNDS  FOR  REGULAR 
OPERATING  PROGRAMS  OF  FOUR- 
YEAR  MEDICAL  SCHOOLS, 

1959  AND  1965 


No.  of  4-Year  Medical  Schools 


Annual  Expenditure  Level  1958-59  1964-65 


Less  than  $1  million 

12 

— 

Between  $1  and  $2  million 

34 

16 

Between  $2  and  $3  million 

20 

18 

Between  $3  and  $4  million 

6 

18 

Between  $4  and  $6  million 

9 

20 

Between  $6  and  $8  million 

— 

9 

More  than  $8  million 

— 

3 

Total 

81 

84 

nisms  for  obtaining  unrestricted  funds  must  be 
developed  from  both  federal  and  private  sources 
if  medical  schools  are  to  continue  their  obligation 
to  provide  the  best  possible  education  and  service 
programs. 

Reprinted  from  Datagrams,  Vol.  8,  No.  11,  May, 
1967;  a publication  of  the  Association  of  American 
Medical  Colleges,  Evanston,  Illinois. 
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El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
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ciones: 
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métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografías  se 
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6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (artículo  de  revista). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 
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tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medjcal  sciences. 
Special  articles  and  correspondence  on  sub- 
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be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
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In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s) ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(6)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
606,  1964.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1962,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


ANUNCIOS 


RESIDENCY  IN  PHYSICAL  MEDICINE 

"The  position  of  Resident  in  Physical  Medicine 
and  Rehabilitation  is-  available  at  the  San  Juan 
Veterans  Administration  Hospital.  The  residency 
program  is  affiliated  with  the  School  of  Medicine 
of  the  University  of  Puerto  Rico  and  with  various 
teaching  rehabilitation  centers  in  the  United  States 
of  America.  A physician  who  has  been  in  general 
practice  for  more  than  four  years  or  who  has 
completed  an  approved  one  year’s  residency  in  any 
other  medical  or  surgical  specialty  may  be  eligible 
to  receive  one  year’s  credit  towards  his  complete 
clinical  training,  which  is  three  years.  A career 
residency  training  program  is  available  to  those 
physicians  who  have  completed  their  obligated 
military  service  in  the  Armed  Forces  of  the  United 
States  of  America. 

For  further  information  contact  Herman  J.  Flax, 
M.D.  Chief,  PM&R  Service,  San  Juan  Veterans 
Administration  Center,  520  Ponce  de  León  Avenue, 
San  Juan,  Puerto  Rico  (00901) , Telephone  782-2830, 


BUILDING  FOR  SALE  OR  RENT 
Corner  building  in  the  Bushwick  section  of 
Brooklyn,  N.  Y.;  formerly  occupied  by  a general 
practitioner.  Neighborhood  predominantly  inha- 
bited by  Puerto  Rican  people.  All  office  equip- 
ment included . 

Contact:  Joseph  H.  Padula,  1556  Broadway, 
Brooklyn,  N.  Y.  10021. 

MEDICAL  TECHNICIAN 
Trained  at  Frankford  Hospital  School  of  Med- 
ical Technology  in  Philadelphia,  Pennsylvania.  Con- 
tact Miss  Sheryl  Stiber,  11  Betances  St.,  Floral  Park, 
Hato  Rey,  765-4845. 


BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico  es- 
ta semana.  Sea  humanitario.  Done  sus  ojos.  Envíe 
su  contribución. 


In  Germany , published  reports1-4  confirm  that  in  the 
treatment  of  infantile  bacterial  diarrhea  (due  principally  to 
E.  coli  and  Shigella),  Furoxone  achieves  clinical  cures  even 
in  cases  that  had  previously  been  unresponsive  to  antibiotics.1*3 

FUROXONE 

(furazolidone) 

Packaging : Scored  tablets  of  100  mg.,  bottles  of  12;  Furoxone  Liquid  (50  mg.  Furoxone  per  15  cc.  with  kaolin  and 
pectin),  bottles  of  60,  120  and  473  cc.  References:  1.  Baetgen,  D. : Med.  Monatsschr.  16:540,  1962.  2.  Labek,  G.,  and 
Schmiedel,  A.:  Deutsche  Med.  Wschr.  89:2464,  1964.  3.  Linzenmeier,  G.  et  al. ; Muenchen.  Med.  Wschr.  103: 1398, 
1961.  4.  Reckendorff,  H.  K. : Ther.  Month.,  C.  F.  Boehringer  & Soehne,  Mannheim  3:71,  1962. 


EATON  LABORATORIES 


Division  of  The  Norwich  Pharmacal  Company,  Norwich,  N.Y.,  D.S.  A. 


Diarrhea 
knows  no 
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DBI-TD  Lowers  Blood  Sun 

in  a UniqueWay 


DBI-TD  acts  independently  of  the  pancreatic  islet  cell  p 

promote  increased  glucose  utilization  in  skeletal  mus  M 
Endogenous  insulin,  which  is  often  present  in  excess  : 
in  the  overweight  stable  adult  diabetic,3'4  is  apparently 
inefficient  in  transporting  glucose  into  skeletal  muscwl 
DBI-TD  may  supplement  the  action  of  endogenous 
insulin  and  compensate  for  its  physiologic  inefficient  I 
with  respect  to  glucose  utilization  in  muscle.''2,4 


CONCLUSION:  DBI-TD  acts  directly  to  enhance  muscle 
glucose  utilization,  whereas  sulfonylureas  appear  to 
depend  upon  a supply  of  insulin  releasable  from 
the  patient’s  pancreas  for  their  hypoglycemic  effect. 
Unlike  injected  insulin  orthe  endogenous  insulin 
released  under  the  stimulus  of  the  sulfonylureas, 
DBI-TD  does  not  promote  the  conversion  of  glucose 
to  fat  or  prevent  the  mobilization  of  fatty  acids 
from  the  adipose  tissue  depots  of  the  body. 


\V 


This  is  Why  DBI-TD 
should  be  your 
Drug  of  First  Choice 
for  Most  Stable 
Adult  Diabetics 

who  arc  overweight 
and  diet-unresponsive 

DBI-TD 

(phenformin  HCI) 

timed-disintegration  capsules  50  mg. 

ALONE  among  oral  hypoglycemic  agents... 
provides  more  benefits  for  most  stable  adult  diabetics 

■ Lowers  blood  sugar 

■ Increases  muscle  glucose  utilization 

■ Reduces  insulin  oversecretion 

■ Promotes  gradual  weight  loss* 

Although  anorexia  has  been  suggested  as  a possible  basis 
for  weight  loss,  controlled  studies  do  not  support  this.  In 
nondiabetic  subjects  who  are  overweight,  comparable  doses 
of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar. 


Dosage:  1 to  3 capsules  daily. 
Side  Effects:  Gastrointestinal, 
occurring  more  often  at 
higher  dosage  levels,  abate 
promptly  upon  dosage  reduc 
tion  or  temporary  withdrawal. 
Precautions:  Occasionally  an 
insulin-dependent  patient  will 
show  “starvation”  ketosis 
luria  without  hyperglycemia)  which  must  be  differentiated 
insulin  lack"  ketosis  which  is  accompanied  by  acidosis, 
sated  accordingly.  Lactic  acidosis  has  been  reported  in 
betics  and  diabetics  treated  with  insulin,  with  diet,  and 
Bl.  Question  has  arisen  regarding  possible  contribution 
to  lactic  acidosis  in  patients  with  renal  impairment  and 
lia  and  also  those  with  severe  hypotension  secondary  to 
rdial  or  bowel  infarction.  Periodic  B.U.N.  determination 
be  made  when  DBI  is  administered  in  the  presence  of 
: renal  disease.  DBI  should  not  be  used  when  there  is 
:ant  azotemia.  Any  cardiovascular  lesion  that  could  result 
:re  or  sustained  hypotension,  which  may  itself  lead  to 


development  of  lactic  acidosis,  should  be  considered  cause  for 
immediate  discontinuation  of  DBI  at  least  until  normal  blood 
pressure  has  been  restored  and  is  maintained  without  vaso- 
pressors. Should  lactic  acidosis  occur  from  any  cause,  vigorous 
attempts  should  be  made  to  correct  circulatory  collapse,  tissue 
hypoxia,  and  pH.  Contraindications:  Severe  hepatic  disease, 
renal  disease  with  uremia,  cardiovascular  collapse.  Not  recom- 
mended without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery) 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved, 
use  of  DBI.  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided 
Also  available:  DBI  tablets  25  mg  Consult  product  brochure 
References:  1.  Butterfield,  W.J.H.  and  Whichelow,  M.J .:  Diabetes 
11:281,  1962.  2.  Searle,  G.L.  and  Cavalieri,  R.R.:  Presented  at 
26th  Ann.  Meet.  Amer.  Diabetes  Ass.,  Chicago,  June  25-26, 
1966.  3.  Yalow,  R.S.  and  Berson,  S.A.:  Diabetes  9:254,  1960. 
4.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963.  5.  Gundersen, 
K.  and  Antoniades,  H.:  Proc.  Soc.  Exp.  Biol.  Med.  104:411,  1960. 
6.  Williams,  R.H.:  Textbook  of  Endocrinology,  Ed.  3,  Philadel- 
phia, Saunders,  1962. 


S.  Vitamin  and  Pharmaceutical  Corporation,  New  York,  New  York  10017 


¡PIENSE  EN  EL  DIA  MENOS  PENSADO! 

¿QUIEN  LE  ASEGURA  QUE  UN  ACCIDENTE  O ENFERMEDAD  NO  LE  OCASIONARA  UN  DESCALABRO  ECONOMICO? 

LA  SSS  LE  ASEGURA  PROTECCION  A SU  SALUD  ..¡Y  A SU  PRESUPUESTO! 


La  SSS  —Seguros  de  Servidos  de  Salud—  es  la  más  completa  protección  médica 
para  personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una 
módica  prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  al  momento 
todos  los  servicios  indispensables  con  el  médico,  hospital  o laboratorio  de  su 
selección.  La  SSS  pone  a su  disposición  to- 
das las  ventajas  de  la  medicina  privada,  a tra- 
vés de  1056  médicos  participantes,  34  hospi- 
tales y 65  laboratorios.  Algunos  de  nuestros 
planes  incluyen  hasta  servicios  dentales,  con 
269  dentistas  asociados.  Para  más  detalles, 

• llene  el  cupón  que  publicamos  aquí  y envíelo 
a la  dirección  que  aparece  en  el  mismo.  Tam- 
bién puede  visitar  nuestras  oficinas  o lla- 
mar a los  teléfonos  765-3232  en  San  Juan, 

842-7367  en  Ponce. 


SSS,  Apartado  3628 
G.  P.  O. 

San  Juan,  P.R.  00936 
Señores: 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 
sus  beneficios  para  mi. 

NOMBRE  

DIRECCION  


(Calle  y número,  o apartado) 
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Now  Available 


New 

BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


300mg  FILM  COATED  TABLETS 


It’s  made  for  b.i.d. 

More  and  more  physicians  are  takingthe  option 
of  b.i.d.  dosage  with  DECLOMYCIN...so  stock 
this  new  dosage  form  they’ve  been  asking 
for.  Remember. . .when  doctors  write  for  new 
DECLOMYCIN  300  mg  tablets  it  means... 

One  mid-morning  One  mid-evening 

the  total  daily  dosage  requirement  and  schedule  for  adults 

Effective  in  a wide  range  of  everyday  infections  vaginitis,  dermatitis,  overgrowth  of  nonsuscepti-  exposure  and  at  low  dosage),  patient  should  be 
— respiratory,  urinary  tract  and  others— in  the  ble  organisms,  tooth  discoloration  (if  given  dur-  warned  to  avoid  direct  exposure.  Stop  drug  im- 
young  and  aged— the  acutely  or  chronically  ill  mg  tooth  formation)  and  increased  intracranial  mediately  at  the  first  sign  of  adverse  reaction, 
—when  the  offending  organisms  are  tetracy-  pressure  (in  young  infants).  Also,  very  rarely.  It  should  not  be  taken  with  high  calcium  drugs 
cline-sensitive.  anaphylactoid  reaction.  Reduce  dosage  in  im-  or  food;  and  should  not  be  taken  less  than  one 

Side  effects  typical  of  tetracyclines  include  paired  renal  function  Because  of  reactions  to  hour  before,  or  two  hours  after  meals, 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  artificial  or  natural  sunlight  (even  from  short  Tablets: 300  mgof  demethylchlortetracycline  HCI. 

CYANAAAID  BORINQUEN  CORP.,  LEDERLE  LABORATORIES  DEPARTMENT,  Santurce,  P.  R. 


USTED  PUEDE  CONFIAR  EN  ELLA... 


La  LECHE  EVAPORADA  CARNATION  ha  sido  usada  por  gene- 
raciones en  Puerto  Rico  por  su  probada  reputación,  calidad 
y frescura.  La  LECHE  EVAPORADA  CARNATION  significa  bebés 


Aquí  no  hay 
pie  de  atleta 


Ya  sea  la  infección 
tricof  ítica  de  pocos 
días  o de  varios 
años  de  duración,  hoy 
es  posible  lograr 
la  curación  completa. 


(tolnaftato  al  1%) 

La  única  droga  que 
destruye  por  completo 
los  hongos  causantes  de 
las  tiñas  del  pie, 
del  cuerpo,  de  la  barba. 

SCHERING  CORPORATION  U.S.A. 
Bloomfield,  New  Jersey 


Consideraciones  Clínicas:  Indicaciones  — TINACTIN  Solución  o Crema  proporcionan  un  excelente  tratamiento  tópico  de  la  tinea  pedis,  tinea  cruris, 
tinea  corporis  y tinea  manuum  debidas  a infecciones  por  Trichophyton  rubrum.  Trichophyton  mentagrophytes.  Trichophyton  tonsurans,  Microsporum 
canis,  Microsporum  audouini,  Epidermophyton  floccosum,  y de  la  tinea  versicolor  producida  por  Malassezia  furfur.  Contraindicaciones  — Ninguna 
conocida.  Precauciones  — Si  al  cabo  de  4 semanas  de  tratamiento  con  TINACTIN  Solución  o Crema  no  se  nota  mejoría  de  las  lesiones,  debe  revi- 
sarse el  diagnóstico.  En  infecciones  mixtas  en  las  que  están  presentes  bacterias  u hongos  no  sensibles,  tales  como  Candida  albicans,  se  recomienda 
suplementar  el  tratamiento  con  antiinfecciosos  tópicos  o generales.  En  infecciones  mixtas  de  levaduras  y hongos  sensibles,  frecuentemente  las 
levaduras  desaparecen  al  curarse  la  infección  micótica.  El  tratamiento  con  TINACTIN  Solución  o Crema  debe  suspenderse  si  la  afección  cutánea 
empeora.  Reacciones  Adversas  — TINACTIN  Solución  o Crema  no  son  sensibilizantes  y generalmente  no  producen  ardor  ni  irritación  en  la  piel 
intacta  o dañada,  tanto  en  áreas  descubiertas  como  intertriginosas.  Se  han  informado  algunos  casos  de  leve  irritación  atribuible  a los  componentes 
de  esta  preparación,  aunque  no  se  han  llegado  a confirmar.  Pese  a que  toda  nueva  substancia  que  se  aplica  tópicamente  es  en  potencia  sensi- 
bilizante, no  se  ha  observado  caso  alguno  de  sensibilización,  evidenciada  por  una  dermatitis  eccematosa  alérgica,  producida  por  tolnaftato.  Se  ha 
confirmado  un  caso  de  sensibilización  producida  por  el  butilato  de  hidroxitolueno.  Disponible  como  TINACTIN  Solución  al  1%,  en  frasco  plástico 
de  10  cm3;  TINACTIN  Crema  al  1%,  en  tubo  de  15  gramos.  Para  información  detallada  sobre  TINACTIN  Solución  y Crema,  consulte  el  prospecto  o 
la  literatura  suministrada  por  nuestros  representantes,  o solicítela  al  Departamento  de  Servicios  Médicos,  Schering  Corporation,  Bloomfield,  N.  J. 
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NUEVO 

CONTRACEPTIVO 

ORAL 


De  fórmula  fisiológicamente  equilibrada,  el 
NORLESTRIN  no  solamente  es  muy  eficaz 
como  contraceptivo  sino  que  su  administración 
se  acompaña  de  una  incidencia  sumamente  baja 
de  efectos  colaterales,  aun  en  los  primeros  ciclos. 

DOSIS:  Una  tableta  por  día  durante  20  días  de  cada  ciclo  menstrual,  comenzando  el  quinto 
día  del  ciclo.  Mientras  no  se  cuente  con  más  experiencia,  la  administración  no  debe  con- 
tinuarse por  más  de  24  meses.  Si  : llegan  a observar  ligeras  hemorragias  intraterapéuticas, 
auméntese  la  dosis  a 2 tabletas  por  día  hasta  que  la  hemorragia  desaparezca;  reanúdese 
entonces  la  dosis  de  1 tableta  por  día.  Si  no  llega  a haber  menstruación,  inicíese  el  ciclo 
siguiente  de  20  tabletas  a los  siete  u ocho  días  de  haber  tomado  la  última  tableta  del  ciclo 
anterior. 

CONTRAINDICACIONES:  Presencia  o antecedentes  de  cáncer  de  mama  o cáncer  genital; 
enfermedades-  hepáticas;  antecedentes  de  tromboembolia  salvo  que  a criterio  del  médico 
las  ventajas  de  la  medicación  superen  las  desventajas. 

PRECAUCIONES:  Durante  la  administración  prolongada  deben  examinarse  las  pacientes 
regularmente.  Debe  procederse  con  precaución  en  caso  de  trastornos  metabólicos  (inclusive 
la  diabetes),  endocrinos  o hepáticos,  así  como  en  los  trastornos  cardíacos  o renales,  la 
epilepsia,  la  jaqueca  y el  asma,  condiciones  en  las  cuales  debe  evitarse  la  retención  de 
líquidos.  Los  fibromas  uterinos  pueden  aumentar  de  tamaño  durante  la  administración  de 
progestógenos  para  regresar  cuando  ésta  se  interrumpe.  En  algunos  pocos  casos  se  ha 
observado  masculinización  del  feto  de  sexo  femenino  después  de  la  administración  de 
agentes  progestogénicos  durante  el  embarazo.  En  caso  que  la  hemorragia  intraterapéutica 
persista  o recurra,  debe  investigarse  la  presencia  de  causas  no  funcionales.  No  se  recomienda 
durante  la  lactancia  hasta  pasadas  6 a 8 semanas  del  parto. 

EFECTOS  COLATERALES:  La  terapéutica  progestogénica  se  caracteriza  por  disminución 
del  flujo  menstrual.  Los  efectos  colaterales  principales,  cuya  frecuencia  disminuye  mar- 
cadamente después  del  primer  ciclo,  son  las  náuseas,  la  hemorragia 

intraterapéutica  y el  aumento  de  peso. 


PARKE-DAVIS 


NORPRAMIN 

(clorhidrato  de  desipramina) 

el  ANTIDEPRESIVO 
no-sedante  de  acción  rápida 


vence  el  abatimiento,  levanta  el  ánimo,  restablece  la  confianza 


La  depresión  frecuentemente  se  caracteriza  por 
sentimientos  de  culpabilidad,  inutilidad,  desolación 
y privación.  Estas  manifestaciones,  acompañadas 
de  síntomas  tales  como  insomnio,  malestar,  tristeza 
y recelo,  responden  rápidamente  al  NORPRAMIN 
(clorhidrato  de  desipramina).  La  mejoría  general- 
mente se  manifiesta  2 a 5 días  después  de  iniciado 
el  tratamiento;  algunas  veces  antes.  Los  pacientes 
con  sensibilidad  comprobada  a estimulantes  del 
sistema  nervioso  central,  pueden  experimentar  ex- 
citación al  desaparecer  su  depresión;  en  estos  casos 
se  sugiere  reducir  la  dosis  o administrar  simultánea- 
mente tranquilizantes. 


IAKESI0E 


Indicaciones:  Depresiones  de  todo  tipo,  reacciones  depresivas  neu- 
róticas o psicóticas;  reacciones  maníaco-depresivas  o involucionales. 

Posologia:  Se  obtienen  resultados  óptimos  con  una  dosis  de  2 
tabletas  de  25  mg.  tres  veces  al  día  (150  mg.  diarios). 
Contraindicaciones  y Precauciones:  Glaucoma,  espasmo  uretral  o 
ureteral,  infarto  reciente  del  miocardio,  trastornos  cardíacos  coro- 
narios graves  y epilepsia.  No  deberá  administrarse  durante  las  dos 
semanas  subsiguientes  a la  suspensión  de  la  terapia  con  inhibidores 
de  monoaminoxidasa.  La  seguridad  de  su  empleo  en  el  embarazo 
no  ha  sido  aun  establecida. 

Reacciones  Adversas:  Pueden  presentarse  los  siguientes  efectos 
secundarios,  generalmente  leves:  sequedad  de  boca,  estreñimiento, 
mareo,  palpitación,  micción  retardada  ‘ mal  sabor”,  ilusiones  senso- 
rias, tinnitus,  agitación  y estimulación,  sudoración,  somnolencia, 
jaqueca,  hipotensión  ortostática.  rubor,  náusea,  calambres,  debili- 
dad, visión  borrosa  y midriasis,  salpullido,  alergia,  eosinofiha  transi- 
toria, granulopenia,  alteraciones  de  la  función  hepática  y signos 
extrapiramidales. 

Presentación:  NORPRAMIN  (chlorhidrato  de  desipramina)  tabletas 
de  25  mg  en  frascos  de  50,  500  y 1,000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201,  E.U. A. 
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PREVALENCE  OF  INTESTINAL 
PARASITISM  IN  PUERTO  RICO 
Ten  Years  Afterwards 


José  F.  Maldonado,  PhD 


During  the  years  1953  to  1955  (1,  2)  and 
five  years  later,  in  1960-61  (3),  six  localities 
were  surveyed  for  intestinal  parasites.  The 
data  collected  permitted  comparing  the  si- 
tuation between  these  two  periods.  A third 
survey  has  been  carried  out,  again  five  years 
later  (1965-66)  in  order  to  determine  more 
recent  trends. 

The  1953-55  survey  was  the  most  elabo- 
rate of  the  three.  For  the  1960-61  and  the 
latest  one,  the  mode  of  study  had  to  be  sim- 
plified because  of  lack  of  facilities.  Due  to 
it,  the  aims  of  the  work  were  oriented  in  a 
different  line,  namely,  whereas  in  1953-55 
the  interest  was  on  all  the  parasites  infecting 
Puerto  Ricans,  but  particularly  Schistosoma 
mansoni,  the  later  surveys  placed  emphasis 
on  Ascaris  and  T richuris.  The  reason  has  been 
that  during  the  intervening  years  the  author 
arrived  at  the  conclusion  that  the  situation 
with  respect  to  these  two  parasites,  which 
can  be  determined  with  accuracy  by  the  sim- 
ple fecal  examination  technique  employed 
(4),  reflects  the  state  of  health  of  the  six 
communities,  and  probably  that  of  the  island. 

Material  and  Methods 

The  six  localities  studied  have  always  been 
the  same.  Details  of  their  physiographic  features 


From  the  Department  of  Medical  Zoology,  Univ- 
ersity of  Puerto  Rico  School  of  Medicine,  San 
Juan,  Puerto  Rico. 


appear  in  the  original  reports.  It  is  considered 
necessary  to  say  only  that  two,  Guayama  and 
Ceiba,  were  taken  to  represent  the  coast  with  a 
relatively  dry,  warm  climate;  Comerio  and  Ba- 
rranquitas  the  middle  altitude  (1000'  — 1500  ) 
with  an  agreeable  climate  and  rolling  to  steep 
hills;  and  Utuado  and  Jayuya,  at  2000'  to  3000', 
region  mainly  characterized  by  heavy  vegetation. 

School  children  from  5 to  16  years  old  consti- 
tuted the  subject  of  study.  A single  sample  of 
feces  per  individual  was  obtained  in  paraffin- 
coated,  liquid-tight  boxes.  The  information  re- 
quested was:  name,  age,  school  grade,  address, 
schooling  received  by  the  mother  and  number  of 
children  in  the  family.  As  much  effort  was  made 
to  cover  the  same  schools  as  before,  which  was 
not  always  possible  due  to  the  interest  of  some- 
school  officials  of  including  new  ones  or  sub- 
stituting for  the  old.  Since  cooperation  was  volun- 
tary the  sampling  was  left  to  their  discretion, 
although  the  importance  of  reexamining  old  places 
was  always  emphasized.  The  large  number  of  in- 
dividuals covered,  in  addition  to  the  fact  that  ap- 
parently healthy  children  had  more  interest  in 
having  their  feces  examined,  excluded  the  pos- 
sibility of  bias  in  obtaining  an  adequate  sample. 

Practically  every  feces  was  examined  several 
days  later;  some  took  over  a week  to  be  studied. 
However,  they  were  kept  refrigerated  until  then. 
On  occasions  a small  amount  of  formalin  was  added 
to  prevent  drying  and  mold.  Even  so,  this  could 
not  be  obviated,  which  was  not  considered  an 
obstacle  since  helminths's  eggs  are  hardy  and  re- 
main unaltered.  Only  in  the  case  of  hookworm, 
whose  larva  could  be  expected  to  develop  and 
degenerate,  and  with  protozoan  cysts  which  lose 
their  identity,  was  there  a possibility  of  introduc- 
ing an  irregularity. 
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Fecal  examination  consisted  in  averaging  two 
standardized  direct  smears  following  Beaver's  tech- 
nique (5,6)  , the  same  quantitative  method  employ- 
ed in  the  previous  surveys.  The  number  of  Ascaris, 
Trichuris  and  hookworm  eggs  per  smear  was 
counted  and  then  brought  to  a gram  basis  by 
multiplying  by  500,  since  the  two  mgm  standard- 
ized smear  was  used. 

To  establish  the  various  degrees  of  infection 
by  the  above  worms,  the  scale  used  before  was 
again  employed,  namely:  for  Ascaris  and  Trichuris 
— 1 to  19  eggs  in  the  smear  (under  10,000  per 
gram  of  feces)  to  represent  light  infection;  from 
20  to  39  eggs  in  the  smear  (10,000  to  20,000  per 
gram  of  feces)  for  medium  infection;  above  40 
eggs  (20,000  per  gram)  for  heavy  infection.  For 
hookworm  the'  scale  was:  light  infection,  less  than 
10  eggs  in  the  smear  (under  5,000  per  gram  of 
feces)  ; medium  infection,  between  10  and  20  eggs 
per  smear  (5,000  to  10,000  per  gram  of  feces)  ; 
heavy  infection,  above  20  eggs  per  smear  (over 
10,000  per  gram  of  feces)  . 

In  analyzing  the  findings  with  respect  to 
parasitism  and  maternal  education,  we  have  in- 
troduced a variation  from  the  1960  survey,  i.  e., 
instead  of  separating  mothers  into  the  arbitrary 
schooling  groups  of  under  one  year,  one  to  three 
years,  four  to  five  years,  six  to  nine  years,  and 
over  nine  years,  the  grouping  adopted  has  been 
under  3 years,  four  to  six  years,  seven  to  nine 
years  and  10  or  more  years,  to  conform  with  the 
Department  of  Education  plan  of  considering  il- 
literate any  person  with  three  years  or  less  of 
schooling,  and  with  the  6-3-3  instructional  system 
adopted  many  years  back,  i.e.,  six  years  of  elemen- 
tary school  training;  three  years  of  Junior  High 
School;  and  three  years  of  High  School. 

The  categories  in  which  size  of  the  family 
were  placed  have  been  kept  the  same,  namely, 
two  children  or  less,  three  to  four  children,  and 
five  or  more,  ¿ince  upon  analyzing  the  data  no 
marked  difference  was  seen  between  the  home 
with  five  to  seven  children  and  those  with  eight 
or  more. 

The  presence  of  Schistosoma  mansoni  eggs  and 
protozoan  cysts  was  recorded  without  specifying 
their  number. 


Results  and  Observations 

Population  Studied: 

A total  of  7,504  samples  was  examined. 
The  number  per  locality  in  the  order  collect- 
ed was:  Comerio,  1,191;  Barranquitas,  1,190; 
Ceiba,  879;  Guayama,  1693;  Jayuya,  1,135; 
Utuado,  1,416.  The  lack  of  uniformity  with 
respect  to  the  coastal  localities  (Ceiba  and 
Guayama)  was  due  to  the  small  size  of  the 
first,  which  had  a school  registration  of  only 
1,600.  It  was  decided  to  compensate  by  in- 
creasing the  sampling  for  Guayama  whose 
school  population  was  about  12,000. 

To  interpret  the  results  according  to  age, 
the  pattern  established  before  was  kept, 
namely,  the  children  were  catalogued  into 
two  age  groups;  those  10  years  or  less  old, 
and  those  11  to  16.  The  respective  proportion 
of  samples  for  each  of  the  groups  per  locality 
was  as  follows:  Comerio,  66.9  and  33.1  per 
cent;  Barranquitas,  68.4  and  31.6  per  cent; 
Ceiba,  76.1  and  23.9  per  cent;  Guayama, 

55.3  and  44.7  per  cent;  Jayuya,  63.5  and  36.5 
per  cent;  Utuado,  70.5  and  29.5  per  cent. 
The  overall  proportion  for  both  groups  was 

66.3  to  33.7  per  cent,  i.e.  two  to  one. 

No  emphasis  was  given  to  sex  since,  ex- 
cept for  schistosomiasis,  no  difference  was 
ever  shown  between  male  and  female  in  our 
previous  experiences. 

Prevalence  of  Intestinal  Nematodes: 

The  data  on  Ascaris  and  Trichuris  repre- 
sent the  bulk  of  the  work  due,  as  has  been 
said,  to  the  interest  in  analyzing  the  health 
problem  of  Puerto  Rico  from  that  stand- 
point. The  findings  on  hookworm,  schistoso- 
miasis and  protozoa  are  fragmentary  since 
the  correct  procedure  of  diagnosis  was  not 
used.  As  for  hookworm,  it  was  impossible  to 
cover  the  important  age  group  of  20  to  40 
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years,  which  regularly  has  shown  the  highest 
prevalence  rates  and  degrees  of  infection. 

A comparison  of  the  overall  figures  for 
the  more  common  forms  in  the  three  surveys 
appears  in  Table  I.  The  outstanding  findings 
were  the  following: 


that  between  1960  and  1965  the  prevalence 
of  the  parasite  showed  a slight  tendency  to 
increase.  The  exception  was  Guayama  with 
marked  lowering,  as  opposed  to  Utuado  and 
Jayuya  w here  the  increase  was  noticeable. 

Light  infections  (Table  II  ranged  from 


TABLE  I:  PREVALENCE  OF  HELMINTHS  IN  REPRESENTATIVE  LOCALITIES  OF  PUERTO 

RICO  DURING  THREE  SURVEYS 


Ascaris 

Trichuris 

Hookworm 

s. 

Mansoni* 

Locality 

1955  1960 

1965 

1955 

1960  1965 

1955 

1960 

1965 

1955 

I960 

1965 

% % 

% 

% 

% % 

% 

% 

°7 

% 

% 

°7 
/ o 

Comerio 

31.9  16.5 

17.9 

81.7 

69.6  85.6 

26.6 

11.0 

11.0 

8.4 

13.0 

5.2 

Barranquitas 

53.3  22.9 

21 .9 

87.4 

68.6  85.6 

31.2 

27.7 

17.1 

5.7 

1.4 

1.3 

Utuado 

38.3  19.8 

30.7 

72.7 

50.8  83.7 

36.4 

23.8 

22.3 

8.5 

1.5 

0.04 

Jayuya 

56.3  28.2 

40.9 

72.8 

63.5  91.0 

29.0 

23.4 

23.1 

1.6 

1.3 

4.2 

Guayama 

38.7  32.0 

23.6 

77.9 

66.5  82.9 

9.3 

4.9 

.9.4 

34.5 

5.0 

1.3 

Ceiba 

6.0  5 8 

.6.8 

66.0 

57.7  67.7 

15.6 

13.6 

7.2 

11.0 

8.7 

1 .8 

Average 

34.9  21.4 

24.2 

76.2 

62.8  83.5 

25.3 

17.7 

15.1 

8.6 

4.8 

2.2 

• In  1955  the 

1960  and 

diagnostic  procedure 
1965. 

consisted  of 

direct  fecal  smears 

plus  centrifugal  concentration, 

and 

only  of  direct  smears  in 

TABLE  II 

: DEGREES  OF  INFECTION  BY  ASCARIS  AND 

REPRESENTATIVE  LOCALITIES  OF 

TRICHURIS  AMONG  CHILDREN 

PUERTO  RICO 

OF 

Type 

Ascaris 

Of  Infection* 

Trichuris 

Type  Of  Infection* 

Ascaris/Trichuris 
Complex*  * 

Locality 

Light  Medium 

% % 

Heavy 

% 

Light 

% 

Medium 

% 

Heavy 

% 

°7 

/o 

Comerio 

50.0 

17.0 

33.0 

88.0 

6.8 

5.2 

10.6 

Barranquitas 

58.2 

17.6 

24.2 

92.8 

4.6 

2.6 

7.7 

Utuado 

42.6 

16.8 

40.6 

86.1 

7.1 

6.8 

18.1 

Jayuya 

40.0 

18.2 

41 .8 

84  9 

8.6 

6.5 

20.3 

Ceiba 

63.3 

15.5 

21 .7 

84.7 

7.7 

7.6 

9.0 

Guayama 

58.2 

11.4 

30.4 

81.4 

10.0 

8.6 

14.0 

Average 

49.0 

15.6 

35.4 

86  8 

7.6 

5.6 

14.0 

• Light  — Up  to  19  eggs  in  the  standardized  fecal  smear,  equivalent  to  less  than  10,000  eggs  gm  feces. 
Medium  — From  20  to  39  eggs  in  the  smear,  equivalent  to  10,000  — 20,000  eggs/gm  feces. 

Heavy  — UPWARDS  of  40  eggs  in  the  smear,  equivalent  to  more  than  20fi00jgm  feces. 

**  Heavy  infection  to  one  or  the  other  parasite,  or  both  at  a time. 


Ascariasis.  Positivity  to  Ascaris  ranged 
from  6.8  per  cent  in  Ceiba  to  40.9  in  Jayuya, 
with  an  average  of  24.2.  It  may  thus  be  seen 


40.0  per  cent  in  Jayuya  to  63.3  per  cent  in 
Ceiba,  with  an  average  of  49.0.  The  medium 
type  ranged  from  11.4  in  Guayama  to  18.2  in 
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Jayuya,  with  an  average  of  15.6  per  cent. 
Heavy  infection  varied  from  21.7  in  Ceiba 
to  41.8  in  Jayuya,  the  average  being  35.4 
per  cent. 

When  correspondingly  compared  with  the 
1960  figures  it  appears  that  light  infection 
decreased  (ave.  58.5  per  cent  in  1960)  while 
both  the  medium  and  severe  types  increased 
(in  1960  they  averaged,  respectively,  13.3 
and  28.1  per  cent).  Ceiba  showed  the  least 
number  of  severe  cases,  just  as  in  1960. 

Respecting  age,  76.6  per  cent  of  the  as- 
cariases  occurred  under  age  10,  heavy  in- 
fection being  observed  in  37.6  per  cent  of 
the  younger  children,  against  28  per  cent  for 
those  11  years  or  older.  The  highest  rates  of 
severe  infection  in  children  under  10  occurred 
in  Jayuya  (46.0  per  cent),  Utuado  (27.5  per 
cent)  and  Ceiba  (24.0  per  cent).  Among 
the  individuals  11  years  or  older,  the  corres- 
ponding rates  for  severe  infection  were:  34.6 
in  Comerio;  32.0  in  Jayuya;  31.0  in  Utuado; 
26.0  in  Guayama,  and  14.0  in  both  Ceiba 
and  Barranquitas. 

Trichuriasis.  Infection  with  Trichuris 
ranged  from  67.7  per  cent  in  Ceiba  to  91.0 
in  Jayuya,  the  average  being  83.5.  The  para- 
site therefore  showed  an  absolute  increase, 
having  averaged  62.3  per  cent  for  1960  and 
76.2  per  cent  for  1955. 

The  degrees  of  infection  averaged  86.8 
per  cent  for  the  light,  7.6  per  cent  for  the 
medium,  and  5.6  per  cent  for  the  heavy  types 
(Table  II).  The  locality  wdth  the  least  pro- 
portion of  heavy  cases  was  Barranquitas  (2.6 
per  cent),  while  Ceiba  and  Guayama  showed 
the  highest  (7.6  and  8.6  per  cent,  respective- 
ly) . In  1960  the  average  was  3.6,  the  highest 
(4.4  per  cent)  having  occurred  in  Jayuya. 
Thus,  trichuriasis  not  only  showed  an  increase 
in  prevalence,  but  in  intensity  as  well. 


As  respects  age,  it  was  observed  that  68.2 
per  cent  of  Trichuris  infections  occurred  in 
the  children  10  years  or  younger.  Heavy  in- 
fection was  found  in  7.1  per  cent  of  them, 
against  4.3  per  cent  for  those  11  years  or 
older.  The  highest  rates  of  severe  infection 
in  children  under  10  were  obtained  in  Gua- 
yama (10.0  per  cent)  and  Ceiba  (9.2  per 
cent).  Utuado  and  Jayuya  followed  with 
7.0  per  cent  each,  while  Comerio  and  Ba- 
rranquitas were  the  least  affected  in  this  res- 
pect, with  6.0  and  2.7  per  cent,  respectively. 
Among  the  children  11  years  or  older,  Ceiba 
and  Barranquitas  showed  the  lowest  rates  of 
severe  trichuriasis  (2.0  per  cent  each)  and 
Guayama  the  highest  (6.0  per  cent)  follow- 
ed by  Utuado  and  Jayuya  with  5.0  per  cent 
each  and  Comerio  with  3.3  per  cent. 

The  Ascaris ¡Trichuris  Complex.  As  stated 
in  the  introduction,  severe  infection  by  Ascaris 
or  Trichuris,  or  simultaneously  by  both,  for 
which  we  coin  the  term  Ascaris  ¡Trichuris 
Complex,  may  be  used  to  measure  the  health 
status  of  an  area  where  both  parasites  are  pre- 
valent. This  derives  from  the  common  as- 
sociation between  dirt-eating  and  severe 
parasitism.  Since  the  first  is  a direct  sign  of 
deep,  chronic  malnutrition,  and  this  is  the 
main  basis  for  the  great  majority  of  health 
problems  in  man,  the  corollary  “severe  infec- 
tion by  Ascaris  and  T richuris  is  a sign  of  poor 
health”  becomes  evident.  Moreover,  both 
parasites  are  acquired  by  ingesting  the  eggs 
that  embryonate  and  lie  dormant  on  soil  for 
an  indefinite  length  of  time.  The  index  of 

I 

infection  thus  measures  the  degree  of  soil 
pollution,  particularly  in  the  immediacy  of 
the  home. 

Table  II  shows  the  extent  of  the  problem 
in  the  six  localities.  The  proportion  of  child- 
ren suffering  from  the  Complex  varied  from 
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9.0  per  cent  in  Ceiba  to  20.3  per  cent  in 
Jayuya,  the  average  being  14.0  per  cent.  In 
1960  both  places  also  occupied  the  same 
posts  with  5.2  and  15.9  per  cent,  respectively, 
the  average  then  being  11.3  per  cent. 

Relation  of  the  domestic  environment  with 
Ascaris  Trichuris: 

The  information  gathered  on  education  of 
the  mother  and  family  size  as  factors  in  the 
prevalence  of  the  two  parasites,  was  the  fol- 
lowing : 

Schooling.  The  number  reporting  was 
5,205.  No  education  (never  gone  to  school)  : 
11.7  per  cent.  One  year  schooling:  4.6  per 
cent.  Two  years:  8.8  per  cent.  Three  years: 
15.6  per  cent.  Four  to  six  years:  34.7  per 
cent.  Seven  to  nine  years:  12.4  per  cent.  Ten 
years  or  more:  12.1  per  cent.  The  proportion 
of  mothers  with  three  years  of  school  or  less 
varied  from  27.8  per  cent  in  Guayama  to  50.0 
per  cent  in  Comerio,  the  average  being  40.7 
per  cent.  In  1960  it  was  42.7  per  cent. 

Table  III  shows  the  relation  between  the 
factor  of  schooling  and  the  general  prevalence 
of  the  two  parasites.  It  is  evident  that  the 
number  of  infected  children  was  almost  3.5 


times  higher  (41.3  per  cent  to  12.1  per  cent) 
when  the  mother  had  been  in  school  three 
years  or  less,  than  when  she  had  gone  to 
High  School  or  above.  The  proportion  varied 
from  1.5  times  (Guayama)  to  5.5  times 
(Utuado  and  Jayuya).  Only  a slight  differ- 
ence was  seen  between  the  illiterate  mother 
and  the  fourth  to  sixth  grades  (41.3  and 

35.5  per  cent  in  average,  respectively)  as 
well  as  among  the  other  two  more  educated 
groups  (average  of  11.1  per  cent  for  seventh 
to  ninth  graders  and  12.1  per  cent  for  those 
with  10  years  or  more  of  schooling).  In  to- 
tal, 76.8  per  cent  of  the  infections  occurred 
when  the  mothers  had  six  or  fewer  years  of 
education. 

The  Ascaris /Trichuris  Complex  followed 
the  same  pattern  (Table  IV).  In  average,  it 
occurred  8.2  times  more  often  (46.2  to  5.6 
per  cent)  in  homes  with  illiterate  mothers 
than  in  those  of  the  highest  educational 
levels. 

Family  Size.  The  number  reporting  was 
6,192.  Two  children  or  less  in  the  family: 

13.5  per  cent.  Three  to  four:  25.2  per  cent. 
Five  to  seven:  33.0  per  cent.  Eight  or  more: 


TABLE  III:  PREVALENCE  OF  ASCARIASIS  OR  TRICHURIASIS  OR  OF  BOTH  IN  RELATION 
TO  SCHOOLING  OF  MOTHER  AND  NUMBER  OF  CHILDREN  IN  FAMILY  IN 
REPRESENTATIVE  LOCALITIES  OF  PUERTO  RICO 


Locality 

0-3 

Schooling  in  Years 

4-6  7-9 

% Infection 

10  over 

Number  of  Children 

2 or  less  3—4  5 or  more 

% Infection 

Comerio 

51.0 

30.7 

5.7 

12.7 

11.5 

23.1 

65.9 

Barranquitas 

40.0 

36.2 

13.2 

11.5 

6.0 

16.1 

77.9 

Utuado 

40.0 

40.4 

12.4 

7.2 

4.8 

18.2 

77.0 

Jayuya 

48.3 

34.5 

8.4 

8.8 

13.0 

22.2 

64.8 

Ceiba 

40.3 

32.3 

14.3 

13.1 

22.6 

36.2 

41.3 

Guayama 

28.7 

36.5 

15.8 

19.0 

13.9 

25.9 

61.2 

Average 

41.3 

35.5 

11.1 

12.1 

11.1 

28.2 

60.7 

344 


Volumen  59 
Núm.  9 


].  F.  Maldonado,  PhD 


27.3  per  cent.  Therefore,  large  families,  i.e., 
five  or  more  children,  constituted  61.7  per- 
cent of  the  homes.  The  lowest  figure,  36.4 
per  cent,  occurred  in  Ceiba,  and  the  highest, 
76.6  per  cent,  in  Barranquitas.  Utuado  show- 
ed 74.2  per  cent,  Jayuya,  64.7  per  cent,  and 
Comerio  and  Guayama,  65.0  and  61.0  per 
cent,  respectively. 

A total  of  2,892  crowded  homes  informed 
on  maternal  education  as  well.  Of  them, 
1,268,  or  43.8  per  cent,  reported  having  il- 
literate mothers;  1,388,  or  48.0  per  cent, 
mothers  with  four  to  nine  years  of  school, 
and  238,  or  8.2  per  cent,  mothers  with  ten 
years  or  more. 

Table  III  shows  that  irrespective  of  se- 
verity, ascariasis  or  trichuriasis,  or  both  com- 
bined, became  more  prevalent  as  the  family 
increased  in  size.  In  average,  homes  with 
five  or  more  children  showed  60.7  per  cent 
prevalence  (30.5  for  homes  with  five  to  se- 
ven children,  and  30.2  for  those  with  eight 
or  more).  Therefore,  overcrowding  contribut- 
ed with  five  times  more  positive  cases  than 
the  small  family  (60.7  per  cent  against  11.1 
per  cent),  and  2.1  times  more  (60.7  per 
cent  against  28.1  per  cent)  than  the  home 
with  three  or  four  children.  The  proportions 
between  homes  with  five  children  or  more 
and  those  with  two  or  less  varied  from  1.8 
to  one  in  Ceiba  to  16  to  one  in  Utuado. 

The  Ascaris /Trichuris  Complex  (Table 
IV)  followed  a more  accentuated  pattern 
than  with  maternal  education.  In  average, 
homes  with  five  or  more  children  produced 
close  to  80  per  cent  of  the  severe  infections 
(35.9  per  cent  in  homes  with  five  to  seven 
children,  and  43.8  per  cent  in  those  with 
eight  or  more).  This  represents  a proportion 
of  18  to  one  (79.7  per  cent  against  4.4  per 
cent).  The  variation  was  from  7.7  to  one  in 


Guayama  to  25  to  one  in  Utuado.  In  the 
other  localities  it  was:  Comerio,  12.6  to  one; 
Barranquitas,  12.4  to  one;  Jayuya,  11.9  to 
one;  Ceiba,  10.9  to  one.  The  average  propor- 
tion between  the  crowded  home  and  the 
medium-sized  family  was  4.1  to  one  (79.9 
against  15.9  per  cent). 

When  viewed  from  the  point  of  the  crow- 
ded home  with  also  an  illiterate  mother,  the 
Complex  amounted  to  15.1  per  cent.  In  the 
crowded  one  counting  a mother  with  four 
to  nine  years  of  schooling,  it  was  14.5  per 
cent,  while  among  those  with  10  years  or 
more  of  schooling  of  the  mother,  it  was  9.9 
per  cent.  This  appears  to  indicate  that  over- 
crowding is  the  essential  factor  in  the  existen- 
ce of  the  problem. 

The  Hookworm  Problem : 

Hookworm  infection  varied  from  7.2  per 
cent  in  Ceiba  to  23.1  per  cent  in  Jayuya, 
with  an  average  prevalence  of  15.1  per  cent 
(Table  I).  The  1965-1966  situation,  when 
compared  to  five  years  before,  remained  the 
same  for  Comerio,  Utuado,  and  Jayuya;  an 
increase  was  noticed  in  Guayama,  while  a 
decrease  occurred  in  Barranquitas  and  Ceiba. 
As  before,  the  higher  rates  were  found  in  the 
areas  at  greater  altitude,  namely,  Barranqui- 
tas, Jayuya,  and  Utuado.  In  Barrio  Angeles 
of  Utuado,  prevalence  amounted  to  50  per- 
cent among  the  276  elementary  school-chil- 
dren examined,  and  the  increased  rate  for 
Guayama  has  evidently  been  due  to  the  58.2 
per  cent  prevalence  obtained  among  the  91 
samples  collected  in  the  two  Barrio  Carite 
schools. 

As  respects  degree  of  infection,  it  was  ob- 
served that  of  the  total  of  the  1356  individuals 
found  positive  in  the  six  areas,  93.6  per  cent 
were  lightly  infected,  (i.e.,  above  10,000  eggs 
/gm  feces).  The  highest  rate  of  severe  infec- 
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TABLE  IV:  THE  ASCARIS/TRICHURIS  COMPLEX*  IN  RELATION  TO  MATER- 
NAL EDUCATION  AND  NUMBER  OF  CHILDREN  IN  THE  FAMILY  IN  REP- 
RESENTATIVE LOCALITIES  OF  PUERTO  RICO 


Locality 

0—3  Years 

% 

Schooling 

4—6  Years 

% 

of  Mother 

7—9  Years 

% 

10  Years  Plus 

% 

Comerio 

60.0 

26.0 

7.0 

7.0 

Barranquitas 

52.0 

44.0 

12.0 

0.0 

Utuado 

51.9 

38.1 

8.5 

1.7 

Jayuya 

47.0 

36.0 

12.0 

5.0 

Guayama 

34.7 

45.2 

10.5 

9.6 

Ceiba 

34.2 

44.7 

10.6 

10.5 

Average 

46.2 

38.0 

10.2 

5.6 

Number 

of  Children 

Locality 

2 or  less 

3-4 

5-7 

8 or  more 

% 

% 

% 

% 

Comerio 

6.5 

11.5 

40.0 

42.0 

Barranquitas 

6.2 

6.2 

32.8 

54.7 

Utuado 

3.5 

8.7 

30.1 

57.7 

Jayuya 

6.1 

21.1 

40.0 

32.8 

Guayama 

9.0 

21.2 

33.0 

36.8 

Ceiba 

5.7 

27.0 

34.6 

32.7 

Average 

4.4 

15.9 

35.9 

43.8 

* Severe  infection  to  one  or  the  two  parasites  at  a time. 


tions  occurred  in  Utuado  (3.0  per  cent)  ; the 
medium  sized  ones  amounted  there  to  4.0 
per  cent.  The  Utuado  situation  may  have 
been  due  to  Barrio  Angeles,  where  of  the 
136  positive  cases,  nine  (6.6  per  cent)  were 
heavy.  Of  the  52  positive  cases  in  the  highly 
infected  Carite  schools  of  Guayama,  only 
one  heavy  case  was  encountered.  None  oc- 


curred in  Jayuya  in  spite  of  the  high  pre- 
valence there,  and  only  1.3  per  cent  of  the 
cases  were  of  medium  grade,  while  in  Ba- 
rranqueas, with  the  highest  rate  of  all,  only 
three  out  of  the  201  infections  (1.4  per  cent) 
were  heavy;  the  medium-sized  infections 
amounted  to  4.0  per  cent.  In  Ceiba,  which 
showed  the  lowest  prevalence,  one  out  of  the 
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6&  cases  found  (1.5  per  cent)  proved  heavy, 
while  7.5  per  cent  were  of  the  medium  type. 
Comerlo  had  1.6  per  cent  heavy  infection 
and  7.4  per  cent  of  the  medium-sized  ones. 

Schistosomiasis: 

The  findings  on  S.  mansoni  appear  com- 
pared with  previous  ones  in  Table  I.  Inas- 
much as  the  study  included  children  only, 
the  figures  represent  incidence  of  infection, 
i.e.,  occurrence  of  new  cases,  rather  than  pre- 
valence in  general.  The  reason  is  that  not 
only  in  Puerto  Rico  ( 1 ) but  in  other  endemic 
foci  of  the  world  as  well  (7)  infection  in 
the  first  and  early  part  of  the  second  decade 
of  life,  constitutes  a sign  of  active  transmis- 
sion of  the  parasite.  The  figures  should  also 
be  considered  conservative  due  to  the  simple 
coprological  method  employed.  In  our  ex- 
perience (8)  two  thick  direct  fecal  smears 
reveal  per  cent  of  the  feces-demonstrable 
cases.  Therefore,  the  figures  for  1965,  as  well 
as  for  1960,  should  be  multiplied  by  at  least 
a factor  of  two  in  order  to  make  them  com- 
parable with  the  findings  for  1955,  when 
fecal  concentration  methods  were  used. 

It  is  obvious  that  schistosomiasis  decreased 
in  incidence  in  four  of  the  localities,  parti- 
cularly noticeable  being  Guayama  and  Ceiba 
which  were  considered  serious  foci  in  1953 
to  1955  (1).  The  drop  in  cases  is  also  striking 
in  Utuado,  while  there  was  no  change  in 
Barranquitas.  On  the  other  hand,  Jayuya 
showed  a remarkable  increase,  which  could 
be  traced  to  a particular  sector  located  about 
a mile  downstream  from  town.  The  place, 
Barrio  Santa  Clara,  yielded  28  cases,  i.e.,  an 
incidence  of  13.2  per  cent  on  the  basis  of  the 
212  children  examined.  Seventeen  other  cases 
were  found  in  the  urban  elementary  school 
and  two  in  Barrio  Coabey  about  4 miles  up- 
stream from  town.  The  next  most  serious 


focus,  Comerio,  with  the  highest  rates  of  in- 
cidence both  in  1960  and  1965  showed  cases 
all  over  the  municipality.  No  particular  sec- 
tor could  be  indicated  as  the  main  source  of 
the  infections. 

The  distribution  by  age  group  followed 
the  established  pattern  with  individuals  above 
1 1 years  of  age  showing  the  highest  rate  of 
infection.  Of  the  total  of  168  cases  found  in 
the  six  localities,  103  (61.3  per  cent)  occur- 
red in  this  age  group.  Only  in  Ceiba  was 
there  an  opposite  situation,  with  11  of  the  5 
cases  found  being  children  under  10. 

Protozoan  Infections : 

The  data  obtained  on  the  four  more  com- 
mon intestinal  protozoa  occurring  in  Puerto 
Rico,  namely,  Entamoeba  histolytica,  E.  coli, 
Endolimax  nana,  and  Giardia  lamblia,  appear 
on  Table  V.  As  observed  in  the  previous  sur- 
veys, the  most  common  form  remains  E.  coli, 
followed  in  the  same  order  by  G.  lamblia,  E. 
nana,  and  E.  histolytica.  However,  all  the 
figures  have  been  much  lower  for  1965-1966. 
Whereas  the  general  average  for  E.  histolytica 
in  1955  was  9.7  per  cent,  and  4.2  per  cent  in 
1960,  in  the  new  survey  it  amounted  to  1.8 
per  cent.  The  respective  ones  for  E.  coli 
were  34.3,  18.5,  and  10.2  per  cent;  for  Giar- 
dia they  were  10.5,  3.4  and  3.0  per  cent. 
There  were  no  striking  differences  among 
the  six  localities. 

When  infection  to  any  protozoan,  irres- 
pective of  species,  was  taken  into  considera- 
tion, it  appears  that  the  figures  resulted  lower 
throughout,  in  comparison  to  1960.  The  range 
varied  from  13.0  per  cent  for  Ceiba  to  20.0 
per  cent  in  Utuado,  with  an  average  of  17.2 
per  cent.  In  1960  the  range  was  from  19.5 
per  cent  for  Ceiba  to  37.1  per  cent  in  Co- 
merio, the  average  being  25.2  per  cent. 


TABLE  V : PREVALENCE  OF  PROTOZOAN  CYSTS  IN  THE  FECES  OF  SCHOOLCHILDREN  OF 
REPRESENTATIVE  LOCALITIES  OF  PUERTO  RICO 

Entamoeba  Entamoeba  Endolimax  Giardia  Any 

Locallty  histolytica  coli  nana  lamblia  Protozoan 
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Discussion 

In  evaluating  the  significance  of  the  pre- 
sent survey,  the  limitations  of  the  procedure 
followed  must  not  be  overlooked.  A well- 
rounded  work  should  have  included  a wider 
range  of  age,  and  a balanced  urban  to  rural 
sample.  The  available  facilities  did  not  per- 
mit taking  such  precautions. 

Because  of  this,  the  objection  may  be 
raised  that  for  the  purposes  of  generalizing, 
the  six  localities  already  followed  for  a de- 
cade are  not  representative  of  Puerto  Rico, 
mainly  as  a result  of  persistent  urban  growth 
in  the  principal  population  center,  and  ad- 
vances in  the  economy  of  the  island. 

In  my  opinion  the  six  localities  can  be 
considered  representative,  on  the  basis  of  the 
findings  just  made  in  a subsample  of  the  ba- 
sic family  group  of  Puerto  Rico  by  the  Re- 
search Office  of  the  Department  of  Health 
for  purposes  of  Welfare  and  Health  (a). 
The  subsample  was  investigated  by  the  Di- 
vision of  Nutrition  of  the  Health  Depart- 
ment in  cooperation  with  th  Department  of 
Biochemistry  and  Nutrition  of  the  School  of 
Medicine,  in  respect  to  the  nutritional  status 
of  the  typical  Puerto  Rican.  The  study  in- 
cluded fecal  examination  for  intestinal  pa- 
rasites. The  technique  employed  for  this  pur- 
pose was  Beaver’s  standardized  smear  on 
material  previously  fixed  in  a proportion  of 
I gram  of  feces  to  4 cc  MIF  solution  (9), 
which  is  essentially  similar  to  the  one  follow- 
ed by  us  in  the  screening  of  light,  medium, 
and  heavy  infections  by  Ascaris,  Trichuris, 
and  hookworms. 

(a)  Thanks  are  extended  to  Dr.  Nelson  Fernán - 
dez.  Director  of  the  Project,  for  permitting  refer- 
ence to  these  as  yet  unpublished  figures.  He 
reports  personally  that  statistical  treatment  of  the 
subsample  attests  fully  to  its  representativity 
from  all  angles. 
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The  data  obtained  was  as  follows: 

Size  of  subsample:  661  individuals 
Number  providing  samples:  532 
Age  range:  16  days  to  86  years 
Percentages  by  age  group  providing  samples: 


5 years 

or  less 

43.4 

6 to  10 

years 

95.7 

11  to  16 

years 

85.8 

17  years 

or  more 

81.8 

Average 

80.5 

Proportion  of  children  6 to  10  years  old  in 
relation  to  those  11  to  16  years:  1.1  to  1 (In  our 
survey  it  was  2 to  1)  . 

Prevalence  of  A scans  among  the  6 to  16  years 
old:  23.1%  (In  our  survey  it  was  24.2%) 

Severe  ascariasis  in  them:  41.0%  (In  our  survey 
it  was  35,4%)  . 

Prevalence  of  Trichuris  in  the  6 to  16  years 
old:  62.8%  (In  our  survev  it  was  83.5%)  . 

Severe  trichuriasis  in  them  10.7%.  (In  our 
survey  it  was  5.6%)  . 

Ascaris  I Trichuris  Complex  in  them:  26.4%. 
(In  our  survey  it  was  14.0%)  . 

Prevalence  of  hookworm  infection:  21.2%.  (In 
our  survey  it  was  15.1%)  . 

Rate  of  heavv  hookworm  infection:  11.4%.  (In 
our  survey  it  was  1.8%)  . 

Infection  by  any  of  the  intestinal  protozoa: 
20.0%.  (In  our  survev  it  was  17.2%)  . 

From  the  above  it  is  evident  that  our 
own  observations  on  the  six  areas  are  con- 
servative and  permit  generalizing  for  the 
juvenile  population  of  Puerto  Rico. 

The  picture  revealed  bv  the  findings  on 
Ascaris  and  Trichuris  point  to  the  existence 
of  a grave  situation.  The  increase  in  severe 
infection  rates  is  particularly  noticeable. 
Based  on  them,  it  is  calculated  that  approx- 
imately 250.000  of  roughly  one  million  chil- 
dren in  the  island  (b)  were  suffering  -\n 
1965-1966  from  ascariasis,  with  at  least 
80,000  showing  severe  infection.  A total  of 

(b)  The  U.  S.  General  Censurs  of  1960  reported 
the  following  juvenile  population  in  Puerto  Rico: 
Under  5 years  of  age  — 354,  402;  fiom  5 to  9 
years  — 321,  509;  from  10  to  14  years  — 321,  207. 


835,000  had  T richuris,  of  which  46,000  car- 
ried a severe  infection.  The  Ascaris /Trichu- 
ris Complex  occurred  in  140,000  (14%  of 
all  cases  as  seen  in  Table  II). 

The  figures  on  ascariasis  should  be  con- 
sidered partial,  except  for  Ceiba  where  for 
unexplained  reasons  the  problem  has  always 
been  of  little  importance  (2,  3).  The  partial 
value  may  be  ascribed  to  the  current  use  of 
piperazine  in  treatment  campaigns.  These 
are  entirely  voluntary,  depending  mostly  on 
the  initiative  of  local  authorities.  Marked 
decreases  or  increases  in  some  areas  or  sector 
of  these,  might  therefore  be  explained  on 
whether  a campaign  was  carried  out,  and  on 
how  long  before  was  it  done.  For  this  reason 
Trichuris  may  constitute  a more  reliable  cri- 
terion upon  which  to  base  the  implications  of 
the  findings.  Up  to  the  present  there  is  no 
adequate  method  of  mass  treatment  against 
this  worm,  w'hich  explains  the  regularity  of 
the  figures  on  its  prevalence. 

The  Ascaris  ¡Trichuris  Complex  reflects 
the  health  situation  in  general.  As  has  been 
said  (see  above)  , in  the  experience  of  the 
author  the  occurrence  of  severe  infection  by 
any  of  the  two  parasites  signifies  that  the 
individual  must  suffer  from  the  habit  of  dirt- 
eating. A light  infection  by  these  worms  may 
be  acquired  upon  accidental  ingestion  of  a 
few  eggs  contaminating  food  or  hand,  but 
many  worms  can  only  be  acquired  upon  ino- 
culation with  large  numbers  of  them  lying 
latent  in  soil.  From  the  findings  it  can  there- 
fore be  assumed  that  health  has  deteriorated 
in  Puerto  Rico,  in  spite  of  the  effort  exer- 
cised by  the  Government  during  the  past  five 
years  on  Health  and  Education  (c). 

(c)  Based  on  the  annual  budgets  for  1961  to 
1966  of  the  Departments  of  Health  and  Education, 
the  efforts  amounted  to  $ 808,000,000 . 
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The  reason  for  this  situation  is  suggested 
by  the  figures  on  maternal  education  and  fa- 
mily size.  Ascaris  and  Trichuris  have  been 
called  a dooryard  problem  (10),  but  in 
Puerto  Rico  they  should  actually  be  con- 
sidered a household  one,  since  the  factors 
directly  involved  in  their  predominance,  i.e., 
ignorance  and  overcrowding,  belong  in  the 
family  unit.  However,  the  point  may  be  raised 
that  severe  infection  also  occurred  in  children 
with  educated  mothers  or  in  small  families. 
The  same  was  observed  in  the  previous  sur- 
veys, and  the  only  explanation  to  be  offered 
is  the  close  interfamily  relations  occurring  in 
an  overcrowded  place  like  Puerto  Rico,  with 
advanced  homes  usually  lying  close  to  prob- 
lem ones. 

The  figures  on  hookworm  may  in  general 
be  considered  conservative,  on  the  basis  of 
the  findings  in  the  subsample  of  the  repre- 
sentative family  group  referred  to.  Whereas 
on  both  occasions  the  prevalence  rates  were 
the  same,  the  subsample  revealed  6.3  times 
more  heavy  infections  than  our  survey  (11. 
4%  to  1.8%). 

When  compared  to  the  previous  surveys, 
the  present  one  suggests  that  the  hookworm 
problem  has  decreased,  although  not  that  on 
the  subsample  referred  to  above.  The  situa- 
tion should  be  interpreted  in  the  light  of 
certain  .trends  under  way  in  Puerto  Rico. 
Hookworm  exists  in  wide  areas  of  the  world, 
but  hookworm  disease  has  turned  into  a ser- 
ious concern  where  agriculture,  and  even 
certain  industrial  practices  such  as  mining, 
have  contributed  to  intense  contact  of  the 
infective  larva  with  the  skin  of  man.  In  Puer- 
to Rico  the  coffee  farm  has  constituted  the 
cradle  of  the  problem  as  is  still  evident  from 
the  findings  in  our  surveys.  However,  with  the 
significant  population  movements  from  farm 
to  city,  the  parasite  has  made  its  appearance 


in  the  latter,  either  in  the  form  of  isolated 
cases  with  a rural  origin,  or  small  intense  foci 
usually  circumscribed  to  a family.  As  a rule, 
the  family  presents  the  features  common  to 
the  Ascaris /Trichuris  Complex,  and  it  is  not 
rare  to  find  various  members  of  the  house, 
very  often  the  young  child,  with  the  three 
parasites  together  in  heavy  numbers. 

The  paucity  of  severe  infection  in  likely 
places  such  as  Barranquitas  and  Jayuya,  might 
be  explained  more  or  less  on  the  same  basis 
as  for  Ascaris,  that  is,  the  initiative  of  local 
authorities.  The  hill  region  of  Puerto  Rico 
is  particularly  hookworm  conscious  due  to 
control  campaigns  there  for  the  past  two  ge- 
nerations. Whenever  the  necessary  attention 
has  laxed,  conditions  tend  to  revert.  This  is 
what  evidently  has  been  occurring  in  Barrio 
Angeles  of  Utuado,  in  Carite  of  Guayama. 
and  various  isolated  communities  investigated 
by  Fernández  and  coworkers  (11,  12). 

The  situation  in  regards  to  schistosomia- 
sis resembles  closely  that  of  uncinariasis.  The 
general  tendency  has  been  towards  a de- 
crease in  incidence,  but  there  is  no  doubt 
that  the  problem  is  alive,  with  signs  of  re- 
crudescence in  some  spots. 

The  reason  for  the  decreasing  incidence 
of  schistosomiasis  is  uncertain.  No  organ- 
ized programs  against  the  parasite  exist  and 
chemotherapy  on  the  basis  of  antimonials 
has  been  entirely  discarded  by  health  au- 
thorities, due  to  high  toxicity.  It  is  possible 
that  changes  in  social  interests  may  account 
for  some  of  the  decrease.  As  pointed  out  by 
the  author  (13),  schistosomiasis  has  been 
essentially  a recreational  hazard  in  Puerto 
Rico,  mainly  among  boys  up  to  adolescence, 
because  of  their  particular  atracction  to 
aquatic  sports.  The  introduction  of  an  activ- 
ity like  television,  with  TV  sets  to  be  found 


350 


Volumen  59 
Núm.  9 


J.  F.  Maldonado,  PhD 


even  in  the  most  remote  corners  of  the  Is- 
land, may  be  a positive  factor.  Its  true  role, 
as  well  as  club,  religious,  and  school  activi- 
ties, could  be  worthy  of  investigation  as  a 
prophylactic  tool. 

The  figures  on  protozoan  infections  should 
be  considered  more  than  conservative  since 
direct  fecal  smear  may  reveal  about  80  per 
cent  of  the  infections  only  after  five  exami- 
tions  (14).  In  addition,  Zuluaga  (15)  has 
found  a prevalence  of  26.8  per  cent  of  E. 
histolytica  by  performing  three  careful  fecal 
examinations  in  16  families  from  Sabana 
Llana,  a part  of  the  San  Juan  Metropolitan 
Zone. 

Given  the  non-invasiveness  of  E.  histo- 
lytica in  Puerto  Rico,  the  only  protozoan  in 
our  opinion  worthy  of  mention  from  the 
medical  point  of  view  is  Giardia  lamblia. 
Even  though  the  figures  on  its  prevalence 
are  low  (3.0%)  the  parasite  is  known  to 
produce  intestinal  changes  of  undetermined 
nature  and  should  be  taken  into  account 
whenever  found. 

As  expressed  in  the  previous  survey  ( 2 ) , 
our  main  concern  with  intestinal  protozoa 
in  Puerto  Rico  refers  to  their  value  in  de- 
termining environmental  contamination  with 
fresh  human  waste.  The  propagative  forms 
of  these  parasites  survive  for  only  a few  days 
after  elimination  in  the  feces.  Therefore,  a 
positive  test  will  indicate  that  the  subject 
has  been  in  contact  with  feces.  This  is  in 
contrast  with  helminths  which  usually  per- 
sist indefinitely  in  the  external  environment, 
the  fecal  matter  having  disintegrated  and 
the  eggs  lying  free  in  the  soil. 

The  rate  for  the  present  study  appears 
to  indicate  that  sanitation  is  improving  in 
Puerto  Rico.  Yet  one  of  about  every  six 
children  (17.2%)  of  school  age  still  shows 
signs  of  living  in  poor  sanitary  conditions. 


In  the  sub-sample  of  the  representative  fam- 
ily group  of  the  Department  of  Health  (see 
above)  the  rate  of  infection  by  any  proto- 
zoan was  20%,  i.e.,  1 to  5. 

Summary  and  Conclusions 

Fecal  examination  of  7,504  schoolchildren 
varying  from  five  to  16  years  of  age  in  six 
areas  previously  surveyed  on  two  occasions 
at  five-year  lapses,  revealed  the  following 
rates  of  infection  by  the  common  intestinal 
parasites : 

Ascaris  — 6.8%  to  40.9%  with  an  aver- 
age of  24.2%.  Trichuris  — - 67.7%  to  91.0% 
with  an  average  of  83.5%.  Hookworn  • — 
7.2%  to  23.1%  with  and  average  of  15.1%. 
S.  mansoni  — 0.04%  to  5.2%  with  an  aver- 
age of  2.2%.  Infection  by  any  protozoan  — 
13.0%  to  20.0%  with  an  average  of  17.2%. 

The  rates  of  heavy  Ascaris  and  Trichuris 
infections  were  35.4%  and  5.6%  respectively, 
thus  higher  than  five  years  before.  The 
socalled  Ascaris /Trichuris  Complex,  i.e., 
severe  infection  to  any  of  the  two  parasites 
or  simultaneously  by  both,  amounted  to 
14.0%,  while  in  the  previous  survey  it 
reached  11.3  per  cent. 

Based  on  the  corollary:  “Severe  ascaria- 
sis / trichuriasis  is  a sign  of  deep,  chronic 
malnutrition,  and  thus  of  the  state  of  health 
of  a people”  it  is  concluded  that  the  health 
of  the  young  population  of  Puerto  Rico  has 
deteriorated,  in  spite  of  the  effort  on  edu- 
cation and  medical  attention.  This  effort, 
measured  in  money,  has  amounted  to  no  less 
than  $800,000,000  during  the  fiscal  five- 
year  period  of  1961-1966. 

The  root  of  the  problem  lies  in  ignorance 
and  overcrowding.  Two-fifths  of  the  moth- 
ers were  found  illiterate  and  60.3%  of  the 
homes  had  five  children  or  more.  The 
Ascaris /Trichuris  Complex  was  found  to  be 
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closely  related  with  the  above. 

Uncinariasis  showed  only  a slight  de- 
crease, from  17.7%  in  1960-1961  to  15.1% 
in  the  new  survey.  The  highest  rates  occur- 
red, as  expected,  at  the  higher  altitudes, 
due  to  the  thick  vegetation,  high  humidity 
and  almost  constant  temperature  of  the  cof- 
fee farm  which  afford  optimum  protection 
to  the  infective  larva.  Severe  infection  was 
found  sporadically,  some  of  them  in  unlikely 
places,  as  in  urban  areas.  The  reasons  for  this 
are  discussed. 

Schistosomiasis  followed  the  same  pat- 
tern as  uncinariasis,  i.e.,  a tendency  to  de- 
crease at  some  places  and  resurgence  in 
others.  The  fact  that  the  survey  was  based 
on  children,  most  of  which  were  under  10 
years  of  age,  points  to  the  continued  ex- 
istence of  transmisssion  of  the  parasite. 

The  rates  of  protozoan  inlection  have 
to  be  considered  partial,  due  to  the  method 
of  fecal  examination  employed.  However, 
it  must  be  admitted  that,  as  a sign  of  envi- 
ronmental sanitation,  the  lowered  prevalence 
points  to  a probable  improvement  in  this 
respect,  since  in  1960-1961  one  out  of  four 
individuals  showed  parasitization  by  some 
protozoan,  while  in  1965-1966  the  proport- 
ion was  one  to  six. 

Resumen 

El  examen  fecal  de  7,504  escolares,  de  5 
a 16  años  de  edad,  procedentes  de  seis  loca- 
lidades previamente  encuestadas,  dos  veces, 
a plazos  de  cinco  años,  reveló  la  siguiente 
prevalencia  de  parásitos  intestinales: 

Ascaris  — del  6.8  al  40.9%,  con  un  pro- 
medio de  24.2%.  Trichuris  — del  67.7  al 
91.0%,  con  un  promedio  de  83.5%.  Uncina- 
rias  — - del  7.2  al  23.1%,  con  un  promedio 
de  15.1%.  Schistosoma  mansoni  — del  0.04 
al  5.2  %,  con  un  promedio  de  2.2%.  La 


infección  por  protozoarios  varió  de  un  13.0 
a un  20.0%,  con  promedio  de  7.2%. 

La  prevalencia  de  la  ascariasis  intensa 
fue  de  35.4  por  100  infectados,  y la  de  tri- 
churiasis de  5.6,  o sea,  más  altas  que  cinco 
años  antes.  El  llamado  Complejo  Ascaris / 
T richuris,  esto  es,  infección  intensa  a uno  o 
arribos  parásitos  a la  vez,  ascendió  al  14.0%. 
En  la  encuesta  anterior  fue  de  11.3%. 

A base  del  corolario:  “Ascariasis  o trichu- 
riasis intensa  es  señal  de  desnutrición  pro- 
funda y crónica,  y por  tanto,  del  estado  de 
la  salud  de  un  pueblo,”  concluimos  que  la 
salud  de  la  población  juvenil  de  Puerto  Ri- 
co se  ha  deteriorado,  a pesar  de  los  esfuer- 
zos en  salud  y educación.  Medido  en  dinero 
este  esfuerzo  ascendió  a más  de  $800,000,- 
000  en  el  lustro  1961-1966. 

La  raíz  del  problema  está  en  la  ignoran- 
cia y el  hacinamiento  existente  en  la  Isla. 
Las  dos  quintas  partes  de  las  madres  en 
crianza  resultaron  analfabetas,  y el  60.3% 
de  los  hogares  contaban  con  cinco  hijos  o 
más.  El  Complejo  Ascaris  ¡Trichuris  resultó 
íntimamente  relacionado  con  esto. 

La  uncinariasis  mostró  una  disminución, 
de  17.7%  en  1960-61  al  15.5%  en  la  nue- 
va encuesta.  La  prevalencia  más  alta  ocu- 
rrió, como  se  esperaba,  en  los  sitios  más  al- 
tos, que  se  caracterizan  por  vegetación  den- 
sa, alta  humedad  y temperaturas  constan- 
tes, caracteres  típicos  de  la  finca  de  café 
que  ofrecen  las  mayores  oportunidades  a la 
larva  del  parásito  para  infectar  al  hombre. 
La  uncinariasis  intensa  fue  esporádica,  los 
casos  ocurriendo  a veces  en  sitios  inespera- 
dos, como  es  la  zona  urbana.  Se  discuten  las 
razones  de  esto. 

La  esquistosomiasis  exhibió  el  mismo  pa- 
trón que  la  uncinariasis,  o sea,  la  tendencia 
a disminuir  en  algunos  puntos,  y de  aumen- 
tar en  otros.  Puesto  que  se  encontraron  ca- 
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sos  de  niños  infectados  con  edad  menor  a 
los  10  años,  se  indica  que  el  .S',  mansoni  se 
mantiene  en  activa  transmisión  en  todas  las 
localidades. 

Los  datos  sobre  protozoarios  deben  con- 
siderarse como  incompletos  debido  al  mé- 
todo de  examen  fecal  empleado.  Sin  em- 
bargo, puede  admitirse  que,  como  índice  de 
saneamiento  ambiental,  la  disminución  pre- 
valeciente señala  a un  probable  mejoramien- 
to de  este  aspecto.  En  1960  uno  de  cada 
cuatro  personas  probaron  estar  positivos  a 
protozoarios;  en  1965-66,  la  proporción  fue 
de  uno  en  seis. 
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THE  FEMALE  URETHRA 

Some  Anatomic  and  Therapeutic 
Considerations 

Louis  Keith,  M.D. 
Mitchell  J,  Nechtow,  M.D, 
Walter  J.  Reich,  M.D. 


The  urethra  of  the  female,  like  all  other 
external  orifices,  is  readily  visible  and  pal- 
pable to  the  interested  physician.  Though 
it  is  seen  and  felt  during  vaginal  examina- 
tions, its  true  importance  is  often  overlooked 
because  it  lies  in  “no  man’s  land”  (9)  the 
province  between  the  specialties  of  gynecolo- 
gy and  urology.  Because  of  this,  an  attempt 
will  be  made  to  relate  the  importance  of  the 
urethra  to  the  general  health  of  the  patient, 
in  addition  to  describing  a few  of  the  more 
common  entities  which  affect  this  structure. 
Therapy  is  often  simple  and  does  not 
require  the  assistance  of  an  urologist,  though 
the  services  of  this  trained  specialist  are 
greatly  appreciated  both  in  the  conditions 
to  be  discussed  herein  and  in  more  complicat- 
ed problems.  The  generalist  and  the  gynecolo- 
gist should  not  overlook  the  urethra  as  being 
an  unnecessary  part  of  the  examination  of 
the  female  patient.  The  obstetrician,  like- 
wise, must  examine  the  urethra  of  the 
newborn  infant  (36).  Should  anomalies  be 
present,  early  diagnosis  and  treatment  offer 
the  best  opportunity  for  corrective  therapy. 
Delay  in  examination  may  cause  chronic 
infection  with  permanent  damage  or  untime- 
ly demise. 

From  the  Departments  of  Obstetrics  and  Gy- 
necology of  the  San  Juan  City  Hospital  San  Juan, 
P.  R.  and  the  Cook  County  Hospital,  Chicago, 
Illinois. 


External  Anatomy 

The  length  of  the  female  urethra  is 
variable.  Several  authors  give  from  2 to  7 
cm  as  the  distance  between  the  external  and 
internal  orifices,  with  an  average  of  4.4  cm 
(4,  2,  15).  Because  the  dissections  and 
anatomic  studies  have  been  done  on  females 
who  have  and  have  not  borne  children  the 
published  reports  vary.  The  results  of  the 
contradictory  functions  of  the  pelvic  floor 
are  thus  seen.  These  include  both  support 
of  the  pelvic  viscera  and  participation  in 
sexual  congress  and  the  elimination  of  body 
wastes.  The  anterior  and  posterior  walls  of 
the  female  urethra  lie  in  apposition  when 
urination  is  not  in  progress.  Cross  section 
of  the  mid-urethra  is  star-shaped.  The  canal 
is  directed  downward  and  forward ; its 
diamater  is  8 mm  when  unfolded.  The  ex- 
ternal urethral  orifice,  so  familiar  to  students 
of  medicine  and  midwifery,  is  situated 
superior  to  the  vaginal  canal  and  slightly 
inferior  and  posterior  to  the  clitoris.  Later- 
ally, it  is  bounded  by  the  periurethral  glands 
and  Skene’s  ducts  which  are  located  slightly 
posterior  and  inferior.  Normally,  the  ex- 
ternal urethra  of  the  female  calibrates  to  a 
26  F sound.  The  mucosa  of  the  urethra  is 
stratified  non-cornified  squamous  epithelium 
in  the  outer  one-third,  unilayered  columnar 
epithelium  in  the  middle  one-third  and 
transitional  epithelium  in  the  inner  one- 
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third.  Lines  of  demarcation  are  variable, 
and  exact  delineation  is  often  impossible. 
All  three  cell  types  apparently  undergo  cyclic 
changes  related  to  the  menstrual  cycle  (15). 

Congenital  Anomalies  of  the  Urethra 

Complete  absence  of  the  urethra  is  very 
rare.  It  is  generally  associated  with  other 
malformations  of  a major  degree  such  as 
extrophy  of  the  bladder.  Duplication  of  the 
urethra  is  not  incompatible  with  life.  It  is 
often  overlooked  because  of  the  absence 
of  symptoms.  If  this  condition  is  incomplete, 
repeated  and  chronic  infections  are  the  rule. 
Diagnosis  is  made  by  the  inability  to  gently 
pass  a catheter  in  one  of  the  two  orifices. 
Surgical  removal  or  closure  of  the  partial 
structure  prevents  ascending  infection  and 
irreversible  renal  damage. 

In  hypospadias  the  urethra  opens  into 
the  anterior  vaginal  wall  at  varying  locations. 
In  the  extreme  example  the  whole  urethral 
floor  is  absent.  Whether  or  not  incontinence 
is  present  depends  on  the  presence  or  ab- 
sence of  the  internal  urethral  phincter.  Ther- 
apy consists  of  reconstructive  surgery.  Epis- 
padias is  regarded  as  an  incomplete  form 
of  bladder  extrophy.  The  external  urethra 
is  situated  above  and  between  the  two 
halves  of  the  clitoral  body  slightly  below 
the  symphysis  pubis.  If  the  vesicle  sphincter 
is  present,  there  is  no  incontinence.  When 
incontinence  is  present,  there  is  a high  prob- 
ability of  acute  and  chronic  infection ; early 
repair  is  advisable.  Otherwise,  surgery  may 
be  postponed  until  the  child  is  older  and 
the  structures  are  larger.  However,  it  is  not 
wise  to  wait  till  puberty  for  fear  of  causing 
psychic  trauma  at  the  time  of  the  opera- 
tion (8). 

Labial  fusion  results  in  an  apparent  ab- 
sence of  the  urethral  and  vaginal  orifices. 


Characteristically,  a bluish  line  is  noted  be- 
tween the  labia  majora.  Blunt  dissection 
with  a probe  or  Q-Tip  is  curative.  No  an- 
esthesia is  necessary. 

Congenital  strictures  may  be  present  at 
the  external  orifice  or  anywhere  in  the  ca- 
nal. They  should  always  be  thought  of  in 
cases  of  recurrent  or  unexplained  cysto- 
urethritis.  Symptons  vary  from  slight  diffi- 
culty in  urination  to  complete  inability  to 
void.  The  more  severe  the  condition,  the 
sooner  it  appears  in  life.  Total  obstruction 
in  the  fetus  leads  to  intrauterine  or  peri- 
natal mortality.  Generally,  there  is  a com- 
pensatory dilation  of  the  urethra  above  the 
point  of  obstruction.  This  may  be  de- 
monstrated by  micturition  urethrocystogra- 
phy (25).  Treatment  is  dilatation.  Anti- 
biotics have  been  suggested  in  the  post 
dilatation  period  (3). 

Urethral  Trauma 

Even  though  the  urethra  occupies  a 
relatively  protected  position  anatomically,  it 
is  subject  to  a wide  variety  of  trauma  dur- 
ing the  life  of  the  female.  Auto  accidents, 
picket-fence  impalements  and  forceful  inter- 
course may  cause  severe  pain,  bleeding  and 
inability  to  void.  Iatrogenic  trauma  may  oc- 
cur during  obstetrical  and  gynecological  op- 
erations, abortions,  improper  techniques  of 
catheterization  and  cystoscopy,  and  treat- 
ment with  radioactive  materials.  If  a cath- 
eter or  cystoscope  may  not  be  easily  pass- 
ed, relief  is  best  obtained  with  the  blad- 
der open.  Catheters  may  then  be  inserted 
from  above  to  give  both  suprapubic  and 
transurethral  drainage.  Urinary  extravasa- 
tion frequently  accompanies  urethral  trau- 
ma, and  infection  must  be  watched  for  and 
treated  (14). 


Bol.  Asoc.  Méd.  P.  Rico 
Septiembre , 1967 


Female  Urethra 


355 


Insertion  of  foreign  bodies  into  the  ure- 
thra occurs  in  children  and  psychotic  per- 
sons, the  later  performing  the  act  for  erotic 
stimulation.  Hair  pins,  pencils,  candles,  ther- 
mometers, and  glass  mixing  rods  have  been 
used  on  occasion  (35).  Urethritis  is  generally 
present  with  profuse  discharge;  frequency, 
urgency  and  dysuria  are  associated  symptoms. 
Diagnosis  of  the  presence  of  a foreign  body 
is  facilitated  by  an  X-ray  (flat  plate)  of  the 
pelvis.  Treatment  is  removal  followed  by 
antibiotic  urethral  inserts.  General  anesthe- 
sia may  be  necessary.  Small  objects  of  me- 
tal which  cannot  easily  be  grasped  with 
pincers  through  the  urethroscope  are  often 
removable  with  the  aid  of  a tiny  magnet. 

Urethral  Infections 

Because  the  urethra  is  the  outermost 
bastion  of  the  renal  fortifications,  break- 
down of  the  barriers  at  the  door  leads  to 
ascending  genito-urinary  tract  infections.  In- 
deed, some  workers  consider  each  episode 
of  genito-urinary  tract  infection  as  a part 
of  a continuum  of  disease,  rather  than  as 
isolated  incidents  in  the  patient’s  life.  As 
such,  they  imply  that  repeated  infections, 
often  arising  in  the  urethra,  lead  to  chronic 
pyelonephritis  and  untimely  demise  (30,  19). 

Venereal  Infections 

Gonorrhea,  syphilis  and  trichomoniasis 
comprise  a venereal  triad  which  afflicts  the 
female  urethra.  Inspection  of  the  urethra, 
when  infected  by  gonorrhea,  reveals  a copi- 
ous purulent  yellow  discharge.  The  mucous 
membrane  protrudes  from  the  meatus,  swol- 
len and  erythematous.  When  the  urethra 
is  “stripped”  by  the  examining  finger,  ten- 
derness is  noted  in  addition  to  the  egress 
of  purulent  exudate.  The  generative  organs, 
i.e.  cervix,  uterus,  and  adnexa  are  often  in- 
volved in  the  full  blown  picture.  Smear 


and  culture  are  helpful,  but  clinical  diag- 
nosis is  the  rule  (38). 

Both  primary  or  secondary  syphilis  at- 
tack the  urethra.  In  the  case  of  the  chan- 
cre, a flat  ulcer  with  sharply  demarcated 
borders  is  noted.  It  is  painless,  indurated 
and  covered  with  a seropurulent  exudate. 
Lymph  nodes  in  the  groin  are  palpable. 
The  secondary  lesion,  on  the  other  hand, 
presents  as  a flat,  white,  patchy  lesion  which 
exudes  serum.  It  too  is  painless,  but  macera- 
tion and  secondary  infection  occur.  Diag- 
nosis is  facilitated  by  the  serological  exam- 
ination. Darkfield  examination  reveals  the 
causative  agent,  T.  pallidum  (29).  Both  the 
primary  and  secondary  lesions  are  highly 
infectious. 

Urethral  infection  with  Trichomonas  is 
quite  common.  Profuse  green,  bubbly,  dis- 
charge is  present,  associated  with  general 
inflammation  of  the  vaginal  tissues  and  clas- 
sic “strawberry”  marks.  The  organism  may 
be  seen  via  the  hanging  drop,  the  smear 
of  the  urinary  sediment  or  even  in  the  Pap- 
anicolaou smear  (6). 

Treatment  of  these  infections  is  based 
on  the  use  of  antibiotics.  In  the  instance 
of  either  syphilis  or  gonorrhea,  penicillin 
is  the  drug  of  choice.  Adequate  follow-up 
and  contact  investigation  is  mandatory  (12). 
Metronidazole  (Flagyl®)  has  recently  su- 
perseded the  many  preparations  previous- 
ly reputed  to  cure  trichomoniasis.  It  is  rec- 
ommended for  the  patient  and  her  consort. 

Bacterial  Infections 

Since  the  lower  urinary  tract  offers  little 
or  no  resistance  to  infection,  bacterial  in- 
fections of  the  urethra  also  occur.  Often 
two  or  more  organisms  are  involved.  Should 
this  be  the  case,  Strep,  fecalis  is  commonly 
present  (13).  Other  frequent  causative  or- 
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ganisms  are:  E.  coli,  Staph,  albus,  Staph, 
pyogenes.  P.  vulgaris,  Ps.  pyoeyogenes  and 
Bact.  aerogenes. 

If  an  indwelling  catheter  is  present  for 
any  length  of  time,  hospital  strains  are  likely 
to  be  introduced.  Instrumentation  and  cathe- 
terization produce  infections  due  to  Proteus, 
Aerobacter  and  Pseudomonas  (22). 

When  the  urethra  is  infected  the  para- 
urethral glands  and  ducts  are  generally  af- 
fected as  well.  These  ducts  extend  part  or  all 
of  the  length  of  the  urethra  in  its  long  axis. 
The  upper  ends  divide  into  a number  of 
branches,  and  there  are  numerous  smaller 
openings  into  the  lower  part  of  the  urethra 
(21).  Because  the  upper  branches  are  inti- 
mately related  to  the  internal  sphincter  of 
the  bladder,  they  tend  to  be  seats  of  chronic 
secondary  infection.  Thus,  the  urethra  is 
held  in  a vise-like  grip  and  subjected  to 
innoculation  by  small  pockets  of  pus  at  all 
times  (5). 

Due  to  the  great  sensitivity  of  the  vulvo- 
urethral  tissues,  the  symptoms  presented  are 
out  of  proportion  to  the  pathology.  Common- 
ly seen  are  nocturia,  frequency,  dysuria, 
hesitancy,  urgency,  bearing  down  sensation, 
suprabubic  pain  and  dyspareunia.  Urgency 
and  frequency  have  even  been  a clinical 
entity  ( 1 ) . A certain  psychosomatic  compo- 
nent was  noted  as  well  in  that  the  severity 
of  the  symptoms  paralleled  traumatic  events 
in  the  patient’s  lives.  Physical  examination 
reveals  the  meatus  to  be  swollen  and  red; 
when  the  urethra  is  milked  downwards 
through  the  anterior  vaginal  wall,  pus  is 
readily  expressed.  Urethroscopy  demonstrates 
inflammatory  changes,  but  this  examination 
is  not  commonly  done. 

When  pus  is  expressed,  culture  and  sen- 
sitivity studies  should  form  the  basis  of  treat- 
ment with  antibiotics.  Fulguration  of  the  ure- 


thral mucosa  with  cautery  is  useless  when  the 
physician  considers  what  has  already  been 
noted  about  the  paraurethral  structures.  Their 
complete  destruction  has  been  advocated  as 
an  adjunctive  measure  to  obtain  a lasting 
cure  (7).  Dilatation  of  the  urethra  to  ac- 
comodate a number  8 Hegar  and  instillation 
of  silver  nitrate  solutions  have  also  been 
suggested  (21). 

Benign  Urethral  Tumors 

The  approach  to  the  benign  urethral  tu- 
mor must  be  made  with  the  knowledge  that 
adequate  surgical  excision  and  pathological 
examination  are  essential.  The  use  of  a hot 
cautery  knife  which  results  in  charred  tissue 
makes  microscopic  diagnosis  difficult  if  not 
impossible  (31).  Extirpation  rather  than  ful- 
guration should  be  the  rule.  Cautery  may  be 
used  secondarily  to  staunch  the  bleeding 
after  the  tissue  has  been  removed. 

The  benign  papilloma  occurs  in  the  pro- 
ximal urethra  or  near  the  external  meatus. 
It  causes  bleeding  or  irregularity  of  the  uri- 
nary stream  or  both.  Endoscopic  examination 
is  mandatory  for  adequate  visualization,  at 
which  time  surgical  removal  may  be  per- 
formed. 

These  tumors  are  not  to  be  confused  with 
condylomata  acuminata  or  “veneral  warts’ 
(27),  which  are  viral  induced  products  of 
auto-infection,  often  multiple  in  number,  af- 
fecting the  labia  minora  and  majora  as  well 
as  the  vagina  and  the  external  urethral  mea- 
tus. Condylomata  are  notorious  for  their  ten- 
dency to  grow  at  an  accelerated  rate  during 
pregnancy.  At  this  time,  the  cauliflower-like 
excresences  assume  gigantic  proportions,  in- 
terfering with  micturition,  coitus,  and  de- 
fecation. Infection,  superficial  necrosis,  and 
copious  malodorous  discharge  are  almost  in- 
variable present  in  the  more  advanced  cases. 
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Treatment  of  condylomata  acuminata  is 
medical  or  surgical.  For  the  small  to  moder- 
ate sized  lesions,  the  application  of  20-25% 
podophyllin  in  tincture  of  benzoin  suffices 
(32).  The  skin  around  the  lesion  must  be 
protected  from  the  caustic  effects  of  the  pre- 
paration by  application  of  vaseline  or  K-Y 
jelly.  The  patient  is  instructed  thoroughly 
wash  away  any  remaining  medication  after 
4-6  hours.  Multiple  applications  are  frequent- 
ly necessary. 

A more  radical  approach  is  needed  if 
the  lesions  are  large  and  threaten  to  block 
vaginal  delivery.  The  patient  should  be  given 
adequate  anesthesia,  and  undergo  surgical 
excision  of  the  growths,  including  the  base 
of  the  lesions.  The  individual  wounds  may 
then  be  touched  with  a hot  cautery  if  there 
is  any  significant  bleeding  and  treated  in  the 
manner  of  an  open  perineal  burn.  As  soon 
as  the  initial  postoperative  period  is  over 
and  crusts  have  formed,  hot  sitzs  baths  are 
indicated  to  promote  comfort  and  hygiene. 

The  urethral  caruncle  is  not  a tumor  per 
se  (33).  It  has  been  suggested  that  they  occur 
as  a reaction  to  chronic  irritation  and  infec- 
tion (26).  The  caruncle  appears  as  a red 
excresence  most  frequently  on  the  posterior 
(inferior)  margin  of  the  external  meatus. 
Less  commonly  it  is  seen  laterally  and  rarely 
anteriorly  (superiorly).  It  is  generally  sessile 
in  character,  but  the  epithelial  surface  may 
be  granulomatous,  angionmatous,  or  papil- 
lomatous. Size  varies  from  very  small  to  the 
size  of  a filbert  nut.  Bleeding  occurs  due  to 
the  inherent  vascularity  and  the  numerous 
possibilities  of  trauma  during  walking,  dres- 
sing or  coital  actions.  Pain  is  noted  by  the 
patient,  and  there  may  be  associated  dysparu- 
nia.  Frequency,  urgency  and  dysuria  suggest 
an  accompanying  trigonitis. 

If  the  caruncle  is  present  in  the  post- 


menopausal female,  an  associated  estrogen 
deficiency  may  be  the  underlying  cause  of 
the  condition  (16).  Intraurethral  suppositor- 
ies of  estrogen  combined  with  antibiotics 
(Furacin-E  Urethral  Inserts  ®)  should  be 
used  twice  daily  for  a week  or  so. 

Cautery  is  inadequate  therapy  in  the 
younger  female  because  the  tissue  is  destroy- 
ed. Admittedly  a rarity,  carcinoma  has  been 
known  to  arise  at  the  site  of  a caruncle.  This 
does  not  mean  to  imply  that  the  caruncle  is 
in  any  manner  a precancerous  lesion.  As  or- 
dinarily observed,  they  are  totally  benign  and 
innocent.  There  is  nothing  to  suggest  that  a 
carcinoma  arising  at  the  meatus  in  opposition 
to  a caruncle  represents  a malignant  change 
of  a benign  caruncle.  Both  may  exist  at  the 
same  time.  If  surgical  removal  of  the  caruncle 
is  going  to  be  carried  out,  a local  anesthetic 
should  be  given,  aollowing  sufficient  time  ( 10- 
15  minutes)  for  the  drug  to  take  effect.  Af- 
ter extirpation,  the  use  of  very  fine  (4-0) 
catgut  sutures  restores  the  normal  anatomic 
configuration.  Weekly  dilatations  are  advisa- 
ble to  prevent  strictures.  According  to  some 
observers  (28)  the  treatment  is  only  pal- 
liative and  rarely  curative. 

Malignant  Urethral  Tumors 

Primary  carcinoma  occurs  in  patients 
whose  history  includes  chronic  infection,  leu- 
koplakia, trauma,  caruncles  and  prolapse,  as 
well  as  is  patient  where  there  is  no  history  of 
previous  pathology.  The  tumor  arises  in  two 
ways  which  are  distinguishable  only  in  the 
early  stages  before  massive  involvement  of 
the  tissues  occurs  and  necrosis  sets  in.  In  the 
vulvo-urethral  type,  the  tumor  begins  to  grow 
at  the  junction  between  the  transitional  ure- 
thral epithelium  and  the  vulvar  stratified 
squamous  epithelium.  It  is  noted  as  an  ulcer 
at  the  meatus  (may  be  confused  with  carun- 
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ele)  in  the  early  stages.  In  the  urethral  type 
of  tumor,  malignant  change  starts  in  the 
mucosa  per  se  and  rapidly  grows  to  involve 
the  deep  tissues  (26).  In  both  instances, 
metastasis  is  early  and  to  the  inguinal  nodes. 

Histologically,  squamaous  cell  epithelioma 
occurs  most  often.  Undifferentiated  and  tran- 
sitional cell  carcinoma  are  next  in  frequency 
(26).  Adenocarcinoma  also  occurs  and  most 
likely  arises  from  one  of  the  surrounding 
glandular  structures  (periurethral,  Skene’s  or 
Little’s)  (20). 

Symptomatology  depends  upon  the  size 
and  duration  of  existence  of  the  neoplasm. 
Urgency,  frequency,  dysuria,  and  nocturia 
are  all  due  to  associated  infection.  Pain  is 
secondary  to  infection  and/or  obstruction. 
Bloody  discharge  indicates  tissue  breakdown. 
The  distal  portion  of  the  urethra  is  the  usual 
site  of  occurrence.  The  tumors  are  classed 
as  fungating,  annular  constricting  or  ulcerat- 
ing (26). 

Biopsy  is  necessary  to  establish  the  diag- 
nosis. Urethroscopic  and  cystoscopic  examina- 
tions are  helpful  to  determine  the  extent  of 
the  disease.  Induration  represents  extension 
of  the  disease.  Therefore,  digital  examination 
along  the  entire  length  of  the  urethra  is 
mandatory.  There  is  presently  some  lack  of 
conformity  regarding  treatment  (26).  Some 
authorities  advocate  surgery  plus  postoper- 
ative irradiation,  while  other  favor  only  sur- 
gery or  irradiation.  Surgery  must  be  radical 
in  nature,  even  to  the  extent  of  complete 
urethral  resection  combined  with  superficial 
and  deep  groin  dissection  (even  if  there  are 
no  palpable  nodes). 

Secondary  carcinoma  is  more  prevalent 
than  the  primary  .variety.  It  occurs  when 
there  is  invasion  from  carcinoma  of  the  vulva, 
clitoris,  bladder,  or  vagina.  Treatment  must 
be  combined  with  that  of  the  primary  tumor. 


Malignant  melanoma  attacks  the  urethra 
most  commonly  of  all  sites  in  the  genito- 
urinary tract.  Even  so,  it  is  very  rare.  Cha- 
racteristically, a dark  blue-black  tumor  mass 
is  visualized  in  conjunction  with  serosan- 
guinous  discharge.  Treatment  has  not  been 
highly  effective  due  to  the  tendency  for  early 
and  widespread  metastasis.  Surgical  excision, 
node  dissection  and  chemotherapy  have  been 
used. 

Sarcoma  is  seen  occasionally  to  be  primary 
in  the  urethra.  Early  inguinal  metastasis  are 
common.  Treatment  is  the  same  as  for  car- 
cinoma. 

Other  Urethral  Entities 

Strictures  are  an  overlooked  cause  of 
chronic  and  recurrent  urinary  tract  infection 
in  the  female,  occuring  more  frequently  than 
imagined.  Stricture  does  not  occur  until  the 
caliber  of  the  urethra  approximates  that  of 
a No.  20F  bougie.  The  lesion  is  single  or  mul- 
tiple, annular  or  longitudinal,  and  soft  and 
fibrous  or  hard  and  dense  depending  on  the 
etiology. 

The  congenital  variety  has  already  been 
discussed,  and  the  infectious  alluded  to  above. 
In  the  latter  group,  the  gonococcus  organism 
is  the  primary  causative  agent.  Syphilis,  tu- 
berculosis, chancroid  and  lymphogranuloma 
venereum  have  also  been  implicated.  Trauma 
following  surgery,  obstetric  delivery,  coitus, 
instrumentation,  passing  of  calculi  and  mas- 
turbation by  insertion  of  foreign  bodies  may 
also  cause  stricture. 

Symptomatology  centers  around  chronic 
infection  secondary  to  stasis  in  the  upper 
tract  (11).  The  patient  complains  of  fre- 
quency, dysuria,  urgency,  stranguria,  and 
terminal  dribbling.  The  neglected  case  pre- 
sents with  symptoms  of  bladder  pain,  hema- 
turia, pyuria,  flank  pain,  and  chills  and  fever 
suggestive  of  pyelonephritis  (37)  . 
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Diagnosis  is  made  by  passage  of  olive- 
typed  bougies.  The  No.  23  is  good  to  start 
with;  if  this  cannot  be  passed,  a series  of 
smaller  caliber  should  be  tried.  Treatment 
consists  of  biweekly  or  weekly  dilatations  un- 
til a 26F  catheter  can  be  passed  with  ease. 
Any  evidence  of  infection  demands  vigorous 
treatment.  Cultures  and  sensitivities  are  need- 
ed to  determine  the  choice  of  antibiotics. 

The  veins  of  the  tissue  surrounding  the 
external  urethral  meatus  are  in  many  ways 
similar  to  those  which  produce  hemorrhoids. 
Venous  thrombosis  occasionaly  takes  place  in 
the  older  female  in  association  with  estrogen 
loss  and  eversion  of  the  mucosa.  The  rich 
venous  plexus  in  the  sub-mucosa  is  a pre- 
disposing factor.  The  patient  generally  feels 
a protusion  in  the  area  and  comes  to  the 
physician  for  medical  advise.  Vague  discom- 
fort, dysuria,  and  occasional  bleeding  are 
frequent  symptoms. 

Falk  has  suggested  treatment  with  radial 
cauterization  after  proper  anesthesia  with  5% 
cocaine  solution  (10).  Sitz  baths  were  used 
postoperatively.  Ffe  noted  that  many  patients 
required  a second  treatment,  but  that  gene- 
rally the  condition  cleared.  Failing  to  do  so,  a 
classical  Whitehead  hemorrhoid  operation 
may  be  performed. 

Urethral  diverticulum  is  acquired  or  con- 
genital, but  usually  occurs  in  parous  females. 
Infection  generally  destroys  the  wall  of  the 
sac  making  differentiation  of  the  two  types 
difficult.  Etiologic  conditions  responsible  for 
the  acquired  variety  are  surgery,  instrumen- 
tation, and  childbirth  trauma. 

Fifty  percent  of  the  patients  state  they 
are  plagued  with  post-urinary  dribbling.  In 
addition,  stress,  incontinence,  dysuria,  pre- 
sence of  a mass,  pressure  symptomatology  and 
hematuria  are  noted  (17). 


Part  of  the  adequate  gynecologic  exami- 
nation includes  stripping  of  the  urethra. 
When  this  is  done,  the  labia  are  held  apart 
by  the  fingers  of  one  hand,  and  the  ventral 
surface  of  the  urethra  palpated  with  the  in- 
dex finger  of  the  other  hand,  from  cephalad 
to  caudad.  When  a diverticulum  is  present, 
a mass  is  palpated  laterally  or  beneath  the 
urethra.  Gray  white  material,  pus  or  bloody 
discharge  is  expressed  from  the  meatus.  En- 
doscopy is  helpful,  but  often  does  not  give 
the  last  word.  Hoffman  and  Adams  suggest 
urethrography  using  a Trottner  and/or  Da- 
vid catheter  (18),  and  a radio-apaque  dye 
to  confirm  the  extent  of  the  condition. 

Treatment  consists  of  antibiotics  to  clear 
up  any  acute  infection  with  its  resulting  tissue 
edema,  followed  by  surgery  (34).  At  the 
time  of  operation,  it  is  helpful  to  keep  a me- 
tal catheter  in  place  in  the  urethra,  incising 
the  mucosa  over  the  mass  to  facilitate  ex- 
posure. The  sac  is  excised  completely  and  the 
mucosa  closed  with  fine  catgut.  Then  the 
fascia  is  reinforced  and  the  mucosa  closed, 
again  using  catgut.  A Foley  catheter  is  left  in 
place  during  the  postoperative  period.  Pro- 
longed use  of  a catheter  is  in  itself  a fre- 
quent cause  of  urinary  tract  infection  if  strict 
and  rigid  aseptic  techniques  are  not  made 
during  its  insertion  (24,  23).  We  routinely 
advocate  the  use  of  a urinary  tract  antiseptic 
systemically  when  indwelling  catheter  is  used. 

Summary 

Various  conditions  affecting  the  female 
urthera  have  been  discussed.  The  importance 
of  the  urethra  in  the  general  health  of  the 
patient  has  been  stressed.  The  possibility  that 
repeated  infections  arising  in  the  urethra  and 
ascending  to  affect  the  entire  genito-urinary 
tract  has  been  suggested.  Treatment  has 
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been  outlined  in  such  a manner  as  to  be 
within  the  capabilities  of  most  physicians  for 
the  more  simple  conditions.  Early  consultation 
with  a urologist  has  been  suggested  to  prevent 
permanent  damage  to  the  kidneys  in  othei 
conditions. 

Resumen 

Se  discuten  varias  condiciones  patológi- 
cas que  pueden  afectar  la  uretra  en  la  mujer. 
Se  enfatiza  la  importancia  de  este  órgano 
en  la  salud  general.  Se  describe  la  forma 
en  que  metritis  repetidas  pueden  dar  lugar  a 
infección  ascendiente  que  afecte  el  tracto  uri- 
nario completo.  Se  presenta  un  esquema  de 
tratamiento  al  alcance  de  cualquier  médico. 
Sugerimos  una  consulta  con  el  urólogo  en  una 
etapa  temprana  en  estos  casos. 
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TOXICOLOGY  OF  PARATHION 
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Parathion  was  originally  synthesized  in 
Germany  during  World  War  II,  and  was 
later  found  to  be  extremely  toxic  to  man.  It 
was  then  even  suggested  as  a possible  nerve 
(gas)  poison  in  warfare,  but  the  war  ended 
before  the  Germans  had  a chance  to  use  it. 

More  than  10  million  pounds  of  Para- 
thion are  produced  annually  in  the  United 
States  (2).  This  will  increase  markedly  be- 
cause Parathion  is  a very  effective  and  re- 
markable insecticide  if  used  properly. 

Parathion  and  its  homologues  are  by  far 
the  most  frequent  cause  of  fatal  poisoning  in 
Puerto  Rico.  More  persons  have  died  from 
this  organic  phosphate  ester,  than  from  ex- 
posure to  any  other  drug  or  chemical  this  past 
year  (1966).  It  will  be  noted  in  Table  I 
that  out  of  total  69  fatal  poisonings  that 
were  studied  at  the  Institute  of  Legal  Me- 
dicine, 30  were  due  to  Parathion-Like  com- 
pounds. Golumns  for  1965  and  1964  also  bear 
this  out  ( 1 ) . 

Although  accidents  at  home  or  on  the 
job  have  occurred,  suicides  are  the  most  fre- 
quent mishap.  A woman  just  recently  took 
Parathion,  and  9 days  later  her  husband  did 
the  same  thing.  Its  lethal  action  is  rapid,  it 
is  inexpensive  and  easily  obtained  and,  ap- 
parently and  unfortunately,  it  is  already 

From  the  Institute  of  Legal  Medicine  and  the 
School  of  Medicine,  University  of  Puerto  Rico. 


popularized.  This  is  shocking.  Perhaps  special 
precautions  should  be  taken  in  its  sale  and 
use. 

In  anticipation  of  more  frequent  calls  for 
emergency  toxicology,  the  following  brief  re- 
sume on  the  action,  diagnosis  and  treatment 
of  intoxication  by  Parathion  is  offered. 


TABLE  I:  FATAL  POISONING 
STUDIES  AT  THE  INSTITUTE 
OF  LEGAL  MEDICINE 


Poison 

1966 

1965 

1964 

Parathion  or  derivative 

30 

31 

24 

Alcohol  (ethyl) 

8 

4 

4 

Barbiturates 

3 

3 

2 

Phosphorus  inorganic 

(similar  to  pasta  eléctrica) 

5 



4 

Morphine  or  derivative 

7 

9 

4 

Strychnine 

4 

6 

2 

Carbon  monoxide 

3 

1 

8 

Arsenic 

1 

- 

3 

Mephenesin 

1 

- 

1 

Pine  oil 

1 

— 

— 

Librium 

1 

— 

1 

Alcohol  (methyl) 

1 

- 

- 

Sodium  hydroxide 

1 

— 

- 

Petroleum  derivatives 

2 

3 

— 

Meprobamate 

1 

- 

1 

Phenothiazines 

— 

3 

2 

Gases  propane 

- 

1 

— 

Colchicine 

— 

1 

— 

Hydrochloric  acid 

- 

1 

- 

Lead 

— 

2 

— 

Salicylates 

— 

1 

— 
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PARATHION 

Formula  : 

CioHu  NO,  PS 

Synonyms  : 

Diethyl-p-nitrophenyl  thio  phosphate,  E-6é6.  Thiopos,  Niran,  Phoskill,  Vapophos,  Sys- 
tox. 

Derivatives: 

(Other  organic  phosphate  esters) 

Very  toxic  : Parathion,  Tetra  ethyl  pyro  phosphate  (TEPP)  , methyl  parathion,  DFP, 
OMPA,  Thimet,  Memeton,  EPN,  Schradan,  Phosdrin,  guthion,  di-syston. 

HETP, 

Moderate  : DDVP,  Diazinon,  dimethoate,  fenthion,  methyl  trithion. 

Low  toxicity  : Malathion,  Chlorthion,  Dipterex,  Trichlorofon,  Ronnel,  Potosan,  (about  1/500  as 
toxic  as  Parathion)  . 

Properties  : 

Parathion  is  a yellow  brown  liquid,  organic  phosphate  ester,  insoluble  in 
ether  or  kerosene.  Soluble  in  alcohol,  hexane,  petroleum  ether,  acetone  or 
Unstable  in  high  (alkaline)  pH  (above  8)  ; B.P.  onion-garlic  odor. 

water, 

xylene. 

MLD 

Very  Toxic.  About  50  mg  for  150  lb  adult,  for  Parathion. 

Uses  : 

Very  powerful  and  effective  insecticide,  limited  use  in  medicine  (DFP  for  glaucoma 
and  OMPA  for  myasthemia  gravis)  , potential  in  warfare  as  an  extremely  toxic  "nerve 
poison",  (breaks  down  activity  of  cholinesterase  and  allows  acetylcholine  to  ac- 
cumulate) . Too  dangerous  to  use  or  store  at  home.  Used  by  fruit  growers,  tobacco 
farms  and  greenhouses. 

Signs  and  Symptoms  of  Intoxication 

Parathion  produces  similar  signs  and 
symptoms  and  requires  the  same  treatment 
as  other  cholinesterase  inhibitors  or  destroy- 
ers such  as  muscarine,  pilocarpine,  phyisostig- 
mine. 

These  agents  may  be  absorbed  through 
all  portals  of  entry.  Skin  contact  and  inhala- 
tion can  be  equally  a cause  of  poisoning  as 
ingestion. 

Symptoms  and  signs  usually  appear  ra- 
pidly and  this  may  be  of  diagnostic  aid.  Death 
usually  occurs  within  one  half  to  4 hours,  but 
may  occur  within  10  minutes  or  may  be 
delayed  24  hours  or  more.  If  illness  is  de- 
layed 12  hours  or  more,  it  is  most  likely  due 
to  something  else. 

These  organic  phosphate  esters  are  para- 
sympathomimetic in  nature  and  produce  the 


following  signs  and  symptoms: 

Acute  and  large  exposure  usually  prod- 
uce rather  rapid  onset  of  gastro-intestinal 
response  with  nausea,  vomiting  and  cramps. 
Later  diarrhea  and  anorexia,  increased  pe- 
ristalsis, epigastric  and  substernal  tightness 
and  heart  burn  occur.  The  pupils  are  most 
usually  pinpoint,  but  this  sign  is  not  always 
diagnostic  or  early.  Sometimes  (however 
rarely)  the  pupils  may  be  dilated  due  to 
excitement  and  nervousness.  There  is  most 
often  a tightness  in  the  chest,  wheezing,  dysp- 
nea, pain,  cough,  constricted  bronchioles  and 
cyanosis. 

Also  there  is  excessive  production  of  sweat, 
saliva,  lacrimal,  nasal  bronchiole  and  gastro- 
intestinal secretions  which  usually  result  in 
vomiting  and  diarrhea  (gut  motility),  pulmo- 
nary edema  and  frothing  at  the  nose  and 
mouth. 
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Muscular  twitches,  fasciculation,  cramps 
and  convulsions  in  conjuction  with  brady- 
cardia, anxiety,  tension,  restlessness  and  con- 
fusion are  followed  by  stupor  and  coma. 

Death  is  usually  by  respiratory  failure 
from  paralysis  of  respiratory  muscles  and/or 
depression  of  the  respiratory  center  following 
bronchiolar  constriction,  excessive  respiratory 
tract  secretions  and  pulmonary  edema. 

A mild  exposure  may  only  produce  head- 
ache, blurred  vision  and  mild  muscarinic 
signs.  These  may  be  delayed  several  hours 
after  exposure. 

Moderate  doses  increase  the  intensity  of 
glandular  secretions. 

Large  doses  produce  excessive  secretions, 
convulsions,  coma,  loss  of  reflexes  and  sphinc- 
ter control.  Prognosis  is  poor  and  vigorous 
treatment  must  be  given. 

A chronic  exposure  sometimes  produces  a 
delayed  paralysis  and  this  may  persist  for  se- 
veral weeks. 

Treatment  (3) 

All  clothing  should  be  removed  imme- 
diately, using  rubber  gloves.  The  skin  is 
washed  with  soap  and  water. 

Vomiting  is  induced  or  gastric  lavage  is 
done  if  intoxication  is  suspected  early. 

Artificial  respiration  is  immediately  given 
to  relieve  cyanosis,  if  present,  before  giving 
atropine.  Secretions  are  removed  and  patency 
of  the  airway  is  insured,  also  before  starting 
atropine  therapy.  The  patient  is  watched 
carefully  as  respiratory  crisis  may  arise  sud- 
denly and  require  continuos  artificial  respira- 
tion. 

Then,  with  no  delay,  for  during  the  first 
several  hours  full  atropine  therapy  is  vital, 
atropine,  2-4  mg,  is  given  intravenously  every 
5-10  minutes  until  signs  of  atropinization 
(dry,  flushed  face  and  skin,  tachycardia  even 


as  high  as  140/min.)  are  seen.  Mild  atropini- 
zation is  maintained  24  to  48  hours.  Careful 
watch  for  cyanosis  is  essential  because  of 
danger  of  it  inducing  ventricular  fibrillation. 
Favorable  response  to  atropine  does  not 
guarantee  against  sudden  and  fatal  relapse. 

Glucose  seems  to  augment  tropine’s  an- 
tidotal action.  Tendency  to  convulsions  can 
be  minimized  by  careful  use  of  barbiturates. 

Pro  tapan*  (prolidoxime  or  2 pyridine  al- 
doxime),  1000  mg  intravenously,  repeated 
once  again  several  hours  later,  helps  to  reac- 
tivate cholinesterase.  This  is  of  great  help 
to  the  atropine  therapy,  but  is  not  sufficient 
treatment  without  atropine.  Together  they 
are  remarkable. 

Fluid  balance  is  maintained  special  care 
being  taken  to  avoid  overloading  which  may 
result  in  pulmonary  edema. 

Morphine,  aminophylline,  theophylline, 
succinyl  choline  and  phenothiazine  com- 
pounds are  contraindicated. 

Identification 

Parathion  has  an  onion-garlic  odor  even  in  the 
breath  or  vomitus  or  gastric  contents. 

Parathion  metabolizes  easily  to  p-nitrophenol: 

Steam  distill  10  ml  of  vomitus,  urine,  stomach 
contents,  residue,  etc.,  and  collect  about  10  ml 
of  distillate.  Add  2 pellets  of  sodium  hydroxide. 
The  yellow  color  produced  is  positive  for  p-ni- 
trophenol  (metabolite)  . This  can  be  reported 
as  traces,  moderate  or  large  amounts  as  compared 
with  a Parathion  standard.  This  p-nitrophenol 
test  is  excellent  to  detect  early  exposures  or 
chronic  exposures  because  it  is  sensitive  to  very 
small  amounts.  EPN  is  another  organic  phos- 
phate ester  that  also  contains  this  p-nitrophenoi 
radical. 

Alternate:  Can  also  extract  vomitus  with- 
n-hexane  or  petroleum  ether,  evaporate  and  dis- 

* Campbell  Pharmaceuticals  Inc.,  121  East  24th 
Street,  New  York. 
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solve  residue  in  ethanol,  then  add  water  and 
one  pellet  of  sodium  hydroxide  to  produce  the 
yellow  color. 

Total  organic  phosphorus  in  stomach  contents: 

(Presumptive  with  a strong  history  and  typical 
signs  and  symptoms)  . Caution:  Rice  in  stomach 
may  also  be  postive. 

Extract  with  petroleum  ether  or  n-hexane  and 
then  evaporate.  Dissolve  residue  in  5 ml  of 
ethanol  and  then  add  10  ml  of  nitric  acid  and 
gently  heat  on  a water  bath  for  about  BO  minutes 
at  lOO^C.  Filter  and  then  add  ammonium  molyb- 
date reagent  and  a little  HN03  and  gently  heat. 
A canary  colored  yellow  precipitate  is  positive. 
Fiske-Sabarrow  or  any  other  test  for  the  phospha- 
te radical  is  also  equally  good. 

Thin  layer  chromatography  (4). 

Glass  plates  are  coated  with  silica  gel  G. 
250  u.  Tissue  extract  is  concentrated  into  a few 
drops  of  chloroform  or  alcohol  which  is  spotted 
in  usual  manner  unto  bottom  of  plate.  Select 
proper  solvent  and  ratio  and  suspend  and  contract 
for  about  BO  minutes. 

a)  solvent  : benzene;  ethyl  acetate  (9:1) 
(USPHS)  (5) 

developer  : bromine  vapors  and  flour- 
escein. 

TABLE  II:  ULTRAVIOLET  SPEC- 
TROPHOTOMETRIC  SCAN  FOR 
DETERMINATION 


Max. 
Dens.  1 

1% 

E 1 cm 

Min. 

Dens. 

Parathion  in 

hexane 

270 

347 

heptane 

267 

553 

232 

ethanol 

274 

319 

235 

Methyl  parathion  in 

hexane 

270 

377 

235 

ethanol 

272 

319 

235 

Diazinon  in 

hexane 

241 

130 

234 

Guthion  in 

hexane 

288 

301 

ethanol 

285 

268 

261 

Plate  is  removed 

from 

solvent  tank  and  al- 

lowed  to  air  dry.  Plate  is  then  put  into  another 
tank  saturated  with  bromine  vapors  (an  open 
bottle  at  bottom  of  tank)  for  about  3 minutes. 
Great  caution  with  bromine  should  be  exercised; 
it  is  very  toxic  to  skin  or  to  breathing.  Remove 
plate  and  aerate  free  from  bromine  vapors,  then 
spray  with  fluorescein  reagent  (0.3%  in  ethanol) . 


Blue-white  sports  with  background  of  pink  is 
positive.  These  spots  will  fluoresce  a brilliant 
purple  under  ultraviolet  light. 

If  organic  phosphates  are  negative,  as  above, 
then  spray  the  plate  (after  flourescein)  with  silver 
nitrate  reagent  (10%)  and  expose  the  plate  to 
UV  light.  The  presence  of  a chlorinated  hydro- 
carbon would  be  shown  by  a dark  grey  spot, 

b)  Solvent  : n-hexane:  acetone  (8:2) 
developer  : bromine  vapors  and  fluor- 


escein 

Rf 

Parathion 

0.90 

Diazinon 

0.89 

Malathion 

0.76 

c)  Solvent  : n-hexane:  acetone  (9:1) 
developer  : bromine  vapors  and  fluor- 
escein 

Rf  Rf 

Parathion  0.68  Malathion  0.52 

Diazinon  0.81  Guthion  0.20 

Residue,  vomitus,  or  gastric  lavage  is  extracted 
with  n-hexane  or  n-heptane  (spectro  grade)  , 
filtered  and  the  scanned  in  the  UV  spectrophoto- 
meter with  a reference  blank  of  the  solvent 
shaken  with  water  and  filtered  (6)  . 

Cholinesterase  activity  (7). 

Reagents: 

Saponin,  0.01%;  sodium  chloride,  0.9%,  made 
fresh. 

Actylcholine  substrate  for  RBC:  0.11  M acetyl 
choline  chloride  (2.000  Gm  in  100  ml  water)  add 
2 drops  of  toluene  and  keep  in  refrigerator. 

Buffer:  0.02  M sodium  barbital  (4.1236  Gm) , 
0.004  M potassium  dihydrogen  phosphate  (KH2 
PO4) , (0.5446  Gm)  0.60  M potassium  chloride 
44.730  Gm)  are  dissolved  in  900  ml  of  water,  add 
28.0  ml  0.1N  hydrochloric  acid  while  shaking.  The 
volume  is  brought  to  exactly  1000  ml  with  water. 
pH  is  exactly  8.10  at  259C.  Add  several  drops  of 
toluene  and  keep  in  refrigeration. 

Check  buffer  before  each  use,  because  capacity 
decreases  after  several  weeks.  If  in  doubt,  discard 
and  remake. 

Blood  is  collected  in  heparinized  tubes.  Do  not 
use  fluoride.  Separate  RBC  as  soon  as  possible  and 
suspend  in  isotonic  saline. 
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TABLE  III:  CORRECTION  FACTORS 
FOR  USE  IN  EQUATION  I 


PH2 

b 

f 

7.8 

0.03 

0.94 

7.8 

0.02 

0.95 

7.7 

0.01 

0.96 

7.6 

0.00 

0.97 

7.5 

0.00 

0.98 

7.4 

0.00 

0.99 

7.3 

0.00 

1.00 

7.2 

0.00 

1.00 

7.1 

0.00 

1.00 

7.0 

0.00 

1.00 

6.8 

0.00 

0.99 

6.6 

0.00 

0.97 

6.2 

0.00 

0.97 

6.0 

0.00 

0.99 

Procedure: 

Centrifuge  5 ml  of  blood  in  a graduated  tube 
at  2,000  rpm  for  15  min.  Separate  plasma.  Mix 
RBC  with  2 to  3 times  its  volume  with  0.9%  and 
again  centrifuge  at  2,000  for  about  15  min.  Discard 
supernatant  fluid  and  repeat  washing  with  0.9% 
NaCI.  This  time  centrifuge  at  2,000  rpm  for  20 
minutes.  Note  volume  of  RBC  (done  in  graduated 
tube)  . Remove  sufficient  supernatant  fluid  so 
now  the  exact  remaining  fluid  is  equal  to  volume 
of  RBC  (total  is  twice  volume  of  RBC)  . Mix 
cells  and  fluid  thoroughly.  Remove  0.4  ml  of  cell 
suspension  and  hemolyze  this  with  9.6  ml  of  0.01% 
saponin.  One  ml  of  hemolyzed  solution  RBC  = 

0.02  ml  of  original  RBC  is  added  to  1 ml  of 
buffer  solution  and  is  placed  in  a water  back  at 
259C  for  10  minutes  to  establish  equilibrium.  Now 
determine  the  initial  pH  to  the  nearest  0.01  unit 
(pH,)  . Now  add  0.2  ml  of  0.11  M acetylcholine 
solution  with  rapid  mixing  and  the  exact  time  is 
recorded.  Allow  the  enzymatic  reaction  to  proceed 
for  exactly  1— y2  hours.  Final  pH  (pH2)  is  determ- 
ined and  exact  time  at  which  pH  was  measured 
is  recorded.  Calculate  the  cholinesterase  activity 
in  A pH/ hr  as  follows: 

(pH,  - pH2) 

A pH/hr  = — f 

pH,  = initial;  pH2  = final;  +i  mix  with 
acetyl  choline;  +2  time  of  pH2;  b = non-enzymatic 
correction  for  blank;  f = correction  for  variations 


both  taken  from  table  by  Michel  (see  below) . 

Sample:  pH,  = 8.06;  pH2  = 7.82 

t,  = 9.13;  t2  - 10:27  (10:27  = 9:13 

= 75  min.  = 1.23  hrs. 

(8.06  - 7.82)  - 0.02 

A pH/hr  j-gg 0.95  - 0.170 

A pH/hr  = 0.170 

Michel  states  normal  mean  to  be  0.703  A pH/hr. 

To  express  the  A PH  as  .%  of  normal: 

0.170  X 100  = 22.6% 

"OTOl 

However,  normal  values  may  have  a wide  range: 

0.40  to  1.00  pH/hr  in  humans. 

Pitfalls  to  be  avoided  in  cholinesterase  determina- 
tion: 

1.  Sample  should  not  be  contaminated  with 
fumes  of  acids  or  alkali  from  the  air. 

2.  To  obtain  good  results  you  must  immediately 
separate  plasma  from  RBC;  put  the  '-RBC  in  a 
0.9%  saline  solution. 

3.  Separated  cells  should  be  kept  at  0 — 5?C, 
because  loss  of  enzyme  activity  can  occur  if  these 
samples  stay  at  room  temperature  for  too  long. 

4.  Plasma  and  RBC  are  stable  for  several  weeks 
if  kept  at  0 — 5^. 

5.  Plasma  can  be  stored  for  several  months  in 
the  frozen  state. 

6.  Speed  and  duration  of  the  centrifugation 
should  be  standardized. 

7.  Prevent  overheating  of  the  samples  which 
might  occur  during  centrifugation. 

8.  Concentration  of  substrate  should  be  low. 

9.  Temperature  of  the  reaction  mixture  during 
the  incubation  period  should  be  controlled. 

10.  It  is  essential  to  control  the  pH  of  the 
reaction  mixture  within  narrow  limits,  otherwise 
you  get  variables  (check-  pH  -buffer  before  each 
determination)  . 

11.  The  most  common  source  of  error  lies  in 
the  buffer  solution.  If  in  doubt,  discard  it  and 
make  fresh. 

12.  Before  each  use  of  the  pH  meter,  the 
calomel  electrodes  should  be  checked  to  ensure 
free  flow  of  the  KCI. 
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Comments 

A gradual  low  exposure  to  an  organic 
phosphate  ester  may  diminish  the  cholines- 
terase activity  to  a low  level  (0.2  A pH/hr 
in  man)  and  yet  may  not  produce  severe 
symptoms  or  toxicity.  Whereas,  a sudden 
large  exposure,  on  the  other  hand,  will  also 
produce  a low  0.2  A pH/hr.  but  this  time 
with  severe  symptoms  and  toxicity.  Choli- 
nesterase levels  therefore  must  always  be 
associated  with  symptoms  and  signs  before 
an  accurate  evaluation  can  be  made.  Death 
can  occur  at  0.10  A pH/hr.  and  yet  persons 
have  survived  with  much  lower  levels. 

Summary 

Parathion  is  now  by  far  the  most  frequent 
cause  of  fatal  poisoning  in  Puerto  Rico.  At 
least  30  known  deaths  occurred  last  year  due 
to  its  easy  availability  and  extreme  toxicity. 
The  total  figure  is  believed  to  be  higher 
because  these  30  cases  represent  only  those 
autopsies  performed  at  the  Institute  of  Legal 
Medicine  and  only  those  deaths  occurring  in 
or  near  San  Juan. 

Parathion  and  its  derivatives  are  excellent 
insecticides.  We  need  to  use  it;  we  need  to 
learn  to  live  with  it. 

Because  of  the  alarmingly  large  numbers 
of  deaths  that  have  occurred,  the  public 
must  be  made  more  aware  of  its  dangers  and 
physicians  should  be  more  familiar  with  its 
toxic  action  and  treatment. 

A brief  discussion  of  the  various  local 
trade  names  and  derivatives,  its  properties, 
minimum  lethal  dose  (MLD)  and  uses,  is 
given.  Signs  and  symptoms  in  progressive 
order  are  listed  as  well  as  treatment  and 
management  of  the  patient. 

A section  on  the  rapid  identification  of 
Parathion  is  offered  for  those  laboratories  or 


clinicians  that  have  a “need  to  do”.  Simple, 
rapid  testing  in  addition  to  details  of  the 
classic  Michel  electrometric  method  for  cho- 
linesterase is  given. 

Tabulations  based  on  the  annual  reports 
of  the  Institute  of  Legal  Medicine  for  1966, 
1965  and  1964  are  included  to  indicate  the 
great  frequency  of  Parathion  as  a “Killer”. 

Resumen 

El  Paratión  es  por  mucho  el  agente  más 
frecuentemente  identificado  en  los  casos  de 
intoxicación  fatal  en  Puerto  Rico.  Por  lo  me- 
nos 30  muertes  comprobadas  han  sido  cau- 
sadas por  este  veneno  durante  el  año  pasado. 
Esto  se  debe  a su  fácil  acceso  y a su  toxicidad 
extrema.  El  número  total  probablemente  es 
mucho  mayor  porque  estos  30  casos  repre- 
sentan solamente  las  autopsias  practicadas 
en  el  instituto  de  Medicina  Legal  y corres- 
ponden solamente  a muertes  ocurridas  en 
San  Juan  o en  sus  cercanías. 

El  Paratión  así  como  sus  derivados  y pro- 
ductos parecidos  son  insecticidas  excelentes. 
Hay,  pues,  la  necesidad  de  usarlos,  pero  tam- 
bién debemos  aprender  a usarlos  con  precau- 
ción. Debido  al  número  alarmante  de  muertes 
que  han  ocurrido,  el  público  debería  estar 
más  consciente  de  sus  peligros  y los  médicos 
mucho  más  familiarizados  con  su  acción  tó- 
xica y su  tratamiento  correspondiente. 

Se  incluye  una  corta  discusión  sobre  los 
distintos  derivados,  nombres  comerciales  lo- 
cales, así  como  de  sus  propiedades,  usos  y 
dosis  letales  mínimas.  Se  enumeran  los  signos 
y síntomas  de  intoxicación  en  un  orden  pro- 
gresivo, así  como  también  el  tratamiento  y 
cuidado  del  paciente. 

Se  ofrece  una  corta  sección  sobre  la  iden- 
tificación del  Paratión  para  aquellos  labora- 
torios o clínicas  que  tengan  la  necesidad  de 
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hacerlo.  Análisis  simples  y rápidos  en  adición 
al  clásico  método  electrométrico  de  Michel 
para  colinesterasa  son  también  presentados. 

Tabulamos  datos  tomados  del  informe 
anual  del  Instituto  de  Medicina  Legal  de  los 
años  1966,  1965  y 1964,  que  demuestran  la 
gran  frecuencia  del  Paratión  como  causa  de 
muerte. 
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SERVICIOS 
MEDICOS  EN  PUERTO  RICO 

Problemática  y Proyecciones 


Jaime  Benitez,  LIM 


Hay  algo  en  lo  imprescindible  que  nos 
inclina  a pensar  que  siempre  ha  existido, 
a darlo  por  descontado.  Es  difícil  concebir 
que  aquello  que  nos  resulta  indispensable 
no  haya  estado  perennemente  a nuestro  al- 
cance. Así,  por  ejemplo,  es  asombroso  re- 
cordar que  en  fecha  tan  próxima  como  el 
año  1949  no  sabíamos  aún  si  se  establecería 
o no  la  Escuela  Médica  en  Puerto  Rico.  La 
de  Salud  Pública  y la  de  Odontología  son 
aún  más  recientes.  No  es  hasta  agosto  de 
1950  que  se  abren  nuestras  aulas  para  ini- 
ciar lo  que  ahora  es  una  realidad  en  pleni- 
tud ascendente. 

Los  programas  de  las  Ciencias  Médicas 
forman  ya  un  recinto  autónomo  y conjunta- 
mente con  el  de  Río  Piedras  y el  de  Maya- 
güez  constituyen  el  trípode  académico  sobre 
el  cual  descansa  el  sistema  universitario 
recién  establecido. 

El  Rector  Nigaglioni 

Saludo  en  cada  uno  de  ustedes  a la  pri- 
mera clase  graduanda  del  nuevo  recinto. 
Preside  estas  facultades  el  estudiante  más 
destacado  del  primer  grupo  de  los  médicos 

Discurso  pronunciado  por  el  Presidente  de  la 
Universidad  de  Puerto  Rico,  don  Jaime  Benitez, 
en  los  ejercicios  de  graduación  del  Recinto  de 
Ciencias  Médicas,  celebrados  en  el  Teatro  de  la 
Universidad,  Río  Piedras,  P.  R.,  el  26  de  mayo 
de  1967. 


que  obtuvieron  su  título  en  la  universidad  de 
Puerto  Rico,  el  doctor  Adán  Nigaglioni 
Loyola.  Su  gestión  institucional  está  compro- 
metida en  ese  afán  de  excelencia  que  ha 
caracterizado  su  vida  universitaria  desde  que 
llegó  a Río  Piedras  como  estudiante  de 
básico  en  el  1947.  Hago  esa  afectuosa  añoran- 
za en  la  actitud  exigente  que  ha  caracteri- 
zado mi  trato  con  las  juventudes:  la  de  re- 
clamarle a los  mejor  dotados  la  mayor  perse- 
verancia en  el  servicio  a los  demás.  De  sus 
maestros,  de  sus  compañeros,  de  sus  colegas 
y de  todos  nosotros,  merece  tanto  el  doctor 
Nigaglioni  como  el  liderato  profesional  del 
Recinto,  la  colaboración  más  estrecha  en  el 
amplio  programa  de  la  educación  médica 
por  delante. 

La  problemática  y las  proyecciones  de  la 
expansión  en  los  servicios  médicos  en  Puerto 
Rico  es  el  tema  de  mis  palabras  de  hoy. 

Pertenecen  ustedes  a un  campo  profesio- 
nal — el  cuidado  de  la  salud  — dentro  del 
cual  prevalece  una  creciente  escasez  de  per- 
sonal diestro  en  Puerto  Rico  y en  Estados 
Unidos.  Esta  clase  graduanda,  todas  las  an- 
teriores y las  que  habrán  de  seguirle  tienen 
por  delante  más  trabajo  del  que  les  será  hu- 
manamente posible  realizar  de  inmediato  y 
en  el  futuro  previsible. 

Ni  en  Estados  Unidos  ni  en  Puerto  Rico 
se  han  entrenado  durante  el  pasado  cuarto 
de  siglo  los  médicos,  dentistas  y enfermeras 


369 


370 


Volumen  59 
Núm.  9 


J.  Benitez,  LIB 


necesarios.  No  sólo  el  incremento  poblacional, 
sino  también  el  aumento  en  los  años  de  vida, 
el  auge  en  los  niveles  económicos,  educativos, 
humanos  y ahora  las  oportunidades  que 
brinda  la  legislación  federal  reciente  a la 
que  aludiré  luego,  intensifican  la  demanda  de 
servicios  médicos  y paramédicos  a un  ritmo 
más  intenso  del  de  la  expansión  educativa  del 
personal  médico. 

La  Medicina  en  Estados  Unidos  y en  la  Unión 
Soviética 

Estados  Unidos  se  ha  convertido  en  los 
últimos  años  en  un  pais  científicamente 
“deudor”,  que  nutre  sus  servicios  médicos  con 
aportaciones  crecientes  de  talento  de  fuera. 
Más  del  28%  de  las  personas  admitidas  en 
Estados  Unidos  al  ejercicio  de  la  profesión 
médica  en  1965  provienen  de  universidades 
extranjeras,  en  su  inmensa  mayoría  ciudada- 
nos de  Hispanoamérica,  Asia,  y el  Cercano 
Oriente. 

En  lo  que  concierne  a los  internados  y re- 
sidencias en  hospitales  públicos  y privados  de 
Estados  Unidos,  el  número  de  profesionales 
graduados  en  universidades  extranjeras  — no 
se  incluyen  en  esta  clasificación  los  graduados 
del  Canadá  ni,  desde  luego,  los  graduados  en 
Puerto  Rico  — fluctúa  entre  20  y 65  por 
ciento,  dependiendo  de  las  especializaciones. 

La  Unión  Soviética  gradúa  tres  veces 
más  médicos  que  Estados  Unidos  y exporta 
anualmente  2,000  médicos  a los  países  a los 
que  está  políticamente  vinculada.  Estados 
Unidos,  por  el  contrario,  importa  alrededor 
de  ese  mismo  número  de  las  comunidades 
más  pobres.  El  drenaje  del  talento  de  comuni- 
dades más  débiles  las  empobrece  y las  hosti- 
liza. La  insuficiencia  en  la  educación  de  los 
equipos  médicos  ha  tenido  la  consecuencia 
de  que  aún  aprovechándose  el  talento  extran- 
jero los  servicios  esenciales  a la  salud  no  están 


aún  en  Estados  Unidos  debidamente  atendi- 
dos. 

Vamos  a Triplicar  la  Matrícula 

Para  empezar  a remediar  las  consecuen- 
cias de  esta  equivocada  política  restrictiva  re- 
comienda el  Profesor  Alex  Gerber  en  su  ar- 
tículo The  Medical  Manpower  Shortage*, 
duplicar  en  diez  años  la  matrícula  de  primer 
año  en  los  diversos  programas  médicos  del 
continente.  Anticipa  que  no  será  posible. 
Nosotros  en  Puerto  Rico  nos  proponemos 
triplicar  la  matrícula  del  Recinto  de  Cien- 
cias Médicas  en  ese  mismo  plazo.  Nos  será 
posible  pero  no  será  suficiente.  Este  año  em- 
pezáremos a levantar  en  el  centro  Médico 
las  instalaciones  necesarias  para  esa  expan- 
sión. 

El  desbalance  entre  los  servicios  de  salud 
que  se  necesitan  y los  que  se  reciben  ha  que- 
dado dramáticamente  demostrado  al  legislar- 
se para  reconocer  el  derecho  de  indigentes  y 
ancianos  a recibir  atención  médica  y hospita- 
laria con  cargo  al  erario  público  federal  y 
estadual. 

La  Medicina  No  es  un  Privilegio  de  Ricos 

La  atención  médica  no  puede  verse  o 
proveerse  como  un  privilegio  de  las  personas 
ricas  o un  subsidio  que  se  da  a los  pobres 
sino  como  una  responsabilidad  y un  deber 
de  todos  los  que  hacen  profesión  de  voca- 
ción médica  y como  un  derecho  esencial 
de  todo  ser  humano  ya  sea  pobre,  rico,  o 
ni  pobre  ni  rico,  sino  parte  de  ese  grupo 
intermedio  que  en  el  mundo  civilizado  tien- 
de a constituir  el  contingente  mayor,  de  mo- 
do que  el  progreso  social  se  mide  precisa- 
mente por  su  continuada  dilatación.  ¿Cómo 
podemos  proveer  en  Puerto  Rico  en  los  años 
por  delante  el  mejor  servicio  posible  a toda 

• "Journal  of  Medical  Education ",  Abril  de  1967, 
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la  comunidad?  Este  interrogante  constituye 
la  problemática  de  sus  profesiones,  jóvenes 
graduandos.  Para  compartir  esta  tarea  y ser- 
virla con  entusiasmo,  con  abnegación,  con 
pericia  es  que  Puerto  Rico  les  ha  dotado  de 
los  máximos  recursos  educativos  a su  alcance. 

Los  Fondos  Federales  para  la  Medicina 

Aunque  las  leyes  federales  y las  del  Esta- 
do Libre  Asociado  coinciden  en  sus  objetivos 
fundamentales,  varias  enmiendas  congresio- 
nales  pendientes  conllevan  dificultades  de 
acoplamiento  que  de  no  resolverse  pueden 
impedir  el  mejor  uso  de  los  fondos  federales 
disponibles  y en  algunos  casos  puede  hacer 
aconsejable,  en  beneficio  de  la  mejor  y más 
amplia  atención  médica,  no  aprovechar  de- 
terminados fondos  federales  si  no  resulta 
viable  lograr  las  adaptaciones  necesarias.  Es- 
to último  ya  se  ha  visto  precisado  a hacerlo 
varios  estados  federados. 

La  dificultad  radica  en  que  la  diferente 
trayectoria  histórica  que  ha  tenido  el  ejer- 
cicio de  la  medicina  y de  la  atención  hospi- 
talaria en  Estados  Unidos  y en  Puerto  Rico 
ha  determinado  estructuras  y prácticas  dis- 
tintas para  atender  las  situaciones  de  indi- 
gencia médica.  Estas  diferencias  no  pueden 
eliminarse  de  un  día  para  otro,  ni  de  un  año 
para  otro.  Además  hemos  alcanzado  adelan- 
tos y desarrollos  en  la  práctica  de  la  medi- 
cina y de  la  salud  pública  que  conviene  re- 
tener y destacar. 

Por  más  de  medio  siglo  en  Puerto  Ri- 
co — a diferencia  de  Estados  Unidos — la 
atención  de  los  problemas  de  la  Salud  de  la 
mayoría  de  la  población  se  ha  llevado  a ca- 
bo mediante  servicios,  hospitales  y centros 
responsables  directamente  al  gobierno.  Te- 
nemos 2,500  médicos  en  total,  de  los  cuales 
1,217  trabajan  tarea  completa  en  distintas 
formas  del  servicio  público  y 744  a tarea 


parcial.  Solamente  539  doctores,  o sea,  22%, 
no  participan  en  funciones  relacionadas  con 
la  medicina  pública. 

En  Puerto  Rico  hay  139  hospitales,  89 
públicos  y 50  privados.  Hay  un  total  de 
12,558  camas  para  enfermos  de  las  cuales 
8,467  están  en  los  hospitales  públicos  para 
un  67.3%  del  total  y 4,121  camas  en  los  hos- 
pitales privados  para  un  32.7 % del  total. 

Los  Hospitales  en  Estados  Unidos 
y en  Puerto  Rico 

En  Estados  Unidos,  por  el  contrario,  el 
servicio  de  hospitales  se  lleva  a cabo  prin- 
cipalmente a través  de  una  estructura  inter- 
media que  se  conoce  como  hospitales  de  la 
comunidad.  Se  trata  de  instituciones  que 
sin  ser  agencias  o servicios  gubernativos  tie- 
nen un  carácter  público.  Las  dirigen  fun- 
daciones, universidades,  grupos  filantrópicos, 
órdenes  religiosas  y juntas  de  ciudadanos 
particulares  y,  en  ningún  caso  persiguen  fi- 
nes pecuniarios  sino  de  servicio.  En  Puerto 
Rico,  la  mayoría  de  los  hospitales  no  guber- 
nativos son  hospitales  privados.  Se  han  or- 
ganizado en  torno  a figuras  distinguidas  de 
la  medicina  y fueron  en  su  comienzo  una 
extensión  del  consultorio  particular. 

El  grupo  de  hospitales  de  la  comuni- 
dad constituye  aún  una  minoría.  Se  des- 
tacan entre  estos  el  Hospital  de  la  Concep- 
ción, los  hospitales  Menonistas  y Castañer, 
el  Hospital  Presbiteriano,  la  Liga  Puerto- 
rriqueña Contra  el  Cáncer,  el  Hospital  del 
Maestro,  el  Auxilio  Mutuo,  las  Clínicas  Dr. 
Pila,  Asilo  de  Damas  y San  Rafael,  de  Ponce. 

La  legislación  federal  propuesta  toma  de 
modelo  la  práctica  médica  y hospitálaria  vi- 
gente en  los  estados  y aún  no  hace  las  ex- 
cepciones necesarias  para  atemperarlas  al 
desarrollo  alcanzado  en  Puerto  Rico  en  el 
renglón  de  servicios  médicos  y hospitalarios 
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de  carácter  público. 

Existe  general  coincidencia  en  Puerto 
Rico  sobre  la  necesidad  de  hacer  importan- 
tes enmiendas  a las  diversas  propuestas 
pendientes  de  consideración  congresional  así 
como,  por  ejemplo,  la  necesidad  de  man- 
tener separadas  las  disposiciones  relativas 
a ayuda  por  concepto  de  bienestar  públi- 
co y ayuda  por  concepto  de  indigencia  mé- 
dica, de  suerte  que  la  segunda  pueda  ser 
más  amplia  que  la  primera.  También  hay 
coincidencia  en  lo  que  concierne  a la  de- 
seabilidad  de  equiparar  la  aportación  fede- 
ral en  los  casos  de  pareo  entre  los  estados 
y Puerto  Rico. 

Los  Servicios  Privados  y los  Públicos 

Por  otra  parte  hay  legítimas  y serias 
discrepancias  en  lo  referente  a los  costos  de 
los  servicios  privados  en  contraste  con  los 
servicios  públicos.  También  hay  dudas  acer- 
ca de  las  consecuencias  de  cambiar  el  cri- 
terio que  ha  prevalecido  hasta  ahora,  en 
virtud  del  cual  el  millón  y medio  de  per- 
sonas más  pobres  en  nuestra  sociedad  reci- 
ben las  atenciones  a su  salud  en  exclusivi- 
dad como  parte  de  la  medicina  pública,  en 
hospitales  municipales  y regionales,  en  cen- 
tros de  salud,  en  dispensarios,  en  servicios 
ambulatorios,  etc.  Se  propone,  en  legisla- 
ción de  Medicaid  pendiente,  establecer,  en 
vez,  el  sistema  de  libre  selección  por  parte 
de  esos  pacientes. 

¿Cuáles  son  los  méritos  y deméritos  de 
esta  propuesta?  Es  improbable  que  pueda 
cambiarse  de  un  sistema  a otro  en  el  plazo 
de  dos  años  que  se  propone,  aún  en  el  su- 
puesto de  que  fuese  aconsejable  hacerlo. 
Ciertamente  sería  inaceptable  desmantelar 
el  sistema  hospitalario  público  que  tan  va- 
liosos servicios  ha  rendido  en  el  pasado  y 
rinde  en  la  actualidad.  Confío  en  que  aún 


los  más  fervorosos  defensores  del  sistema  de 
libre  selección  no  tengan  tal  objetivo  en 
mente.  Lo  anterior  no  excluye  la  convenien- 
cia de  facilitar  la  mayor  reorganización  po- 
sible tanto  en  los  niveles  públicos  como  en 
los  privados  para  propiciar  la  orientación 
hacia  hospitales  de  la  comunidad  y la  ma- 
yor libertad  de  movimiento  y de  aprovecha- 
miento por  parte  de  todos  los  enfermos  de 
las  oportunidades  mejores  de  atención  mé- 
dica. 

Sobre  el  Hospital  Universitario 

La  libertad  de  opción  es  un  principio 
válido  en  sí.  ¿Qué  significa  este  principio 
en  términos  de  nuestros  logros,  de  nuestras 
realidades  y de  nuestras  aspiraciones?  ¿En 
qué  medida  existe  esa  libertad  de  selección 
aún  para  las  personas  con  recursos  propios 
cuando  los  hospitales  y los  consultorios  es- 
tán congestionados?  ¿Cómo  mejor  lograr 
que  nuestros  desvalidos  tengan  libre  acce- 
so con  la  mayor  expedición  y seguridad  po- 
sible a los  servicios  médicos  que  urgente- 
mente necesitan? 

Al  mismo  tiempo  la  libertad  de  opción 
es  un  principio  que  no  tiene  porqué  limi- 
tarse a las  personas  menesterosas.  Existen 
numerosos  servicios  públicos,  médicos,  edu- 
cativos, científicos  que  por  su  propia  natu- 
raleza, por  los  altos  costos  que  conllevan, 
sólo  están  asequibles  a los  recursos  del  po- 
der público.  Por  ejemplo,  el  Hospital  Uni- 
versitario dispone,  como  es  natural  en  un 
centro  de  entrenamiento  y de  investigación, 
de  equipos  médicos  y recursos  científicos 
más  avanzados  y modernos  que  los  que  tie- 
nen a su  alcance  los  hospitales  privados  de 
Puerto  Rico.  Su  facultad  trabaja  por  exi- 
gencia de  su  propio  menester,  en  la  fron- 
tera de  la  ciencia,  y puede  poner  a contri- 
bución los  adelantos  mayores  en  el  trata- 
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miento  de  casos  especiales.  Para  mí  es  evi- 
dente que  las  facilidades  excepcionales  del 
Hospital  Universitario  deben  ser  asequibles 
en  igualdad  de  condiciones,  en  lo  que  a 
médicos,  equipos,  máquinas  y habitaciones 
concierne,  a ricos,  pobres  o intermedios  in- 
dependientemente de  si  pagan  o no,  o de 
cuánto  pagan  en  la  igualdad  humana  de 
la  enfermedad  y del  dolor.  Deben  tener  esa 
oportunidad  de  atención  médica  de  igual 
manera  como  la  tienen  de  entrenamiento 
y de  enseñanza  los  hijos  de  los  ricos  o de 
los  pobres  que  concurren  a nuestras  aulas. 

La  Asociación  Médica  de  Puerto  Rico 

Al  hablar  sobre  la  igualdad  de  trata- 
miento que  se  debe  al  enfermo,  me  com- 
place citar  las  palabras  de  nuestro  invitado 
de  hoy,  el  Presidente  de  la  Asociación  Mé- 
dica de  Puerto  Rico,  Dr.  Luis  A.  Izquierdo 
Mora,  graduado  de  esta  Escuela  en  1956, 
quien  al  testificar  recientemente  sobre  las 
enmiendas  federales  pendientes,  sostenía  que 
la  Asociación  Médica  de  Puerto  Rico: 

"Reconoce  una  sola  clase  de  paciente:  el  en- 
fermo; una  sola  clase  de  médico:  aquél  que  desea 
servir  a la  comunidad;  una  calidad  de  servicios 
médicos:  de  primera  para  todos  los  ciudadanos, 
irrespectivo  de  su  condición  social,  económica,  de 
su  raza,  creencias  políticas  y religiosas.  La  meta 
de  nuestra  Asociación  Médica  es  Operación  Igual- 
dad, una  sola  calidad  de  servicios  médicos  para 
todos.” 

Con  la  anterior  expresión  coincidimos 
todos.  ¿ Podremos  cooperar  unos  con  otros 
para  lograr  objetivos  tan  deseables?  No  lo 
sé.  A veces  con  las  mismas  palabras  deci- 
mos cosas  distintas  aún  con  la  mejor  buena 
fe.  ¿Estamos  hablando  el  mismo  idioma  al 
hablar  de  la  libre  selección?  Pienso  que  a 
todos  urge  alcanzar  una  concordancia  esen- 
cial sobre  los  objetivos  y sobre  las  mejores 


maneras  de  lograr  esos  objetivos.  Como  se- 
ñalaba al  principio,  hay  amplia  y fecunda 
labor  por  delante.  Aún  todos  juntos,  no  po- 
dremos hacer  cuanto  se  necesita.  Sin  embar- 
go, nos  cumple  proceder  con  buena  volun- 
tad general  en  la  limpieza  y en  la  lealtad 
del  juramento  que  se  toma  hoy.  La  trayec- 
toria por  delante  supone  esclarecimientos 
recíprocos.  En  este  espíritu  presento  los  si- 
guientes criterios : 

Los  Propósitos  Comunes 

1 . El  propósito  común  es  el  de  fomen- 
tar la  salud  y combatir  la  enfermedad. 

2 La  labor  que  el  Gobierno  de  Puerto 
Rico  ha  realizado  y realiza  en  el  campo  de 
la  salud  ha  sido,  dentro  de  una  perspectiva 
global,  extraordinaria.  Tiene  que  continuar 
llevándose  a cabo. 

3.  El  ejercicio  de  la  profesión  médica 
en  Puerto  Rico  ha  alcanzado  niveles  de  ex- 
celencia a la  altura  de  las  comunidades  más 
civilizadas  del  mundo.  La-  calidad  de  su 
servicio  ha  prestigiado  todas  las  profesiones 
puertorriqueñas. 

4.  La  medicina,  ni  ninguna  de  sus  ra- 
mas, debe  concebirse  como  una  empresa  si- 
no como  un  ministerio  y una  vocación.  Las 
modificaciones  y reorganizaciones  que  deben 
hacerse  en  nuestro  sistema  de  atención  mé- 
dica no  pueden  estar  gobernadas  por  con- 
sideraciones particulares  sino  por  el  crite- 
rio de  cómo  más  eficazmente  ha  de  aten- 
derse el  cuidado  de  los  enfermos  y la  pro- 
longación de  la  salud  y la  vida  del  ser  hu- 
mano. 

5.  Hay  que  aumentar  y mejorar  los  equi- 
pos médicos  en  todas  sus  ramas.  Mientras 
el  personal  disponible  sea  insuficiente,  ma- 
yor sobrecarga  tendrá  en  su  trabajo  y me- 
nor libertad  real  de  escoger  tendrá  el  pa- 
ciente. 
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6.  Debemos  proveer  los  mayores  recur- 
sos posibles  para  que  la  mayor  libertad  de 
selección  resulte  posible. 

7.  La  tendencia  en  el  servicio  de  hos- 
pitales debe  orientarse  en  la  dirección  de 
hospitales  de  la  comunidad. 

Un  Hospital  Modelo 

8.  El  Recinto  de  las  Ciencias  Médicas 
puede  y debe  aspirar  a que  su  hospital,  con 
las  ampliaciones  que  sean  menester,  sirva 
de  modelo  como  hospital  público,  como 
hospital  de  la  comunidad  y como  cerltro  de 
entrenamiento.  Debe  empeñarse  en  fortale- 
cer las  actitudes  que  reconozcan  la  esencial 
igualdad  en  el  servicio  y en  la  calidad  del 
trato  debido  a todo  enfermo. 

9.  La  medicina  moderna  conlleva  costos 
crecientes  de  hospitalización.  En  Estados 
Unidos  la  Asociación  Americana  de  Hospi- 
tales los  calcula  en  $57.93  por  paciente 
por  día.  En  Puerto  Rico  los  costos  son  me- 
nores. Fluctúan,  según  algunos,  entre  $18.00 
diarios  en  los  hospitales  públicos  y $27.00 
diarios  en  los  privados;  también  tanto  es- 
tas cifras  como  lo  que  ellas  abarcan  están 
en  controversia.  En  todo  caso,  la  tendencia 
en  Estados  Unidos  y en  Puerto  Rico  es  a 
aumentar.  El  erario  público  no  puede  ab- 
sorber gastos  de  esta  magnitud  y al  mismo 
tiempo  ampliar,  como  resulta  aconsejable, 
sus  servicios  y sus  salvaguardias  en  favor  de 
la  población  indigente.  Considero  aconseja- 
ble iniciar  la  práctica  de  fijar  tarifas  míni- 
mas en  los  servicios  médicos  de  carácter 
público,  de  suerte  que  todo  el  que  pueda 
ayudar  o costear  el  servicio  que  recibe  lo 
haga  de  conformidad  a sus  medios.  Al  que 
no  puede  aportar  nada,  nada  debe  reque- 
rírsele. El  que  pueda  compartir  los  costos 
debe  ayudar  a hacerlo.  De  este  modo  las 
aportaciones  que  la  legislación  federal  dis- 


pone, que  en  la  gran  mayoría  de  los  casos 
no  son  totales,  pueden  complementarse  con 
los  recursos  del  propio  paciente,  quien  con 
ello  no  sólo  tendrá  la  satisfacción  de  apor- 
tar aunque  sólo  sea  parcialmente  al  costo  de 
sus  servicios  sino  también  a la  extensión  a 
los  demás  de  estos  programas. 

10.  Es  evidente,  además,  que  va  a re- 
sultar menester  conseguir  readaptaciones  ad- 
ministrativas y legislativas  tanto  en  el  Con- 
greso como  en  Puerto  Rico  para  posibilitar 
el  continuado  progreso  de  nuestros  servicios 
médicos. 

El  Servicio  al  Semejante 

He  querido  tomar  esta  ocasión  para  ex- 
hortar a la  mayor  inteligencia  previa  en 
este  campo  en  la  confianza  de  que  a todos 
los  aquí  congregados  nos  une  la  misma  de- 
voción por  el  servicio  al  semejante  y la  mis- 
ma convicción  de  que  en  el  cumplimiento 
de  las  tareas  en  que  hemos  colaborado  jun- 
tos aceptemos  todos  la  obligación  de  re- 
conocer el  viejo  principio  latino  salus  pú- 
blica suprema  lex. 

Lo  que  he  dicho  no  agota  el  tema  plan- 
teado sino  que  forma  parte  de  la  exposi- 
ción de  criterios  que  asunto  tan  importan- 
te requiere  y que  amerita  el  más  cuidado- 
so, responsable  y sereno  estudio.  No  he  dis- 
cutido, por  ejemplo,  problemas  administra- 
tivos y burocráticos  inherentes  en  las  pers- 
pectivas señaladas.  Proyectamos  auspiciar  se- 
minarios e intercambios  de  ideas  en  el  Re- 
cinto Médico  sobre  diversos  aspectos  de  la 
problemática  y de  las  proyecciones  de  los 
servicios  médicos  en  Puerto  Rico.  Aspira- 
mos a interesar  en  estas  deliberaciones  a las 
facultades  del  Recinto,  a miembros  de  las 
profesiones  médicas,  a visitantes  del  exte- 
rior y al  liderato  del  Departamento  de  Sa- 
lud, cuyo  Secretario,  Dr.  Mario  García  Pal- 
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mieri,  fue  hasta  su  designación  figura  des- 
tacada de  este  claustro  y maestro  de  uste- 
des, y cuyo  distinguido  antecesor,  Dr.  Gui- 
llermo Arbona,  está  ahora  de  regreso  entre 
nosotros  en  la  casa  universitaria  que  presta 
su  profesorado  para  las  más  honrosas  res- 
ponsabilidades y los  reincorpora  a su  docen- 
cia fortalecidos  con  sus  experiencias  y ser- 
vicios públicos. 

Jóvenes  graduandos:  si  algo  he  querido 


decirles  hoy  es  que  la  vocación  los  ha  con- 
ducido por  un  rumbo  donde  no  hay  mar- 
gen para  la  impericia,  la  pereza  ni  el  afán 
desmedido  de  lucro.  El  amor  al  conoci- 
miento, al  hombre  y al  enfermo  tiene  que 
hacerles  ágiles  los  pies,  las  manos,  la  mira- 
da, el  entendimiento  en  el  auxilio  del  se- 
mejante. Sólo  así  al  fin  de  cada  día  de  tra- 
bajo sobre  los  hombros  cansados  podrán  le- 
vantar la  cabeza  serena. 


OPERACION  IGUALDAD:  MEJOR  CALIDAD  DE  SERVICIOS  - LIBRE  SELECCION  DE  MEDICO 


CASE  REPORT 


SURGERY  IN  GOUT 


E.  Blas  Ferraiouli,  MD.  FACS,  DABS 


Gout  is  a metabolic  disorder  associated 
with  an  increased  concentration  of  uric 
acid  in  the  blood.  Early  in  its  course  it  is 
characterized  by  few  clinical  manifestations 
except  for  a few  attacks  of  arthritis.  As 
the  disease  progresses,  osseous  and  subcu- 
taneous uric  acid  deposits  appear  and  lead 
to  physical  deformity  and  low  grade  symp- 
toms. Patients  with  advanced  changes  are 
seriously  handicapped  and  suffer  due  to  the 
gradual  increase  in  the  size  of  the  deposits. 
Since  medicinal  measures  are  frequently  in- 
effective in  treating  these  disabling  tophi, 
recourse  has  been  made  to  surgical  treat- 
ment with  considerable  relief  of  symptoms 
and  rehabilitation  of  the  patients. 

The  diagnosis  of  gout  in  the  tophaceous 
stage  of  the  disease  is  easy.  If  subcutaneous 
deposits  of  uric  acid  crystals  have  develop- 
ed, X-rays  usually  will  show  evidence  of 
bony  involvement.  The  concentration  of  uric 
acid  in  the  blood  stream  is  above  6 mgs 
per  cent.  A final  confirmatory  diagnostic 
procedure  is  the  favorable  response  to  full 
doses  of  colchicine  if  given  during  an  acute 
attack. 

The'  surgical  treatment  of  gout  is  ap- 
plicable only  to  patients  who  have  develop- 
ed large  disabling  tophaceous  deposits.  Less 

From  the  Surgical  Service,  San  Juan  Veterans 
Hospital  and  the  University  of  Puerto  Rico  School 
of  Medicine,  San  Juan,  Puerto  Rico. 


than  10%  of  these  patients  need  surgery. 
Successful  operative  results  require  meticu- 
lous surgical  technique  and  adherence  to 
certain  standard  rules,  as  follows: 

a)  Adequate  blood  supply  should  be 
maintained  specially  in  surgery  of  the  low- 
er extremities  as  arteriosclerosis  is  frequent 
in  these  patients. 

b)  Surgery  should  be  done  under  tour- 
niquet. 

c)  Complete  excision  of  the  tophus  with 
its  surrounding  capsule. 

Following  surgery  the  incidence  of  acute 
attacks  of  gout  is  about  85%,  so  that  it  is 
advisable  to  give  colchicine  gr  1/120  t.i.d. 
prior  to  surgery,  and  a similar  quantity 
after  operation. 

Case  Report 

This  is  a 38-year  old  male  veteran  who  is  a 
well-known  case  of  gout,  chronic  glomeruloneph- 
ritis and  hypertensive  vascular  disease.  On  admis- 
sion, in  1960,  he  had  a bilateral  bunionectomy  for 
removal  of  moderate-sized  tophaceous  deposits  witli 
sinuses.  Patient  had  an  uneventful  recovery. 
Patient  was  again  readmitted  June  6,  1961  because 
of  bilateral  synovitis  of  knees,  prominent  tophace- 
ous deposits  over  both  lateral  malleolii,  a moder- 
ate-sized mass  at  the  volar  surface  of  left  wrist 
and  an  acute  flexor  contracture  of  the  left  index 
finger  (Fig.  1)  . 

Laboratory  work:  WBC,  7700/cu.  mm,  with 
64  neutrophiles,  30  lymphocytes  and  6 monocytes: 
RBC,  4.470.000;  hemoglobin,  12  gms.  Urine  specific 
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Fig.  1:  Trophaceous  mass  at  wrist  with  flexor 
contracture  of  finger. 


gravity  was  1.006,  normal  sediment.  The  VDRL 
was  nonreactive.  The  sedimentation  rate  was  13 
mm  per  hour.  The  blood  urea  nitrogen  was  19 
mg  per  cent;  fasting  blood  sugar,  19  mg  per  cent; 
serum  uric  acid,  9.6  mg  per  cent;  serum  cholesterol, 
258  mg  per  cent;  urine  creatinine,  24  hrs.,  was 
1.09  gm;  PSP,  21%  excreted  in  2 hours. 


Fig.  2:  Hand  following  operation.  Amorphous 
uric  acid  crystals  in  sinus  tract. 


X-Ray  work:  Both  feet  — showed  the  charac- 
teristic changes  of  gouty  arthritis  involving  the 
first  metatarsophalangeal  joints.  Left  hand  — 
flexion  deformity  of  the  index  finger. 

The  patient  was  continued  on  0.25  g of  zoxa- 
zolamine  (Flexin®)  and  0.5  g probenecid 
(Benemid®)  tid.  While  in  the  hospital,  he  devel- 
oped an  acute  episode  of  gout  involving  the  left 
knee  and  received  colchicine,  phenylbutazone 
(Butazolidin®)  and  narcotics.  Treatment  of  his 
hypertension  was  started  with  hydrazaline,  50  mgs 
tid  and  reserpin,  0.25  mg  bid  with  adequate 
response. 


Fig.  3:  Tophaceous  mass  involving  resected 
flexor  indicis  sublimus  tendon. 


Fig.  4:  Uric  acid  crystals  embedded  in  the 
tendon  fibers. 


In  May,  1961  surgery  was  performed.  A moder- 
ate-sized tophus  involving  the  flexor  digitorum 
sublimus  to  the  index  finger  and  distal  end  of 
the  tendon  was  excised  (Figs.  3,  4)  . 

The  wound  drained  uric  acid  crystals  for 
about  six  weeks  but  finally  healed  satisfactorily. 
The  function  of  the  index  finger  was  completely 
regained  (Fig.  2)  . 


Summary 

Tophaceous  deposits,  as  a rule,  primar- 
ily involve  joints  and  secondarily  tendons, 
bone  and  soft  tissue,  but  also  they  may  oc- 
cur primarily  in  tendons  and  subcutaneous 
tissue. 

In  well  selected  cases,  surgical  excision 
of  tophus  will  contribute  to  improvement 
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of  function.  Adequate  pre-operative  and 
post-operative  treatment  of  the  patient  with 
colchicine  and  uricosuric  agents  is  essential. 
Close  cooperation  between  the  internist  and 
the  surgeon  in  selection  and  care  of  these 
patients  is  vital. 

A case  involving  a flexor  tendon  of  the 
left  hand  with  complete  rehabilitation  and 
return  of  function  is  presented. 

Resumen 

Los  depósitos  de  ácido  úrico  en  la  gota 
envuelven  primeramente  las  coyunturas  y 
más  tarde  los  tendones,  huesos  y tejidos 
blandos,  pero  ocasionalmente  los  tendones 
o los  tejidos  subcutáneos  pueden  ser  afec- 
tados temprano  en  la  enfermedad. 

En  casos  bien  seleccionados  la  excisión 
de  un  tofo  puede  dar  lugar  a mejoría  fun- 
cional de  una  articulación.  La  preparación 
pre-operatoria  mediante  el  uso  de  colchi- 
cina  y agentes  uricosúricos  es  esencial.  Se 
requiere  la  cooperación  estrecha  entre  el  ci- 


rujano y el  internista  en  la  selección  y cui- 
dado de  estos  casos. 

Se  describe  un  caso  en  que  se  encontró 
envuelto  un  tendón  flexor  de  la  mano,  la 
excisión  del  cual  resultó  en  una  mejoría 
funcional  marcada. 
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EDITORIALES 


PARASITOSIS  INTESTINAL:  AUN  VIGENTE 

A pesar  de  los  grandes  logros  alcanzados  durante  las  últimas  décadas,  por 
las  ciencias  médicas  y para-médicas  en  el  control,  prevención,  tratamiento  y en 
la  erradicación  de  algunas  enfermedades  que  por  siglos  y siglos  han  minado 
nuestra  civilización,  los  parásitos  intestinales  siguen  invadiendo  al  ser  humano 
en  todas  partes  del  mundo.  En  este  número  el  profesor  José  F.  Maldonado,  de 
nuestra  Facultad  de  Medicina,  publica  un  magnífico  trabajo  sobre  la  frecuen- 
cia de  los  parásitos  intestinales  en  seis  regiones  de  Puerto  Rico,  10  años  des- 
pués de  otro  estudio  ya  publicado  por  el  mismo  autor. 

El  estudio  coprológico  realizado  en  un  total  de  7,504  estudiantes  utilizando 
técnicas  sencillas  reveló  la  presencia  de  un  porciento  más  alto  de  Ascaris  lumbri- 
coides  y Trichuris  trichiura  que  el  informado  hace  años,  demostrando,  según  el 
autor,  que  la  salud  de  la  población  escolar  de  Puerto  Rico  ha  deteriorado  en  vez 
de  mejorar,  a pesar  de  los  grandes  esfuerzos  que  ha  realizado  el  gobierno  del  Es- 
tado Libre  Asociado  por  mejorar  los  servicios  médicos  y la  educación  de  nuestro 
pueblo  a un  costo  de  no  menos  de  $800,000,000  durante  el  período  de  1961-1966. 
El  profesor  Maldonado,  muy  lógicamente,  hace  énfasis  en  que  las  limitaciones 
del  estudio  llevado  a cabo  deben  tenerse  presentes  antes  de  llegar  a conclusiones 
que  no  estén  justificadas. 

El  profesor  Maldonado  nos  demuestra  que  la  frecuencia  de  parásitos  intes- 
tinales está  íntimamente  relacionada  con  la  educación  de  la  madre  y con  el  inte- 
rés de  las  autoridades  locales  por  erradicar  los  parásitos.  Es  muy  probable  que 
utilizando  técnicas  coprológicas  más  complejas  el  porciento  de  positivos  aumente 
considerablemente.  Es  interesante  la  observación  que  hace  el  autor  en  relación 
con  los  protozoarios,  que  fueron  encontrados  muy  esporádicamente.  Es  posible 
que  usándose  técnicas  especiales  para  demostrar  estos  parásitos  se  consigan  resul- 
tados superiores. 

En  nuestra  práctica,  tanto  de  consulta  externa  como  de  hospital,  es  notoria 
la  negatividad  del  examen  coprológico.  Esto  contrasta  enormemente  con  los  ha- 
llazgos del  doctor  Maldonado.  Estamos  de  acuerdo  con  el  profesor  Maldonado 
que  la  Giardia  lamblia  es  el  parásito  que  más  habita  el  intestino  humano  pero  es 
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posible  que  su  diagnóstico  coprológico  sea  más  fácil  que  el  de  la  Endameba  his- 
tolytica. La  escasez  de  abcesos  amebianos  hepáticos  es  extraordinaria  en  nuestro 
medioambiente  lo  cual,  probablemente  es  un  índice  de  la  poca  intensidad  de  ame- 
biasis en  nuestra  Isla. 

A pesar  del  porciento  tan  alto  de  parásitos  encontrados  en  el  estudio  del  doc- 
tor Maldonado,  es  sorprendente  el  ver  la  poca  importancia  que  se  le  da  al  examen 
coprológico  en  Puerto  Rico.  Este  examen  no  se  hace  en  nuestros  hospitales  con  la 
frecuencia  que  lo  amerita  y cuando  se  hace,  deja  mucho  que  desear.  Constante- 
mente acuden  a la  consulta  externa  pacientes  que  han  sido  tratados  por  desór- 
denes digestivos  sin  que  nunca  se  haya  pensado  en  hacerles  un  estudio  de  las  he- 
ces fecales.  Por  otro  lado  se  debe  siempre  insistir  en  que  no  todos  los  síntomas  di- 
gestivos son  consecutivos  a la  parasitología  intestinal  y además  que  el  tratamiento 
de  ciertos  parásitos  conlleva  cierta  morbilidad  y hasta  en  ocasiones,  mortalidad,  y 
por  lo  tanto,  se  debe  hacer  un  estudio  clínico  adecuado  antes  de  proceder  a usar 
drogas  parasitotrópicas  peligrosas.  La  gran  mayoría  de  los  parásitos  tienen  una 
vida  corta  y desaparecen,  pues,  sin  tratamiento  específico  alguno.  La  importan- 
cia que  tiene  el  hallazgo  de  parásitos  intestinales  es  que  la  persona  parasitada  no 
vive  higiénicamente  y por  lo  tanto  la  educación  adecuada  constituye  una  columna 
de  gran  fortaleza  en  la  lucha  de  cualquier  pueblo  contra  la  parasitosis  intestinal. 

F.  Hernández  Morales,  MD,  FACP 


A CHEMICAL  EPIDEMIC 

After  reading  Dr.  Sidney  Kaye’s  paper  on  the  toxicology  of  parathion 
and  its  derivatives  before  its  publication  in  the  Boletín,  a number  of  physicians 
were  asked  which  drug,  in  their  estimation,  was  the  major  cause  of  fatal  poi- 
soning in  Puerto  Rico.  Invariably  the  reply  was  the  barbiturates.  Not  one  was 
aware  that  Parathion  was  by  far  the  greater  killer. 

Being  the  excellent  insecticide  that  it  is,  its  popularity  for  vermin  extermina- 
tion, especially  in  tropical  climates  like  Puerto  Rico  is  widespread.  This  is  parti- 
cularly true  in  homes  of  low  income  families  where  children  are  plentiful  and 
conditions  are  crowded. 

What  is  most  alarming  aside  from  its  high  toxicity,  is  its  easy  attainability 
in  all  supermarkets,  grocery  stores  and“ ferreterías”  without  any  more  control 


Bol.  Asoc.  Méd.  P.  Rico 
Septiembre,  1967 


Editorial 


381 


than  the  price  of  the  product.  Its  superior  effectiveness  as  an  insecticide  is 
bound  to  increase  its  use  generally  and  the  manufacturers  constant  attempts  to 
reduce  offensive  odors  from  their  products,  lulls  the  consumer  into  a false  sense 
of  security. 

For  those  who  would  use  Parathion  as  a means  of  suicide,  little  can  usual- 
ly be  done  because  the  large  amount  usually  taken  results  in  rapid  death.  But 
for  the  larger  number  of  accidental  poisonings  in  which  the  initial  symptoms 
are  less  severe,  much  can  be  done,  but  it  must  be  done  quickly,  since  Parathion 
is  a “ nerve  poison”  and  the  respiratory  center  is  easily  destroyed. 

How  successful  this  could  be  depends  on: 

1.  Awareness  by  the  public  and  physicians  that  Parathion  is  deadly. 

2.  Recognition  of  early  toxic  symptoms  by  layman  and  physician. 

3.  First  aid  “ know-how ” by  layman  and  physician. 

4.  Complete  familiarity  by  the  physician  with  the  definitive  treatment 
( atropine , etc.) 

5.  Rapid  availability  of  the  necessary  drugs  (atropine,  glucose,  Protopan) . 
Protopan,  which  helps  to  “reactivate  cholinisterose  and  augments  the  an- 
tidotal effect  of  atropine,  is  not  generally  used,  but  a small  stock  can  be 
stored  in  every  town  municipal  hospital  to  be  called  for  when  neces- 
sary by  any  physician. 

6.  Establishment  of  strategic  Island-wide  poison  treatment  centers  where 
poisoning  cases  can  be  transferred  for  more  prolonged  treatment  after 
first  aid  has  been  given. 

Every  hospital,  large  or  small,  should  have  a group  of  physicians  who  arc 
thoroughly  familiar  with  the  recognition  and  treatment , both  general  and  speci- 
fic, of  the  various  types  of  poisoning.  This  group  should  have  at  least  one 
member  in  rotation  always  available. 

There  have  been  some  hospitals  that  have  tried  to  establish  poisoning 
treatment  centers,  but  general  experience  has  shown  that  treatment  of  poison- 
ing cases  usually  falls  to  the  lot  of  the  doctor  on  call  who  frequently  has  a dif- 
ficult time  in  recognizing  the  toxic  substance,  and  a more  difficult  time  in  re- 
membering the  specific  treatment.  Much  valuable  time  is  lost  in  calling  one  or 
another  colleague  who  might  be  able  to  help,  or  the  patient  is  just  treated 
with  general  measures  only. 

The  formation  of  a group  of  “poison  treatment  specialists”  should  be  the 
concern  of  every  hospital  staff.  Ideally  it  should  include,  among  others,  a pedia- 
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trician,  an  anesthesiologist , a neurologist , and  an  internist. 

As  for  the  public,  spreading  of  information  about  the  danger  of  Parathion 
and  its  derivates  is  essential.  This  can  be  done  by  newspaper  articles  and  over 
radio  and  television  stations.  The  various  names  under  which  Parathion  and 
Parathion  derivatives  are  sold  should  be  made  familiar  to  the  people.  Care, 
of  course,  will  have  to  be  taken  to  clear  the  legal  responsibility  for  this  publicity, 
since  it  is  adverse  to  the  interests  of  the  manufacturers. 

Small,  inexpensive  leaflets  describing  the  toxic  signs  and  first  aid  measures 
can  be  printed.  The  store  owners  can  then  be  asked  to  attach  these  to  each 
package  of  the  insecticide  sold.  This  would  supplement  the  usual  warnings 
printed  on  the  labels  and  tend  to  focus  the  danger. 

With  thirty  people  a year  known  killed  by  Parathion  in  Puerto  Rico,  there 
are  many  more  than  thirty  who  die  because  the  variable  milder  early  symp- 
toms remain  unrecognized  by  physicians  generally.  We  are  actually  in  the  midst 
of  an  epidemic — a chemical  epidemic — that  is  bound  to  spread.  Unlike  bacte- 
rial or  viral  epidemics,  we  know  the  killer,  we  know  how  to  prevent  its  spread — 
and  we  know  how  to  treat  it — but  it  takes  conscientious  effort  on  our  part  as 
physicians  to  want  to  do  it. 


Nathan  Rifkinson,  M.  D. 
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Births  in  Puerto  Rico  and  the 
Virgin  Islands  (U.  S.) 

Rates  of  Birth  and  Natural  Increase 

The  number  of  live  births  that  occur- 
red in  Puerto  Rico  in  1964,  78,956,  was 
the  highest  since  1952;  it  was  2 percent  high- 
er than  in  1963.  The  birth  rate  per  1,000 
population,  however,  was  30.6  in  1964, 
about  the  same  as  in  1963  and  the  lowest 
on  record.  This  continues  the  steady  decline 
since  1947,  when  the  birth  rate  was  42.2. 

As  a result  of  the  declining  birth  rate, 
the  rate  of  natural  increase  has  also  declined 
in  Puerto  Rico  since  1947.  The  rate  of  na- 
tural increase  is  the  difference  between  the 
birth  rate  and  the  death  rate  per  1,000 
population.  In  1947  this  rate  was  30.4, 
which  is  as  high  as  the  current  birth  rate. 
The  rate  of  natural  increase  declined  to 
25.8  per  1,000  population  in  1960  and  to 
23.4  in  1964. 

The  Virgin  Islands,  in  contrast  to  Puer- 
to Rico,  exhibit  no  downward  trend  in  an- 
nual rates  of  birth  or  natural  increase.  The 
trends,  if  any,  are  upward.  In  1964  the  birth 
rate  was  43.4  per  1,000  population,  and 
the  natural  increase  rate  was  35.0,  the 
highest  rates  ever  recorded  in  the  Virgin 
Islands.  The  trends  of  birth  and  natural 
increase  rates  since  1940  are  shown  in  table 
20  for  the  Virgin  Islands,  Puerto  Rico,  and 
the  United  States. 

In  1964  the  birth  rate  for  the  Virgin 
Islands  was  about  twice  that  of  the  United 


States  and  the  rate  for  Puerto  Rico  about 
1 times.  The  annual  rates  of  natural  in- 
crease were  even  further  apart  when  com- 
pared with  that  of  the  United  States  (with 
an  increase  of  11.6  per  1,000  in  1964); 
that  for  the  Virgin  Islands  was  three  times 
as  large  and  that  for  Puerto  Rico  was  two 
times  as  large.  In  relation  to  land  area,  the 
1964  natural  increase  represented  an  incre- 
ment of  about  1 1 persons  per  square  mile 
in  the  Virgin  Islands,  18  per  square  mile  in 
Puerto  Rico,  and  less  than  1 per  square 
mile  in  the  United  States. 

Season  of  Birth 

Like  that  of  the  United  States,  the 
monthly  incidence  of  births  in  Puerto  Rico 
tends  to  have  a minor  peak  early  in  the 
year  preceding  the  major  peak.  In  1964, 
monthly  indexes  of  births  showed  the  mi- 
nor peak  occurring  in  March  in  both  Puer- 
to Rico  and  the  Virgin  Islands  rather  than 
in  February  as  in  the  United  States.  Major 
peaks  occurred  in  September  in  Puerto  Ri- 
co (114.9)  and  in  the  United  States  (107.7) 
and  in  November  in  the  Virgin  Islands 
(127.4). 

Compared  with  the  L nited  States,  how- 
ever, Puerto  Rico  and  the  Virgin  Islands 
exhibit  larger  month-to-month  fluctuations. 
The  standard  deviation  of  the  indexes  sum- 
marizes the  amount  of  fluctuation  from 
month  to  month.  In  1964  the  standard  de- 
viation was  10.1  for  Puerto  Rico,  18.9  for 
the  Virgin  Islands,  and  4.0  for  the  United 
States. 
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In  a study  of  the  season  of  birth  in  Puer- 
to Rico  from  1941  through  1961,  the  maxi- 
mum monthly  index  was  observed  to  shift 
from  May  in  the  1941-46  period  to  August 
in  the  1946-50  period  and  to  September 
in  subsequent  5-year  periods. 

The  1964  maximum  also  occurred  in 
September  (114.9),  but  it  was  nearly  equal- 
ed by  the  October  monthly  index  (114.3). 
This  is  part  of  the  trend  toward  births  be- 
ing concentrated  in  the  October-December 
quarter  of  the  year  in  Puerto  Rico.  In  pre- 
vious years  the  index  of  births  in  this  quart- 
er had  been  average  (near  100  in  the  1946- 
55  period)  or  below  average  (90-100  in  the 
1941-45  period).  There  is  some  evidence 
that  the  recent  high  incidence  of  births  in 
the  final  quarter  of  the  year  in  Puerto  Rico 
was  associated  with  socioeconomic  status. 
This  is  shown  by  the  following  tabulation 
of  the  index  of  births  in  the  October-De- 
cember quarter  of  1962  according  to  the 
educational  attainment  of  the  mother  (this 
tabulation  is  not  available  for  Puerto  Rico 
in  1964). 

Index  for 

Oct.-Dec. 


No  schooling  105 

Grades  1-4  103 

Grades  5-8  106 

Grades  9-11  Ill 

Grade  12  i 116 

Grade  13  or  more  107 


Illegitimate  Births 

It  was  previously  noted  in  this  report 
that  about  7 percent  of  the  total  live  births 
occurring  in  the  United  States  in  1964  were 
illegitimate.  The  percentages  were  higher  in 
Puerto  Rico  and  the  Virgin  Islands,  23.1 
and  43.3  percent,  respectively.  While  the 
percentage  of  illegitimate  births  steadily  de- 


clined from  33  to  23  percent  in  Puerto  Ri- 
co during  this  20-year  period,  it  remained 
at  about  50  percent  in  the  Virgin  Islands 
until  the  1960’s.  Recent  levels  are  fluctuat- 
ing near  40  percent  in  the  Virgin  Islands. 

Illegitimate  births  in  Puerto  Rico  and 
the  Virgin  Islands  occurred  to  sizable  pro- 
portions of  mothers  who  were  living  with 
a husband  in  consensual  marriage,  which 
is  prevalent  in  Latin  American  cultures. 
During  1964,  the  percentage  of  Puerto  Ri- 
can births  classified  as  illegitimate  (23.1) 
was  comprised  of  18.9  percent  to  parents 
who  were  “living  together”  (consensually 
married)  and  4.2  percent  to  parents  who 
were  “not  living  together.”  Comparable  fig- 
ures are  not  available  for  the  Virgin  Is- 
lands and  the  United  States.  Tabulations 
of  the  Puerto  Rican  classification  were  pub- 
lished for  the  first  time  in  Vital  Statistics  of 
the  United  States , 1964,  Volume  I,  and 
may  be  compared  with  an  unpublished  tab- 
ulation of  1962  data. 

Between  1962  and  1964,  the  percentage 
of  births  to  consensually  married  parents  de- 
clined in  Puerto  Rico  from  20.2  to  18.9. 
Comparable  declines  were  not  observed  in 
the  percentage  of  births  to  parents  “not 
legally  married,  not  living  together.”  Thus 
declines  in  the  overall  percentage  of  illegiti- 
mate births  in  this  2-year  period  were  at- 
tributed entirely  to  declines  in  the  percent- 
age consensually  married  parents.  Declines 
in  the  percentage  of  births  to  consensually 
married  parents  were  common  to  all  age 
groups  of  mothers  but  were  least  (less  than 
1 percent)  within  ages  15-29. 

Complementing  these  declines  were  in- 
creases in  the  percentage  of  births  to  legal- 
ly married  parents.  The  percentage  of  legi- 
timate births  rose  from  75.7  to  76.9  per- 
cent between  1962  and  1964.  The  amount 
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of  this  increases  was  higher  for  older  moth- 
ers (excluding  ages  under  15).  Moreover, 
the  special  1962  tabulation  shows  that  above- 
average  percentages  of  legitimate  births  are 
found  in  the  upper  socioeconomic  strata. 
Where  the  mother  was  at  least  a high-school 
graduate,  for  example,  more  than  9 out 
of  every  10  births  were  legitimate  in  1962. 

It  seems  likely  that  recent  increases,  in 
the  percentage  of  legitimate  births  in  Puerto 
Rico  were  due  largely  to  rising  percentages 
of  w’omen  who  were  legally  married  and 
well  educated. 

Reprinted  from  i'ital  and  Health  Statistics,  U.S. 
Department  of  Health,  Education  and  Welfare, 
Public  Health  Service,  Series  21,  No.  11. 

Infant  Bleeding  and  Breast 
Feeding 

At  first  glance,  breast  feeding  seems  to 
have  been  dealt  a blow  by  an  article  in  a 
recent  American  Medical  Association  pu- 
lication. 

Almost  all  bleeding  due  to  vitamin  K 
deficiency  in  newborn  infants  occurs  in 
breast-fed  babies,  a study  of  more  than  3,300 
children  shows.  Infants  who  receive  cow’s 
milk  do  not  develop  the  condition  as  often. 
The  report  appears  in  the  May  issue  of  the 
American  Journal  of  Diseases  of  Children, 
published  by  the  AMA. 

The  report  says,  however,  that  breast- 
fed babies  given  small  supplements  of  vita- 
min K had  even  less  bleeding  than  bottle- 
fed  infants. 

“Therefore,  the  healthiest  infant,  from 
the  standpoint  of  bleeding,  is  the  breast-fed 
infant  who  receives  a modest  vitamin  K 
supplement,”  says  an  editorial  in  the  May 
5 Journal  of  the  American  Medical  Asso- 
ciation. 

The  report,  by  four  investigators  at  the 
University  of  Cincinnati  College  of  Med- 


icine, defined  two  groups  of  bleeding  in- 
fants: breast-fed  babies  who  bleed  at  sites 
of  blood  vessel  disruption  and  suffer  from 
disturbed  blood  clotting,  and  bottle-fed  ba- 
bies with  normal  blood  coagulation  who 
bleed  spontaneously. 

“Breast-fed  infants  who  are  also  supple- 
mented with  vitamin  K apparently  have  in- 
creased vascular  integrity  and  are  also  pro- 
tected from  (clotting  failures),”  the  AMA 
Journal  editorial  said. 

Breast  feeding  has  declined  as  social 
mores  have  changed,  the  editorial  points  out. 
As  a result,  there  are  fewer  cases  of  bleed- 
ing due  to  vitamin  K deficiency.  Breast-fed 
infants,  however,  tend  to  develop  both  bet- 
ter vascular  systems  and  fewer  clotting  dif- 
ficulties than  bottle-fed  babies — if  the  breast- 
fed babies  also  receive  small  supplements  of 
vitamin  K. 

Authors  of  the  report  are  James  M. 
Sutherland,  M.D.,  Helen  I.  Glueck,  M.D., 
and  Goldine  Gleser,  Ph.D.,  all  of  the  Uni- 
versity of  Cincinnati  General  Hospital,  and 
the  Children’s  Hospital  Research  Foundation, 
Cincinnati. 

“Bypass”  Operations  for 
Obesity 

Persons  who  have  had  an  intestinal-by- 
pass operation  to  promote  weight  loss  should 
be  reexamined  frequently,  cautions  an  edi- 
torial in  the  May  15  Journal  of  the  Amer- 
ican Medical  Association. 

Complications  such  as  congestive  heart 
failure,  liver  degeneration  and  other  meta- 
bolic disorders  have  been  observed  in  pa- 
tients and  in  laboratory  animals  following 
this  type  of  surgery. 

The  May  Archives  of  Surgery,  publish- 
ed by  the  AMA,  contains  what  apparent- 
ly is  only  the  second  report  of  deaths  (two) 
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since  the  bypass  operation  was  first  tried 
on  humans  in  1956.  The  report  by  two 
Canadian  investigators  cautions  of  the  dan- 
ger, however,  and  also  reports  some  un- 
favorable results  from  animal  experiments. 

This  prompts  the  Journal  editorial  to 
say  that“at  present,  there  is  no  surgical 
method  of  intestinal  bypass  for  weight  loss 
which  is  both  safe  and  permanent,”  and 
that  the  causes  of  the  complications  — as 
yet  undetermined—  need  much  further 
study. 

The  theory  behind  the  bypass  operation 
is  that  with  a shortened  small  intestine,  the 
body  will  be  unable  to  absorb  some  of  the 
food  it  consumes,  and  that  this  will  lead 
to  weight  reduction.  This  has  been  found 
to  be  true  in  both  experimental  animals 
and  in  humans. 

The  bypassed  intestinal  loop,  however, 
apparently  produces  a variety  of  unpredict- 
able complications.  As  the  editorial  notes, 
their  causes  are  as  yet  undetermined. 

(An  alternative  surgical  method  is  to 
remove  a section  of  the  small  intestine,  ra- 
ther than  bypass  it.  Complications  arise  with 
this  method,  also.  Nutritional  deficiencies 
have  been  frequently  reported.) 

Authors  of  the  Archives  of  Surgery  re- 
port are  George  F.  Bondar,  M.D.,  C.M.,  and 
Walter  Pisesky,  M.D.,  of  the  Surgical-Med- 
ical Research  Institute,  University  of  Alber- 
ta, and  Edmonton  General  Hospital,  Ed- 
monton, Alberta,  Canada. 

They  report  that  dogs  which  had  an  in- 
testinal section  removed  showed  weight  loss 
for  several  months,  followed  by  a return 
to  75  percent  of  their  original  weight  with- 
out complications. 

Dogs  which  underwent  the  bypass  oper- 
ation showed  progressive  deterioration,  with 
death  occurring  in  three  to  five  months. 


Their  observation  of  seven  human  pa- 
tients (including  two  who  died)  plus  the 
animal  studies,  led  them  to  write  the  pa- 
per, the  surgeons  said. 

“There  are  people  who  are  advocating 
this  procedure  (intestinal  bypass)  . . . and 
the  only  complications  that  are  being  list- 
ed with  any  frequency  are  those  of  diarrhea. 
This  false  sense  of  security  may  lead  others 
to  attempt  similar  operations  which  may 
eventually  cause  their  patients  to  develop 
severe  and  lethal  complications.” 

Said  the  Journal  editorial:  “Persons  who 
have  had  a bypass  operation  for  obesity 
should  be  reexamined  frequently.  If  signs 
of  liver  derangement  or  any  other  severe 
metabolic  disorders  exist,  revisional  surgery 
should  be  considered  before  the  complica- 
tions become  irreversible.” 

Skin’s  Role  as  Blood-Glucose 
Regulator 

A previously  undefined  role  of  the  skin 
— that  of  blood-sugar  regulator — is  describ- 
ed in  a scientific  exhibit  at  the  116th  An- 
nual Convention  of  the  American  Medical 
Association  here. 

The  exhibitors  are  Ramón  M.  Fusaro, 
M.D.,  Ph.D.,  and  John  A.  Johnson,  M.S., 
University  of  Minnesota  School  of  Medicine, 
Minneapolis. 

The  skin  has  an  important  part  to  play 
in  maintaining  blood  glucose  levels  for  three 
to  five  hours  after  a meal,  according  to  the 
exhibitors. 

Proof  of  this  regulatory  role  was  gather- 
ed by  use  of  a technique  for  examining  the 
rise  and  fall  of  skin  glucose  concentrations 
after  intravenous  administration  of  glucose 
to  fasting  humans. 

About  20  per  cent  of  injected  glucose 
was  absorbed  by  skin  within  35  to  40  min- 
utes, and  then  slowly  released  over  the  next 
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three  to  five  hours,  the  investigators  found. 

They  theorized  that  the  glucose  absorb- 
ed by  the  skin  is  converted  to  lactate  by 
means  of  the  Embden-Meyerhof  metabolic 
pathway,  providing  energy  for  cell  regenera- 
tion. The  lactate  produced  in  the  skin  then 
diffuses  in  large  amount  into  the  blood,  by 
which  route  it  is  carried  to  the  liver  and 
converted  back  to  glucose  for  release  again 
into  the  blood.  If  blood  glucose  is  in  ade- 
quate supply,  the  liver  may  convert  it  to 
the  glycogen  and  store  it  until  needed  for 
reconversion  to  glucose. 

The  investigators  thus  actually  propose 
a glucose-regulating  system  consisting  of  two 
of  the  largest  organs  in  the  body — the  skin, 
comprising  by  itself  about  10  per  cent  of 
body  weight,  and  the  liver,  the  body’s  most 
active  chemical  factory. 

By  quickly  absorbing  glucose  from  the 
blood  after  a meal,  then  diffusing  it  back 
slowly  through  liver,  the  skin  provides  a 
mechanism  for  maintaining  adequate  blood- 
glucose  levels  between  meals. 

The  liver  provides  the  chemical  plant 
for  converting  lactate  from  the  skin  back 
to  glucose,  plus  a backup  mechanism  for 
removing  excess  glucose  from  the  blood  and 
storing  it  as  glycogen. 

Bone  Scans  in  Metastatic 
Cancer 

A radiologist  today  outlined  a bone-scan- 
ning technique  that  appears  to  be  more 
sensitive  than  x-ray  methods  in  detecting 
cancer  which  has  spread  from  other  sites 
to  bone. 

David  M.  Sklaroff,  M.D.,  Albert  Eins- 
tein Medical  Center,  Philadelphia,  reported 
here  at  a scientific  session  of  the  116th  An- 


nual Convention  of  the  American  Medical 
Association. 

The  technique,  explained  Dr.  Sklaroff, 
utilizes  radioactive  strontium-85,  which  fol- 
lows the  metabolic  pathway  of  calcium  and 
comes  to  rest  in  bone  tissue  much  the  same 
as  iodine  is  attracted  by  the  thyroid  gland. 
Developed  at  nuclear  medicine  centers,  scan- 
ning techniques  are  now  moving  from  ex- 
perimental to  clinical  use. 

Scintillation  scanners,  a tool  of  the  nu- 
clear age,  detect  the  gamma  radiation  emit- 
ted by  the  radioactive  isotope  after  its  in- 
corporation into  bone. 

Where  tumor  growth  in  the  bone  is 
active,  radiation  “hot  spots”  are  readily  de- 
tected, even  at  early  stages.  Dr.  Sklaroff 
said  that,  by  contrast,  tumor  growth  must 
cause  significant  decalcification  of  bone  be- 
fore the  lesions  are  visible  on  x-ray  film. 

Dr.  Sklaroff  also  reported  initial  results 
of  a bone-scanning  survey  of  women  with 
stage  II  breast  cancer.  Stage  II  is  an  ad- 
vanced stage  with  metastasis  to  axillary 
(armpit)  lymph  nodes;  the  study  was  un- 
dertaken to  discover  possible  reason  for  the 
low  survival  rate  of  stage  II  patients,  even 
after  radical  mastectomy. 

In  scanning  patients  with  stage  II  breast 
cancer  at  the  time  of  surgery,  the  investi- 
gators found  that  17  per  cent  had  apparent 
bone  lesions  which  were  not  visible  on  ray 
film. 

“Prior  experience,”  said  Dr.  Sklaroff  in 
a written  abstract  of  his  presentation,  “has 
led  us  to  believe  that  these  changes  are  most 
certain  to  be  metastatic  cancer  and  would 
account  for  the  lack  of  improvement  of  the 
survival  statistics  in  this  group  of  patients 
in  spite  of  the  radical  surgery.” 
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BECAS  EN  ANESTESIOLOGIA 

La  división  de  Ciencias  Médicas  de  los  Institutos 
Nacionales  de  Salud  han  donado  fondos  a la  divi- 
sión de  Anestesiología  de  la  Escuela  de  Medicina 
y el  Centro  Médico  de  Puerto  Rico  para  llevar  a 
cabo  un  programa  de  entrenamiento  en  aneste- 
siología clínica. 

En  dicho  programa  se  ofrecen  posiciones  para 
dos  becados,  uno  postgraduado  y otro  calificado 
como  especial.  El  becado  especial  incluye  médicos 
que  después  de  haber  terminado  su  internado  ha- 
yan estado  practicando  la  medicina  por  cuatro 
años.  En  estos  cuatro  años  se  incluyen  los  años 
que  hayan  servido  en  el  servicio  militar. 

Los  salarios  que  se  ofrecen  son  los  siguientes: 

1 . Becado  Postgraduado  (aquel  que  ha  apro- 
bado su  internado) 

Residencia  Salario 

Primer  Año  $6,500.00 

Segundo  Año  7,000.00 

Tercer  Año  7,500.00 

Además  se  le  pagarán  $500.00  por  cada  dependiente 

2.  Becado  Especial 

El  salario  del  becado  especial  se  le  ofrecerá 
de  acuerdo  a sus  cualificaciones,  y puede 
llegar  a un  máximo  de  $12,000.00 

A todos  aquellos  interesados  en  este  programa, 
favor  de  comunicarse  con  la  Dra.  Nydia  R.  de 
Jesús,  División  de  Anestesiología,  Centro  Médico 
de  Puerto  Rico,  San  Juan,  Puerto  Rico  00935. 

SOCIEDAD  MEDICA 
DEL  DISTRITO  NORTE 

La  Sociedad  Médica  del  Distrito  Norte  celebró 
su  convención  anual  durante  los  días  18  y 19  de 
febrero  del  año  en  curso.  Se  nombró  la  siguiente 
directiva  para  el  año  1967: 


Presidente: 
Presidente  Electo: 
Presidente  Saliente: 
Secretario: 

Tesorero: 


Dr.  César  Rosa  Febles 
Dr.  Antonio  Lens  Aresti 
Dr.  José  Antonio  Carro 
Dr.  José  R.  García 
Dr.  Héctor  A.  Duvergé 


Vocales: 


Delegados: 


Delegados 

Suplentes: 


Dr.  Antonio  Capella 

Dr.  José  Hernández  Velázquez 

Dr.  Pascasio  Laguillo 

Dr.  Pedro  A.  Mora 

Dr.  Ramón  Russe  Negrón 

Dr.  Víctor  Rodríguez  Bermúdez 

Dr.  José  Abréu  Elias 

Dr.  Z.  A.  Rivera  Biascoechea 

Dr.  Raymond  Báez  Murphy 
Dr.  Pedro  N.  Colberg 
Dr.  Armando  Saavedra 
Dra.  Fermina  Matta  de  Iguina 


CARDIOVASCULAR  RESEARCH 
INVESTIGATORSHIP  AWARDS 

The  Puerto  Rico  Heart  Association  and  the 
American  Heart  Association,  in  conjunction  with 
the  University  of  Puerto  Rico  School  of  Medicine, 
announces  a new  program  of  Cardiovascular  Re- 
search Investigatorship  Awards. 

These  awards  will  enable  U.  S.  citizens  holding 
an  M D.,  Ph.D.,  or  equivalent  degree,  to  spend 
essentially  full  time  conducting  independent  re- 
search in  the  broad  field  of  cardiovascular  disease 
and  function  in  any  department  at  the  University 
of  Puerto  Rico  School  of  Medicine  in  San  Juan. 

One  award  will  be  made  each  year  and  will 
consist  of  a stipend  in  excess  of  $10,000  per  year 
for  three  years,  plus  an  initial  departmental  grant 
of  $2,000,  fringe  benefits,  and  a yearly  stipend  in- 
crement. 

During  the  tenure  of  the  award  the  Investiga- 
tor will  also  hold  a concurrent  academic  title  in 
the  University  of  Puerto  Rico  School  of  Medicine. 

The  deadline  date  for  submission  of  applica- 
tions is  September  15,  1967,  for  awards  beginning 
July  1968. 

Inquiries  for  further  information  and  applica- 
tion forms  should  be  sent  to: 

Chairman,  Research  Committee 
Puerto  Rico  Heart  Association 
Box  8215,  Fernández  Juncos  Station 
Santurce,  Puerto  Rico  00910 
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CAMARA  DE  DELEGADOS 

La  Cámara  de  Delegados  celebró  su  Primera 
Reunión  Ordinaria  del  año  1967  el  pasado  8 de 
abril  en  la  ciudad  de  Mayaguez.  En  esta  reunión 
se  aprobaron  las  siguientes  resoluciones: 

1  “Para  rectificar  o aclarar  la  opinión  de  la 
A.M.P.R.  relacionada  con  la  práctica  de  la 
radiología”. 

Se  acuerda  que  se  rectifique  el  acuerdo  del  9 
de  octubre  de  1965  de  la  Junta  de  Directores  de 
la  A.M.P.R.,  ya  que  se  entiende  que  la  práctica 
de  la  radiología  puede  ser  realizada  por  cual- 
quier médico  debidamente  autorizado  a practicar 
la  medicina  en  Puerto  Rico. 

2 “Honorarios  pagados  por  Servicios  Médi- 
cos”. 

Se  acuerda  que  la  A.M.P.R.  se  manifieste  en 
favor  de  que  todas  las  agencias  gubernamentales 
federales  o estatales  o municipales  o planes  o 
agencias  patrocinadas  por  el  gobierno  federal  o 
estatal  o municipal  en  todos  sus  niveles  pague  a los 
médicos  honorarios  por  sus  servicios  que  sean 
los  usuales,  acostumbrados  y prevalecientes  en 
nuestra  comunidad,  excepto  en  aquellos  casos  en 
que  la  A.M.P.R.  considere  necesario  disminuir 
esos  honorarios  en  beneficio  de  los  pacientes  médi- 
co-indigentes. 

3 “Resolución  de  apoyo  al  Segundo  Congreso 
Pan  Americano  de  Neurología”. 

Se  acuerda  expresar  la  completa  simpatía  de  la 
A.M.P.R.  al  buen  éxito,  de  este  Congreso  y ex- 
hortar a la  membresía  a dar  toda  su  cooperación. 

4 “Para  regular  el  uso  de  emblemas  médicos 
en  automóviles”. 

Se  encomienda  al  Consejo  de  Política  Pública 
estudiar  y evaluar  la  necesidad  de  someter  un  an- 
te-proyecto por  petición  a nuestra  Legislatura  pa- 
ra autorizar  por  ley  una  identificación  del  carro 
del  médico  que  pueda  ser  usada  únicamente  por 
la  clase  médica,  autorizada  a ejercer  la  profesión 
en  Puerto  Rico”. 

5 “Reconocimiento  al  Sr.  Raúl  Gándara,  Jefe 
de  Bomberos  de  Puerto  Rico”. 

Se  acuerda  expresar  públicamente  la  alegría 
que  el  nombramiento  del  señor  Gándara  significa 
para  la  A.M.P.R.  mediante  la  entrega  de  un  per- 
gamino para  que  así  conste. 

6 “Para  autorizar  al  Consejo  Judicial  y Ad- 


ministrativo a realizar  estudio  sobre  planes 
de  seguros”. 

Se  encomienda  al  Consejo  Judicial  y Adminis- 
trativo efectuar  el  estudio  detallado  de  distintos 
planes  de  seguros  y elegir  entre  ellos  los  más  con- 
venientes para  someterlos  a la  Cámara. 

7 “Para  estudiar  la  creación  de  un  fondo  de 
reserva  de  la  A.M.P.R.” 

Se  autoriza  al  Comité  de  Finanzas  de  la  Cá- 
mara de  Delegados  estudiar  la  forma  de  cómo 
crear  un  fondo  de  reserva  de  la  A.M.P.R. 

8 “Sobre  Seguros  de  Mal  Practice”. 

Se  encomienda  al  Consejo  Judicial  y Adminis- 
trativo hacer  un  estudio  sobre  la  posibilidad  de 
obtener  un  seguro  grupal  de  Mal  Practice  para 
todos  los  miembros  de  la  A.M.P.R. 

9 “Sobre  tratamiento  de  pacientes  alcohólicos 
en  los  hospitales  generales”. 

Se  autoriza  al  Presidente  de  la  A.M.P.R.,  Co- 
mité Ejecutivo,  Junta  de  Directores  y Consejo 
de  Servicios  Médicos  solicitar  de  la  Asociación  de 
Hospitales  de  Puerto  Rico  que  los  Hospitales 
Generales  acepten  para  tratamiento  a los  enfer- 
mos alcohólicos  y exhortar  a los  Seguros  Médicos 
Prepagados  que  operan  en  Puerto  Rico  a reali- 
zar con  urgencia  que  la  situación  requiere,  los 
estudios  pertinentes  que  permitan  a estos  planes 
ofrecer  en  su  cubierta  de  beneficios  el  tratamien- 
to ambulatorio  y hospitalario  de  los  enfermos  de 
alcoholismo. 

10  “Reconocimiento  al  Dr.  Egidio  S.  Colón  Ri- 
vera”. 

Se  eocomienda  al  Presidente  de  la  Cámara  de 
Delegados  pedir  al  Dr.  Egidio  S.  Colán  Rivera  que 
acepte  la  Presidencia  del  Consejo  de  Política  Pú- 
blica de  la  A.M.P.R. 

11  “Resolución  de  reconocimiento  al  Rector 
Arrarás  del  Recinto  Universitario  de  Ma- 
yagüez". 

Se  acuerda  expresar  al  Rector  Arrarás  del  Re- 
cinto Universitario  de  Mayagüez  el  agradecimien- 
to de  la  Cámara  de  Delegados  por  haber  permiti- 
do usar  la  biblioteca  del  Colegio  para  la  celebra- 
ción de  la  Primera  Reunión  Ordinaria  de  la  Cá- 
mara de  Delegados. 

12  “Al  efecto  de  que  se  instruya  al  Consejo 
Judicial  y Administrativo  para  que  reali- 
ce un  estudio  de  cómo  se  puede  incluir  a 
cada  miembro  de  la  Asociación  que  así  lo 
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desee,  en  las  páginas  amarillas  de  la  guía 
telefónica  con  su  especialidad”. 

Esta  resolución  fue  aprobada  y referida  al  Con- 
sejo Judicial  y Administrativo. 

13  “Creación  de  una  Junta  Estatal”. 

Se  acuerda  estudiar  las  ventajas  y desventajas 
de  una  Junta  Estatal  de  Salud,  en  la  cual  tenga 
representación  la  A.M.P.R. 

Además  de  estas  resoluciones  aprobadas  se  pre- 
sentaron las  siguientes: 

14  “Enmienda  al  Reglamento”. 

Para  enmendar  el  Reglamento  de  manera  que 
el  Comité  de  Asesores  esté  compuesto  por  todos 
los  Ex-Presidentes  de  la  A.M.P.R.  y que  este  Co- 
mité esté  presidido  por  el  Presidente  Saliente,  al 
terminar  su  año  como  tal,  y el  que  será  miem- 
bro en  propiedad  de  la  Cámara  de  Delegados;  y 
que  el  Comité  Asesor  elija  de  entre  sus  miembros 
a tres  Delegados  en  propiedad  a la  Cámara  de 
Delegados.  Estos  Delegados  serán  electos  entre  los 
miembros  del  Comité  Asesor  antes  de  los  próximos 
treinta  días  después  de  la  toma  de  posesión  de  la 
Junta  de  Directores  de  la  A.M.P.R.  durante  su 
Asamblea  Anual. 

15  “Creación  de  tres  plazas  de  vicepresidentes 
en  la  Junta  Directiva  Central”. 

Para  enmendar  el  Reglamento  de  manera  de 
crear  tres  plazas  de  vicepresidente,  de  las  cuales 
una  debe  corresponder  a un  miembro  con  resi- 
dencia fuera  del  área  metropolitana.  Estos  deben 
de  ser  electos  por  la  Cámara  de  Delegados  por  el 
término  de  un  año. 

16  “Creación  de  un  Consejo  de  Educación  Mé- 
dica”. 

Para  enmendar  el  Reglamento  al  efecto  de 
crear  un  Consejo  de  Educación  Médica. 

17  “Para  proponer  que  el  Presidente  de  la  Cá- 
mara de  Delegados  pase  automáticamente 
a ser  Delegado  en  Propiedad  al  terminar 
su  año  de  presidencia”. 

Para  enmendar  el  Reglamento  al  efecto  de  que 
al  cesar  en  sus  funciones  el  Presidente  de  la  Cá- 
mara, pase  automáticamente  a ser  Delegado  en 
Propiedad  de  la  Cámara  durante  el  próximo  año. 

Estas  últimas  cuatro  resoluciones,  que  tratan 
sobre  enmiendas  al  Reglamento,  fueron  debida- 
mente presentadas  y referidas  al  Consejo  Judicial 
y Administrativo  para  su  consideración  e informe 
en  la  próxima  reunión  de  la  Cámara  de  Delega- 


dos, a celebrarse  el  día  15  de  julio  en  Ponce. 

Se  aprobaron  también  en  esta  Primera  Reunión 
Ordinaria,  las  siguientes  enmiendas  al  Reglamen- 
to, las  cuales  habían  sido  debidamente  propues- 
tas en  la  Reunión  Extraordinaria  de  la  Cámara 
de  Delegados  celebrada  el  14  de  enero  de  1967. 

18  “Se  acuerda  enmendar  el  Artículo  VII, 
Sección  I,  del  Reglamento  para  añadir  un 
nuevo  consejo  que  se  llamará  Consejo  de 
Política  Pública”. 

Con  esta  enmienda  son  actualmente  seis  los  con- 
sejos permanentes  de  la  Junta  de  Directores. 

19  “Se  acuerda  añadir  como  Sección  VII  al 
Artículo  VII  del  Reglamento  las  siguientes 
responsabilidades  y deberes  del  Consejo 
de  Política  Pública.  “Será  responsable  de 
todo  asunto  relacionado  con  la  política  pú- 
blica, toda  materia  contenida  en  proyectos 
legislativos  sobre  temas  de  salud  y relacio- 
nados con  la  práctica  de  la  medicina”. 

20  Se  acuerda  eliminar  del  Artículo  VII,  Sec- 
ción 4,  las  siguientes  palabras:  “política 
pública  y materia  contenida  en  proyectos 
legislativos  sobre  temas  de  salud  y rela- 
cionados con  la  práctica  de  la  medicina”. 

21  Se  acuerda  enmendar  el  Artículo  III,  Sec- 
ción I,  el  cual  queda  redactado  en  la  si- 
guiente forma: 

“La  Cámara  de  Delegados  celebrará  tres 
sesiones  ordinarias  durante  el  año,  en  las 
siguientes  fechas:  la  primera  en  o antes  del 
mes  de  abril,  la  segunda  en  o antes  del 
mes  de  agosto  y la  tercera  en  noviembre”. 

ASOCIACIONES  ANTITUBERCULOSAS 
OTORGAN  BECA  PARA  ESTUDIOS  EN 
NEUMOLOGIA  Y TISIOLOGIA 
La  Asociación  Antituberculosa  de  San  Juan  y 
la  Asociación  General  Antituberculosa  de  Puerto 
Rico  han  creado  una  beca  para  impulsar  el  desa- 
rrollo de  profesores  e investigadores  en  el  campo 
de  la  Neumología  y Tisiología  que  sean  adies- 
trados como  catedráticos  e Investigadores  en  esta 
disciplina.  El  Dr.  José  E.  Sifontes,  Decano  del 
Recinto  de  Ciencias  Médicas  de  la  Escuela  de  Me- 
dicina de  Puerto  Rico,  tendrá  a su  cargo  la  super- 
visión de  la  persona  que  ha  sido  seleccionada:  el 
Dr.  José  Soto  Solá,  del  Departamento  de  Pediatría 
del  Hospital  Universitario.  Además  participará 
en  el  adiestramiento  del  doctor  Soto  Solá  la  Fa- 
cultad del  Departamento  de  Neumología  Pediá- 
trica del  Hospital  Universitario. 
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Esta  beca  ha  sido  concedida  como  resultado 
de  la  necesidad  imperiosa  que  se  ha  percibido  de 
estimular  la  enseñanza  en  Neumología,  ya  que  ca- 
recemos en  la  isla  de  un  número  suficiente  de  es- 
pecialistas en  la  materia  para  enfrentarlos  a las 
necesidades  actuales  y futuras  de  nuestros  pa- 
cientes. 

Entre  otras  actividades,  el  doctor  Soto  Solá 
participará  como  instructor  de  los  estudiantes  del 
segundo  al  cuarto  año  de  medicina  y de  los  mé- 
dicos residentes  del  Hospital  Universitario.  Esto 
comprenderá  la  enseñanza  de  alrededor  de  150  es- 
tudiantes de  medicina  y 15  médicos  residentes. 

En  una  breve  ceremonia  llevada  a cabo  en  las 
oficinas  ejecutivas  de  la  Asociación  Antituberculosa 
de  San  Juan,  el  Dr.  Hilarión  Sánchez,  Presidente 
de  dicha  entidad,  hizo  entrega  de  dicho  donativo 
al  Dr.  José  E.  Sifontes  y al  Dr.  José  Soto  Solá. 
Estuvieron  presentes,  además,  la  Srta.  Nellie  Co- 
llazo, Secretaria  Ejecutiva  y él  Sr.  Oscar  Orzabal 
Quintana,  Presidente  del  Comité  de  Relaciones 
Públicas. 

NEW  BOOKS 

The  following  is  a partial  list  of  new  books 
received  by  the  University  of  Puerto  Rico  School 
of  Medicine  and  School  of  Dentistry  Library. 

Clinical  Pathology— Pathology: 

1.  Clinical  Conference  on  Cancer.  9th,  An- 
derson Hospital  and  Tumor  Institute,  1964.  Recent 
advances  in  the  diagnosis  of  cancer.  Chicago,  Year 
Book  Medical  Publishers,  1966. 

2.  Handbook  of  clinical  laboratory  data.  Cle- 
veland, Chemical  Rubber  Co.,  1965. 

3.  Martinez,  Isidro,  ed.  Cancer  in  Puerto  Rico 
1950-1964.  Santurce,  P.  R.,  Central  Cancer  Regis- 
try, Division  of  Cancer  Control  Department  of 
Health,  1967. 

4.  Muir,  Sir  Robert.  Textbook  of  pathology. 
8th  ed.  rev.  Baltimore,  William  & Wilkins,  1965. 

5.  Silverton,  R.  E.  Handbook  of  medical  labo- 
ratory formulae.  London,  Butterworths,  1961. 

6.  World  Health  Organization.  Trends  in  can- 
cer research.  Geneva,  1966. 

Dermatology: 

1.  Friedman,  Reuben.  A history  of  dermato- 
logy in  Philadelphia.  Fort  Pierce  Beach,  Fla., 
Froben  Press,  1955. 


2.  Jarrett,  Arthur.  Functional  dermatology. 
Philadelphia,  Lippincott,  1966. 

3.  Sauer,  Gordon,  C.  Manual  of  skin  diseases. 

2 ed.  Philadelphia,  Lippincott.  1966. 

Dermatopathology: 

1.  Montgomery,  Hamilton.  Dermatopathology. 
N.  Y„  Hoeber  Med.  Div.,  Harper  & Row,  1967. 

Nervous  System: 

1.  Ciba  Foundation  Study  Group  No.  7,  Lon- 
don, 1960.  Virus  meningoencephalitis.  Boston, 
Little,  Brown,  1961. 

2.  Synopsis  of  neurology.  2d  ed.  St.  Louis,  C.  V. 
Mosby  Co.,  1966. 

3.  Granit,  Ragnar,  ed.  Muscular  afferent  and 
motor  control.  N.  Y.,  Wiley  & Sons,  1966. 

4.  Grinker,  R.  R.  Neurology.  6th  ed.  Spring- 
field,  111.,  Thomas,  1966. 

5.  Hughes,  J.  T.  Pathology  of  the  spinal  cord. 
Chicago,  Year  Book  Medical  Publishers,  1966. 

6.  P.  R.  University.  School  of  Medicine.  Dept, 
of  Psychiatry.  Report  on  comprehensive  mental 
health  planning  in  Puerto  Rico  1965.  San  Juan, 
P.  R„  1966. 

7.  Rinkel,  Max,  ed.  Biological  treatment  of 
mental  illness.  N.  Y.,  L.  C.  Page,  1966. 

8.  Workshop  in  hydrocephalus,  Philadelphia, 

1965.  Proceedings.  Philadelphia,  The  Children’s 
Hospital,  1966. 

Speech  Disorders— Dyslexia: 

1 Speech  therapy  and  the  Bobath  approach  to 
cerebral  palsy.  Springfield,  111.,  C.  C.  Thomas, 

1966. 

2.  Critchley,  Macdonald.  Developmental  dysle- 
xia. Springfield,  111.,  Thomas,  1964. 

3.  Rousey,  Clyde  L.  Diagnostic  implications  of 
speech  sounds.  Springfield,  111.,  C.  C.  Thomas, 
1965. 

Sense  Organs: 

1.  Ciba  Foundation  Symposium  on  Touch, 
Heat  and  Pain.  Touch,  heat  and  pain.  Boston, 
Little,  Brown  and  Co.,  1966. 

2.  Knighton,  Robert  S.,  ed.  Pain;  papers.  1st 
ed.  Boston,  Little,  Brown,  1966. 

Otolaryngology: 

1.  Scott-Brown,  Walter  Graham,  ed.  Diseases 


392 


Volumen  59 
Núm.  9 


Noticias 


of  the  ear,  nose,  and  throat.  2d  ed.  Washington, 
Butterworths,  1965. 

Ophthalmology: 

1.  Cogan,  David  Glendenning.  Neurology  of  the 
visual  system.  Springfield,  111.,  Thomas,  1966. 

2.  Ellis,  Philip  P.  Handbook  of  ocular  thera- 
peutics and  pharmacology.  2d  ed.  St.  Louis,  C.  V. 
Mosby  Co.,  1966. 

3.  May,  Charles  Henry.  Manual  de  las  enferme- 
dades de  los  ojos.  15  ed.  Traducción  revisada  por 
el  Dr.  F.  Palomar-Petit.  Barcelona,  Salvat,  1966. 

4.  Mustardé,  John  Clark.  Repair  and  recons- 
truction in  the  orbital  region.  Baltimore,  Williams 
and  Wilkins,  1966. 

Gynecology: 

1.  Brewer,  John  Isaac.  Textbook  of  gynecology. 
3d  ed.  Baltimore,  Williams  & Wilkins  Co.,  1961 

2.  Corscaden,  James  Albert.  Gynecologic  cancer. 
3d  ed.  Baltimore,  Williams  & Wilkins  Co.,  1962. 

3.  Grady,  Hugh  G.  The  ovary.  Baltimore, 
Williams  and  Wilkins,  1963. 

4.  Rewell,  R.  E.  Obstetrical  and  gynaecological 
pathology  for  postgraduate  students.  Edinburg,  E. 
& S.  Livingstone,  1960. 

Obstetrics: 

1 . Hamlin,  Reginald  Henry  James.  Clinical 
diagnosis  in  labour.  2d  ed.  Edinburgh,  E.  & S. 
Livingstone,  1965. 

2.  Interdisciplinary  Conference  on  the  Initia- 
tion of  Labor.  Princeton,  N.  J.,  1963.  Proceedings. 
Bethesda,  Maryland,  National  Institute  of  Health, 
1966. 

3.  Miller,  Norman  Fritz.  Human  parturation: 
normal  and  abnormal  labor.  Baltimore,  Williams 
and  Wilkins,  1958. 

4.  Rochester  Trophoblast  Conference.  Trans- 
cript of  the  third  Rochester  trophoblast  conference 
held  November  1 & 2,  1965.  Rochester,  N.  Y.  Uni- 
versity, 1966. 

Pediatrics: 

1.  Barness,  Lewis  A.  Manual  of  pediatric  phy- 
sical diagnosis.  3d  ed.  Chicago,  Year  Book  Medical 
Publishers,  1966. 

2.  Craig,  William  Stuart  McRae.  Care  of  the 
newly  born  infant.  3rd  ed.  Edinburg,  London,  E. 
&.  S.  Livingstone,  1966. 


3.  Garrahan,  Juan  P.  Terapéuticas  y profilaxis 
en  pediatría.  Buenos  Aires,  “El  Ateneo”,  1966. 

4.  Smith,  Carl  H.  Blood  diseases  of  infancy 
and  childhood.  2d  ed.  Saint  Louis,  Mosby,  1966. 

HOMENAJE  AL  DR.  ARTURO  L.  CARRION 

El  viernes,  9 de  junio,  por  iniciativa  del  Depar- 
tamento de  Microbiología,  que  preside  el  Dr.  Amé- 
rico  Pomales  Lebrón,  y del  Decano  de  la  Escuela 
de  Medicina,  Dr.  José  E.  Sifontes,  se  efectuó  un 
sencillo,  pero  muy  sincero  y sentido  homenaje 
de  reconocimiento  al  distinguido  médico  y hombre 
de  ciencias  puertorriqueño,  Dr.  Arturo  L.  Carrión, 
quien  por  más  de  cuatro  décadas  ha  puesto  muy  en 
alto  el  nombre  de  Puerto  Rico  con  sus  valiosas 
investigaciones  científicas,  muy  especialmente  en 
el  campo  de  la  Micología. 

El  doctor  Carrión  fue  Director  del  Laboratorio 
de  Micología  de  la  vieja  Escuela  de  Medicina  Tro- 
pical, y desde  hace  varios  años  está  participando 
activamente  en  la  docencia  y la  investigación  en 
la  Escuela  de  Midicina— Escuela  de  Medicina  Tro- 
pical, en  su  capacidad  de  profesor,  enseñando  es- 
tudiantes de  medicina  lo  mismo  que  estudiantes 
graduados  y ofreciéndoles  a éstos  el  fruto  de  sus 
grandes  conocimientos  y experiencia  en  el  campo 
de  la  Micología. 

El  doctor  Carrión  es  un  maestro  consumado, 
ya  que  tiene  una  innata  habilidad  para  transmitir 
sus  conocimientos  en  forma  precisa,  amena  y diá- 
fana, pues  posee  absoluto  dominio  del  castellano 
lo  mismo  que  del  inglés,  y se  esmera  en  buscar 
la  correcta  expresión,  siendo,  por  lo  tanto,  sus 
conferencias  y sus  escritos  modelos  de  buen  decir. 
Su  reputación  como  micólogo  es  hoy  internacional, 
citándose  sus  trabajos  profusamente  y teniendo  a 
su  haber  un  buen  número  de  distinguidos  micó- 
logos  que  se  han  formado  bajo  su  dirección.  Entre 
estos  uno  de  los  más  destacados  es  la  Dra.  Mar- 
garita Silva,  quien  ocupa  la  dirección  del  Depar- 
tamento de  Micología  de  la  Escuela  de  Médicos 
y Cirujanos  de  la  Universidad  de  Columbia,  en 
Nueva  York. 

Es  interesante  anotar  que  después  de  graduarse 
el  doctor  Carrión  de  doctor  en  medicina  en  la 
Universidad  de  la  Habana,  se  fue  a especializar 
en  Micología  -a  la  Universidad  de  Columbia,  el 
mismo  departamento  que  hoy  dirige  su  ex-alumna, 
la  doctora  Silva. 
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Conociendo  la  modestia  característica  del  doc- 
tor Carrión,  se  limitó  el  homenaje  a descubrir 
una  tarja  que  lee:  “Departamento  de  Microbio- 
logía, Laboratorio  de  Micológía,  Arturo  L.  Carrión, 
Mayo,  1967”,  con  -la  participación  del  Decano,  del 
Dr.  Américo  Pomales  Lebrón,  Jefe  del  Departa- 
mento de  Microbiología  y de  un  reducido  grupo 
de  los  más  allegados  amigos  y colaboradores  del 
doctor  Carrión,  entre  los  que  se  encontraban  sus 
dos  compañeros  de  toda  la  vida,  el  Dr.  Pablo  Mo- 
rales Otero  y el  Dr.  Ramón  M.  Suárez.  En  breves 
y emocionadas  palabras  el  doctor  Carrión  agra- 
deció esta  demostración  de  afecto  de  parte  de  sus 
compañeros  microbiólogos. 

Nacionales 

FISKE  FUND  PRIZE  DISSERTATION  1967 

The  Trustes  of  the  Fiske  Fund  of  The  Rhode 
Island  Medical  Society  announce  the  following 
subject  for  the  Prize  Dissertation  of  1967: 

“THE  CHALLENGE  OF  OBSTETRIC 
ANESTHESIA” 

For  the  best  dissertation  on  the  subject  worthy 
of  a premium  they  offer  the  sum  of  five  hundred 
dollars  ($500.00) . The  dissertation  will  be  parti- 
cularly graded  on  the  basis  of  original  work  by 
the  author.  Each  competitor  for  the  premium  is 
expected  to  conform  with  the  following  regula- 
tions: 

To  forward  to  the  secretary  of  the  Trustees 
on  or  before  the  eleventh  day  of  December  1967, 
free  of  all  expense,  a copy  of  his  dissertation  with 
a motto  thereon,  and  also  accompanying  it  a 
sealed  envelope  bearing  the  saipe  motto,  inscribed 
on  the  outside  with  his  name  and  addres  within. 

Previous  to  receiving  the  premium  awarded,  the 
author  of  the  successful  dissertation  must  transfer 
to  the  Trustees  all  his  right,  title  and  interest  in 
and  to  the  same,  for  the  use,  benefit,  and  advantage 
of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  one, 
will  be  returned  to  the  authors. 

The  dissertations  must  be  typewritten,  double 
spaced  on  standard  typewriter  paper  and  should 
not  exced  10,000  words. 

Secretary 

John  E.  Farrell,  Sc.D. 

106  Francis  Street 

Providence,  Rhode  Island  02903 


SAMA  TAKES  POLICY  POSITIONS 
ON  MATTERS 

OF  MEDICAL  AND  NATIONAL  INTEREST 

Representatives  from  70  of  the  82  member 
schools  attended  the  recent  17th  annual  meeting 
of  the  Student  American  Medical  Association  held 
May  3-6,  at  the  Edgewater  Beach  Hotel  in  Chica- 
go. The  house  of  delegates,  official  policy-making 
body  of  the  association,  acted  upon  fifty  resolu- 
tions and  passed  several  which  are  of  general  na- 
tional interest  and  thereby  become  SAMA  policy: 

1.  “...in  favor  of  medically  supervised  thera- 
peutic abortion  if  requested  by  the  patient  and 
if  the  doctor,  with  the  agreement  of  two  other 
doctors,  believe  in  its  medical  necessity;  for  exam- 
ple, that  continuation  of  the  pregnancy  would 
endanger  the  life  or  health  of  the  mother,  that 
the  pregnancy  was  the  result  of  rape  or  incest, 
or  that  continuation  of  the  pregnancy  is  likely  to 
result  in  a grossly  malformed  child  because  of 
maternal  infection  (such  as  rubella) , or  because 
of  the  ingestion  of  drugs  such  as  thalidomide  early 
in  pregnancy.” 

2.  No  position  was  taken  with  regard  to  the 
war  in  Vietnam  but  "...SAMA  continues  to  sup- 
port the  policy  of  allowing  ’ physicians  to  fulfill 
their  military  obligation  without  actually  being 
a member  of  the  Armed  Forces”  by  alternate  ser- 
vice in  the  United  States  Public  Health  Service. 
Also,  it  was  voted  that  female  physicians  could 
help  fulfill  the  increasing  needs  of  the  military  for 
physicians  and  the  Armed  Forces  Medical  Services 
and  the  USPHS  were  urged  to  liberalize  their 
requirements  with  respect  to  female  physicians 
with  dependents. 

3.  With  regard  to  house  staff  salaries,  SAMA 
went  “...on  record  as  favoring  a minimum  sala- 
ry *of  $5,000  per  year  for  interns  and  residents  as 
one  of  the  requirements  for  approval  of  intern 
and  resident  programs  by  the  AMA  in  order  to 
improve  the  quality  of  training  and  ease  the  fi- 
nancial burdens  of  house  officers.” 

4..  With  regard  to  required  prescribing  of  drugs 
in  generic  terms,  the  house  endorsed  “...in  prin- 
ciple the  freedom  of  physicians  to  prescribe  drugs 
by  trade  name”  and  opposed  legislation  “...re- 
quiring that  drugs  for  Medicare  and  other  patiens 
under  federally  financed  health  programs  be 
prescribed  in  generic  terms . . . ”. 
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5.  Local  SAMA  chapters  were  encouraged 
investigate  “ . . . the  socio-economic  problems  of 
poor  people  in  their  communities,  especially  as 
these  problems  apply  to  health ...”  and  to  initiate 
"community  oriented  activities...  to  provide  di- 
rect community  service...  and  to  educate  SAMA 
members  on  basic  contemporary  health  prob- 
lems ...” 

Elected  as  officers  for  the  year  ending  April 

28,  1968  were:  David  A.  Kindig,  University  of 
Chicago  School  of  Medicine  (junior)  as  President: 
Robert  W.  Hamill,  Bowman  Gray  School  of  Me- 
dicine (junior)  as  Vice  President  and  Joseph  W. 
McSherry,  Baylor  University  College  of  Medicine 
(sophomore)  as  Treasurer. 

AMERICAN  COLLEGE  OF  PHYSICIANS  POST 
GRADUATE  COURSES 

Sept.  18—21  — Hematology:  Current  Concepts  and 
Developments,  The  University  of  California 
School  of  Medicine,  Los  Angeles,  California. 
Oct.  2—6,  1967  — Clinical  Cardiology,  Loma  Linda 
University  Medical  Center,  Loma  Linda,  Calif. 
Oct.  9—13,  1967  — Renal  Diseases  and  Fluid  Elec- 
trolyte Balance,  University  of  Washington  School 
of"  Medicine,  Seattle,  Wash. 

Nov.  15 — 18,  1967  — Neurologic  Aspects  of  Internal 
Medicine,  Duke  University  Medical  Center,  Dur- 
ham, N.  C. 

Dec.  4—8,  1967  — Radioisotopes  and  Nuclear  Ra- 
diations Medicine,  University  of  California,  Ber- 
keley, Calif. 

Dec.  11—15,  1967  — Advances  In  Medical  Oncology, 
University  of  Texas  Medical  Center,  Houston, 
Tex. 

OTHER  COURSES  AND  MEETINGS 
Oct.  2—6  — The  Hospital  Medical  Staff  Confer- 
ence. Estes  Park,  Colo.  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver, Colo.  80220. 

Oct.  14-20— Annual  Otolaringologic  Assembly  will 
be  held  in  the  new  Illinois  Eye  and  Ear  Infir- 
mary at  the  Medical  Center,  Chicago. 

A separate  but  correlated  course  entitled  Head 
and  Neck  Radiology  Conference  will  be  conduct- 
ed by  the  Department  of  Radiology'  for  two  full 
days  just  preceeding  the  Assembly,  Thursday 


and  Friday,  October  12  and  13.  Interested  Phys- 
icians should  direat  communications  to  the 
Department  of  Otolaryngology,  P.  O.  Box  6998, 
Chicago,  Illinois  60680. 

Nov.  26—  Ninth  National  Conference  on  the  Me- 
dical Aspects  of  Sports,  to  be  held  in  Houston, 
Texas.  Additional  information  in  this  same  sec- 
tion, August  issue  of  the  Boletín.  Further  in- 
formation available  on  request.  Address  AMA, 
535  North  Dearborn  St.,  Chicago,  Illinois  60610. 

Continuously.  Basic  Home  Course  in  Electrocar- 
diography. One  year  postgraduate  series,  ECG 
interpretation  by  mail.  Fifty-two  issues  $100. 
Physicians  may  register  at  any  time.  Postgra- 
duate Division,  University  of  Southern  Califor- 
nia School  of  Medicine,  Los  Angeles  33,  Calif. 

Continuously.  Advanced  Home  Course  in  Electro- 
cardiography. One  year  postgraduate  series, 
ECG  interpretation  by  mail.  Fifty-two  issues 
$85.  Physicians  may  register  at  any  time.  Post- 
graduate Division,  University  of  Southern  Ca- 
lifornia School  of  Medicine,  Los  Angeles  33, 
Calif. 

Continuously.  Illustrated  Medical  Lectures.  Thirty- 
minute  tape  recordings  and  accompanying  35 
mm.  filmstrip,  hand  or  desk  viewer.  Available 
individually  or  by  subscription— twelve  or  thirty- 
six  titles  per  year;  all  titles  produced  in  one 
year  in  any  chosen  specialty.  Projectors  and 
viewers  included  in  subscription  plans.  Contact: 
Loma  Linda  University,  Illustrated  Medical  Lec- 
tures, Los  Angeles  33,  Calif. 

Continuously.  Armchair  Course.  Bedside  Diag- 
nosis of  Heart  Disease,  25  sessions,  one  every 
fortnight  for  fifty  weeks;  Armchair  Arrythmias 
(25  fortnightly  sessions) ; and  Supplementary 
Test  Series,  20  fortnightly  sessions.  Supplementary 
teching  and  diagnostic  aids:  teaching  slides, 
Swiss  calipers,  ECG  axis  rubber  stamps.  Contact: 
Tampa  Tracings,  Box  636,  Oldsmar,  Florida 
33557. 

Continuously.  Audio-Digest  Foundation  (a  non- 
profit subsidiary  of  the  California  Medical  Asso 
ciation)  provides  by  subscription  twice-a-month 
tape-recorded  summaries  of  leading  national 
meetings  and  authoritative  surveys  of  current 
literature.  Seven  separate  services  in:  General 
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Practice,  Surgery,  Internal  Medicine,  Obstetrics- 
Gynecology,  Pediatrics,  Anesthesiology,  and  Oph- 
thalmology. A new  Catalog  of  outstanding  lec- 
tures and  panel  discussions  in  all  areas  of  me- 
dical practice  is  also  available.  For  information, 
write:  Mr.  Ciaron  L.  Oakley,  Editor,  619  S. 
Westlake  Avenue,  Los  Angeles,  Calif.  90057. 

AMERICAN  MEDICAL  ASSOCIATION 
MEETINGS 

Sept.  20-23— Board  of  Trustees,  Chicago,  111.,  AMA 
Headquarters. 

Sept.  22-23—  Council  on  Occupational  Health, 
Atlanta,  Ga.,  Regency  Hyatt  House,  9:00  a.m.— 
5:00  p.m. 

Sept.  22-23  —Council  on  Mental  Health,  Dallas, 
Tex. 

Sept.  23-24— Council  on  Legislative  Activities, 
Atlanta,  Ga. 

Sept.  24—  Joint  Committee  on  Mental  Health  in 
Industry,  Atlanta,  Ga.,  Regency  Hyatt  House, 
9:00  a.m.  — 5:00  p.m. 

Sept.  24— Committee  on  Occupational  Toxicology, 
Atlanta,  Ga.,  Regency  Hyatt  House,  9:00  a.m.— 
5:00  p.m. 

Sept.  24— Council  on  Occupational  Health  with 
representatives  of  State  Medical  Association  Com- 
mittees on  Occupational  Health,  Atlanta,  Ga., 
Regency  Hyatt  House,  9:00  a.m.  — 5:00  p.m. 

Sept.  25-26— 27 th  Annual  AMA  Congress  on  Oc- 
cupational Health,  Atlanta,  Ga.,  Regency  Hyatt 
House. 

Sept.  29-30— Council  on  Drugs,  Chicago,  111.,  AMA 
Headquarters,  Board  Conference  Room. 


Oct.  7— Residency  Review  Committee  for  Thoracic 
Surgery,  Department  of  Goverment  Medical  Edu- 
cation, Chicago,  111.,  Drake  Hotel,  5:00  p.m. 

Oct.  4— Residency  Review  Committee  for  Psychia- 
try and  Neurology,  DGME,  Detroit,  Mich., 
Pontchartrain  Hotel,  9:00  a.m. 

Oct.  4-7— Eleventh  National  Conference  on  Phys- 
icians and  Schools,  DHE,  Chicago,  111.,  LaSalle 
Hotel. 

Oct.  5— Committee  on  Continuing  Professional 
Education  Programs  of  VHA,  New  York,  N.  Y„ 
Americana  Hotel,  9:00  a.m.  — 5:00  p.m. 

Oct.  6— Meeting  for  Chairmen  of  State  Medical 
Society  Committees  on  Nursing,  Chicago,  111., 
AMA  Headquarters,  Auditorium,  all  day. 

Oct.  6-7— Residency  Review  Committee  for  Anest- 
hesiology, Department  of  Medical  Education, 
Washington,  D.  C.,  Shoreham  Hotel,  9:00  a.m. 
— 5:00  p.m.,  both  days. 

Oct.  6-7— Council  on  National  Security,  Chicago, 
111.,  LaSalle  Hotel. 

Oct.  6-7— Residency  Review  Committee  for  Pedia- 
trics, Department  of  Govermental  Medical  Edu- 
cation, Park  City,  Utah,  C’est  Bon,  9:00  a.m. 

Oct.  7— Committee  on  Nursing  with  AHA  Council 
on  Nursing,  Chicago,  111.,  Lake  Shore  Club,  9:00 
a.m.  — 2:00  p.m. 

Internacionales 

Sept.  21-23.  International  Symposium  on  Obesity, 
Warsaw,  Poland.  Prof.  E.  Ruzykko,.  Chairman. 
Organizing  Committee,  Warsaw,  Poland. 


. 


Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones: 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 
cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Artículos  referentes  a resultados  de* 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

d)  Artículos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar 
como  una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografías  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  numeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j)  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (articulo  de  revista). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s) ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
506,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


POLYMYXIN  B-BACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


‘POLYSPORDPm 

POLYMYXIN  B-BACITRAOI 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  'h  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N Y. 


OINTMENT 

top  prevent  infection  hrf 
Burris,  and  abrasions;® 
aid  in  healing. 


to  forestall  further  kidney  impairment  later 


ALDOMET; 

Methyldopa 


the  full-time,  full-range 
antihypertensive 


It's  never  too  soon  to  consider  renal  damage,  be- 
cause the  great  majority  of  hypertensives  have  some 
renal  vascular  impairment  — even  those  with  only 
mild  sustained  hypertension.  “Although  renal  blood 
flow  is  presumably  normal  at  the  onset  of  essential 
hypertension,  progressive  impairment  in  renal  blood 
flow  and  glomerular  filtration  rate  is  an  inevitable 
consequence  of  sustained  diastolic  blood  pressure 
elevation-.”1  ALDOMET  provides  smooth,  effective 
antihypertensive  control  around  the  clock  and 
“...produces  a consistent  decrease  in  renal  vascu- 
lar resistance  which  maintains  renal  blood  flowwhen 
the  arterial  pressure  is  reduced.”2 

INDICATIONS:  Sustained  moderate  to  severe  hyper- 
tension. 

CONTRAINDICATIONS:  Pheochromocytoma  and  active 
hepatic  disease.  Use  with  caution  in  history  of  previous 
liver  disease  or  dysfunction.  Unsuitable  in  mild  or 
labile  hypertension  responsive  to  sedatives  or  thiazides 
alone.  Not  recommended  in  pregnant  patients. 

PRECAUTIONS:  Observe  usual  new-drug  precautions. 
Perform  hepatic-function  tests,  white-cell  and  differen- 
tial blood  counts  at  intervals  during  first  6 to  8 weeks 
or  in  unexplained  fever.  If  fever  occurs  without  infec- 
tion, discontinue.  Discontinue  or  reduce  dosage  in  se- 
vere reactions.  Expect  additive  antihypertensive  effects 
in  combination  therapy. 

SIDE  EFFECTS:  Sedation  often  seen  during  initial  ther- 
apy or  when  dosage  increased.  On  initiation,  transient 
headache  or  weakness  may  be  noted.  Occasional  ortho- 


static hypotension,  lightheadedness,  and  symptoms  of 
cerebrovascular  insufficiency  may  occur.  Angina  pec- 
toris may  be  aggravated.  Nasal  stuffiness,  mild  dryness 
of  mouth,  gastrointestinal  distress,  nausea,  vomiting, 
constipation,  diarrhea,  weight  gain,  and  edema  re- 
ported. 

Rare  reactions  include:  impotence,  breast  enlarge- 
ment, lactation,  skin  rash,  sore  tongue,  mild  arthralgia, 
myalgia,  parkinsonism,  psychic  disturbances  includ- 
ing nightmares,  reversible  mild  depression  or  psycho- 
ses, rise  in  BUN,  single  case  of  Bell’s  palsy,  reversible 
reduction  in  leukocyte  count,  reversible  agranulocy- 
tosis, acquired  hemolytic  anemia,  fever,  eosinophilia, 
mild  reversible  jaundice,  and  microscopic  focal  hepatic 
necrosis  compatible  with  drug  hypersensitivity.  After 
exposure  to  air,  urine  may  darken  owing  to  breakdown 
of  methyldopa  or  its  metabolites. 

Before  prescribing  or  administering,  read  product  cir- 
cular with  package  or  available  on  request. 

1.  Brest,  A.  N.:  Hemodynamic  response  to  antihypertensive  drug 
therapy,  J.A.M.A.  192: 127-130,  April  15,  1965. 

2.  Onesti,  G.  et  al.:  Comparative  hemodynamic  effects  of  anti- 
hypertensive agents:  alpha-methyl-dopa,  pargyline  and  isocara- 
midine.  Abstracts  of  the  37th  Scientific  Sessions  and  18th  An- 
nual Meeting,  Council  on  Arteriosclerosis,  American  Heart  As- 
sociation, Atlantic  City,  October  21-22,  1964.  Circulation  30:111- 
135-111-136,  October  1964. 


MERCK  SHARP  &D0HME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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INDICATIONS: 

There  jasóme  evidence  suggesting  that  SERC  (BetahistineHydrochloride)  may 
reduce  the  frequencv^x  episodes  of  vertigo  associated  with  Meniere’s  sy 
drome  in  some  patients.  Clinical  studies  designed  to  evaluate  the  eifkrScy  of 
SERC  (BetahistinpHydrochloride)  have  been  concerned  only  witb-a'small  portion 
of  the  clinical  Spectrum  of  Meniere's  syndrome.  Such  aioigroup  of  patients 
have  been  characterized  by  a high  frequency  of  veptifinous  episodes  ranging 
from  one  .4  day  to  once  per  two  weeks.  An  infqrefice  of  efficacy  with  respect 
to  the  /larger  population  of  Meniere's  synjfrbme  which  is  characterized  by 
occasional  episodes  of  vertigo  cannot  be^rfade. 

No  /Inference  can  be  made  from  available  data  that  SERC  (Betahistine  Hydro- 
chloride) has  any  role  in  the  propjrylaxis  and/or  treatment  of  tinnitus  and/p 
pecreased  auditory  acuity  found/fn  Meniere’s  syndrome.  In  addition,  iUrainot 
/been  demonstrated  that  the  usé  of  SERC  (Betahistine  HydrochlorideHfvfluences 
the  future  course  of  a giveir  patient  with  respect  to  the  subspqient  need  for 
surgical  procedures  directed  at  ameliorating  incapacitating^vmigo. 

The  safety  and  efficacy/of  SERC  (Betahistine  Hydrochloride)  in  the  treatment 
of  vertigo  associated  with  cerebral  arteriosclerosis  apd  vertigo  associated  with 
other  disease  states  have  not  been  established. 

CONTRAINDICATION 

In  several  patients  with  a history  of  peptic  u/cer,  there  has  been  an  exapefba- 
tion  of  symptomyconcomitant  with  the  use  of  SERC  (Betahistine  Hydrochloride). 
Although  there /are  no  confirmatory  data/with  respect  to  a drug/tause-and- 
effect  relation, /it  is  recommended  that  the  drug  be  contraindicated  in  patients 
with  active  pebtic  ulcer.  This  finding  would  be  in  keeping  witlf  SERC's  (Beta- 
histine Hydroohloride)  hypothesized  h/stamine-like  activity,  fpr  histamine  is  a 
powerful  gastric  secretagogue. 

Patients  with/  pheochromocytoma  should  be  treated  with  c are. 

WARNINGS: 

The  possibility  of  a drug-induced  Exacerbation  of  a pp'ptic  ulcer  (see  Contra- 
indications’ ection)  should  be  kept  in  mind  when  the' administration  of /SERC 
(Betahistine  (Hydrochloride)  is  being  considered  for  a patient  with  a prior  history 
has  not  been  demonstrated  to  exert  a hyper- 
of  an  idiosyncratic  reaction  shoult/  be  con- 


of  peptic  ulcer.  Although  this  drug 
sensitivity  effect,  the  possibility 
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USE  IN  PREGNAN 

^Safety  of  SERC  (Betahistine  Hydrochloride)  in  pregnincy  has  not  been  estab- 
lished. Therefore,  Its  use  in  pregnancy,  lactation,  or\in  the  child-bearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  child.  Animal  reproductive  studies  with  Vats  have 
not  shown  any  adverse\effects. 

PRECAUTIONS: 

In  the  absence  of  studies  determining  whether  there  is  an  interaction  between 
this  histarrHne-like  drug  and  antihistamine  agerHs,  it  is  recommended  that  SERC 
(Betahistine  Hydrochloride)  notUp  used  concurrently  with  antihistamine  agen 

^ADVERSE  EFFECTS 
ocasional  patients^ 


ave  experienced  nausea  and  headab 


DOSA 

The  usuSkadult  dosage  hasNieen  one  tablet Vh^mg.)  administetBifi orally  two' 
four  times  a\day.  The  dosage  lias  ranged  from  "hyo  tablets  per  tfay  to  eight 
tablets  per  daySffo  more  than  eightTablets  are  recommended  to  betaken  in 
.any  one  day.  SERC  (Betahistine  Hydro&Weride)  has  not  bésuevaluated  in 

age  group  aruhtberefore  is  not  recommended  for  uie-Tiy  children, 
drugs  SERC  (Betafitstioe  HydrochlorideT'afmuld  be  kept  out'Ot-reach 
of  children^ 

.HOW  SUPPLIED: 

I tablets  of  4 mg. 

CAUTION:  _ 

Federal  law  prohibits! 


: of  100  tablets, 
singwithout  prescription. 


(betahistine  hydrochIMi 


jnay^aiéinTetfttcift^^  of  vertiginous 

episodes  associated  with  Mentaras  Syndrome. 

INITIAL  DOSAGE  SUGGESTION:  The  most  commonly>egort- 
ed  starting  dose  of  Sere  is  two  tablets  three  times  a 
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TOWN. 


JERSEY 


Sere  is  “One  of  only  seven  new  drug  chemical  entities  marketed  last  year”  (1966) 


ARMOUR  PHARMACEUTICAL  COMPANY  Chicago,  Illinois  60690,  U.S  A. 


Why  the  Enzymes? 


Many  skin  infections  lie  hidden  under  crusts, 
debris  and  necrotic  tissue.  CHYMAR®  Oint- 
ment provides  a powerful  enzyme  formula- 
tion which  breaks  down  this  natural  barrier 
and  ensures  full  penetration  of  the  hydro- 
cortisone and  neomycin  for  rapid  and  effec- 
tive anti-inflammatory  and  antibiotic  action. 


The  water-miscible  base  in  CHYMAR  Oint- 
ment also  promotes  maximum  release  of  its 
therapeutic  agents  at  the  site  of  the  infection. 

CHYMAR  Ointment  is  most  effective  for 
comprehensive  topical  treatment  of  all  in- 
fected and  inflammatory  skin  lesions. 

R Supplied  ir  1/6  oz.  tubes. 


CHYMAR 

(Proteolytic  enzymes,  hydrocortisone  and  neomycin) 

Ointment 
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TO  ASSURE  YOUR  REGISTRATION 


PLEASE  RETURN  TO: 


ADVANCE  REGISTRATION  INFORMATION 


rculation  and  Records  Dept.  535  North  Dearborn  Street 

nerican  Medical  Association  Chicago,  Illinois  60610 


DR  ADVANCE  REGISTRATION  OF  PHYSICIANS 

lease  PRINT) 

me 

(Each  Physician  Must  Register  in  His  Own  Name) 


Street 


lity  State  Zip  Code 

m a Member  of  the  AMA  thru  the State 

dical  Association  or  in  the  following  government  service: 


[~|  General  Registration  Only  (No  Fee) 

Just  complete  coupon  and  return  before  Nov.  13,  1967. 
Your  Advance  Registration  Card  will  be  sent  to  you 
on  Nov.  16. 


General  Registration  Plus  Breakfast 
Roundtable  Reservations 

Tuesday,  Nov.  28,  7-8:30  A.M. 

□ 1.  Indications  and  Limitations  of  Uses  of  Antibiotics 

□ 2.  The  Moral  and  Ethical  Aspects  of  Caring  for  the 

Dying  Patient 


Wednesday,  Nov.  29,  7-8:30  A.M. 

□ 3.  Management  of  Cerebrovascular  Insufficiency 

□ 4.  Adolescence,  Age  of  Rebellion;  Related  Psychiatric 

Aspects 

The  price  of  each  Breakfast  is  $3.50.  Please  indicate 
choice  and  return. 


My  remittance  of  $ is  enclosed. 


•••••  • • • • • • 


: 


These  rooms  are  available  only  through  the: 
AMA  HOUSING  BUREAU 
Suite  1101 


1006  Main  Street 
Houston,  Texas  77002 
Phone:(713)224-5201 


H0UST0N-H0TELS  & MOTELS 


Map 

No.  MOTELS 

Singles 

Doubles 

Twins 

Suites 

10. 

GRANT  MOTEL* 

7.50 

8.50 

9.50-10.50 

11. 

HOLIDAY  INN-CENTRAL 

11 

14 

17 

12. 

HOUSTONAIRE  MOTOR  HOTEL 

12 

15 

18 

13. 

LAS  VEGAS  MOTOR  HOTEL 

9-13.50 

12-16.50 

14.50-16.50 

14. 

RAMADA  INN 

9.50 

11.50 

11.50-20.50 

33-37.50 

15. 

ROMAN  INN 

9-10 

12-13 

15-16 

16. 

SHERITON  OAKS  INN* 

10 

12 

14 

17. 

TIDELANDS  MOTOR  INN 

9-10 

13-14 

13-16 

35 

18. 

TOWERS  MOTOR  HOTEL 

(CO-HEADQUARTERS  HOTEL- 

-NO  ROOMS  AVAILABLE) 

19. 

20. 

29  PALMS  MOTOR  HOTEL* 

WHITE  HOUSE  MOTOR  HOTEL 

6.75-7.75 

9-12 

8.75-9.75 

10-12 

12-16 

•No  restaurant  or  coffee  shop  on  premises 
ffNo  swimming  pool 
All  rooms  100%  air-conditioned 


Map 

No.  HOTELS  Singles  Doubles  Twins  Suites 


HOTEL  AMERICA 11.50-17.75  16.85-23.50  20-23.50  50-75 

CONTINENTAL  HOUSTON 

MOTOR  HOTEL 9-15  12-18  14-19  40-83 

LAMAR  HOTELff 9.50-18.50  13-22  14.50-22  35-135 

RICE  HOTELtf 11.50-16.50  15.50-20.50  17.50-22.50 

SAVOY-FIELD  HOTEL  ft 8-12  10-14  10-14 

SHAMROCK  HILTON  HOTEL (HEADQUARTERS  HOTEL-NO  ROOMS  AVAILABLE) 

SHERATON  LINCOLN  HOTEL 12-16.50  16-20.50  16-20.50  35-50 

TEXAS  STATE  HOTELtf 13.50  10-15.50  12-16  40-65 

WARWICK  HOTEL 15  18  22  55-80 


1. 

2. 


3. 

4. 

5. 

6. 

7. 

8. 

9. 


“He’s  doing  better. 

X-rays  show  a duodenal  ulcer, 
but  the  bleeding  has  definitely 
slowed  down.” 


“Hemoglobin  is  still  low, 
so  I’d  give  him  at  least 
one  more  unit  of  blood  and 
continue  the  milk  and  Maalox!’ 


,.A 


Maalox  works  fast,  does  not  constipate,  and  is  pleasant  to  take ...  no  taste  fatigue. 


3 dosage  forms  for  convenience,  flexibility  and  variety: 
Maalox  Suspension  (12  fl.  oz.).  Maalox  No.  1 Tablets 
(0.4  Gm.)  : sugar-free  and  low  in  sodium. 

Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength 
for  double  antacid  action. 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


WILLIAM  H.  RORER,  INC.  fort  Washington,  pa. 


EATON  LABORATORIES 

División  de  The  Norwich  Pharmacal  Company 
Norwich,  N.Y.,  E.U.A. 


Para  el  tratamiento  de  lesiones 
e infecciones  superficiales 

Furacin  Apósito  Soluble  y Polvo  Soluble 
Furacin  Solución  y Solución  Aerosol 

Para  el  tratamiento  de  infecciones 
oculares  y palpebrales 

Furacin  Solución  Oftálmica  y Ungüento  Oftálmico 

Para  el  tratamiento  de  otitis  media 
y externa 

Furacin  Oto-Solución 

Para  el  tratamiento  de  vaginitis 
y cervicitis  bacterianas 

Furacin  Ovulos  y Crema  Vaginal 

Para  el  tratamiento  de  infecciones 
nasales  y paranasales 

Furacin  Nasal 

Para  el  tratamiento  de  uretritis, 
infecciones  orificiales 
y heridas  penetrantes  infectadas 

Furacin  Candelillas 


En  el 


tratamiento  tópico 
de  infecciones  bacterianas, 

el  Furacin* 
tiene  cada  día 
más  y más  aplicaciones 
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anginal  pain  with 
nitroglycerin  b.i.d. 

Unique  Nitrospan  micro-dialysis  process* 

adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


Nitrospan's  b.i.d.  dosage  extends  nitroglycerin  benefits 
to  prophylactic  therapy 

Helps  decrease  frequency  and  severity  of  attacks;  often  increases 
exercise  tolerance. 

Decreases  need  for  sublingual  nitroglycerin,  increases  patient  confidence. 

Smooth,  continuous  release  independent  of  gastrointestinal  functions 
reduces  headache  and  other  side  effects  that  might  result  from  peak 
concentrations  of  tablet  or  intermittent-release  preparations. 


brand  of 


CAPSlhFS 
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nitroglycerin 


2.5  mg.  in  micro*dialysis  cells 


•The  micro-dialysis  cell.  Nitrospan's  timed- 
release  mechanism  is  totally  different 
from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on 
unpredictable  digestive  processes.  The 
nitroglycerin  in  Nitrospan  capsules  is 
contained  within  hundreds  of  dialysis 


cells  of  controlled  permeability.  The 
contents  of  each  micro-dialysis  cell  are 
released  by  diffusion  rather  than  disinte- 
gration, at  a continuous  rate  independent 
of  gastrointestinal  action.  Only  the  pres- 
ence of  finid  is  required. 


For  a starter  supply  of  NITROSPAN,  write : 
USV  PHARMACEUTICAL  CORPORATION 
800  Second  Avenue,  New  York,  N.Y.  10017 


f \ 


indication  and  Dosage:  For  prophylactic  use  only  in  angina  pectoris, 

1 capsule  every  12  hours.  Precautions:  For  prophylaxis  only,  not  for  relief 
of  acute  anginal  attacks.  Tolerance  to  nitrites  may  develop  on  long- 
continued  use.  Contraindications:  Idiosyncrasy  to  nitroglycerin,  and  early 
myocardial  infarction,  side  Effects:  With  use  of  nitrites,  transient  headache, 
postural  hypotension,  nausea  and  vomiting  may  occur.  Overdoses 
may  cause  flushing,  dizziness,  tachycardia,  headache  and  svncoDe. 
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Why  doctors  are  prescribing  ivith  confidence 

TIh®  Arts  to  corf  Fama 

TRIAMCINOLONE  LEDERLE 

for  patients  ivith  rheumatoid  arthritis,  bronchial  asthma  and  other 
respiratory  allergies,  inflammatory  and  allergic  skin  disorders,  and 
other  conditions  requiring  steroids 

For  an  authoritative  discussion  of  the  properties  of  ARISTOCORT  see 
the  A VM.  A.  Council  on  Drugs  report  in  J A . M . A . 169.257  (Jan.  18)  1959 


ARISTOCORT  Triamcinolone  Tablets  1 mg.  scored  (yellow);  2 mg.  scored  (pink);  4 mg. 
scored  (white);  16  mg.  scored  (white)  • ARISTOCORT  Triamcinolone  Diacetate  SYRUP 
ARISTOCORT  Triamcinolone  Acetonide  0.1%  CREAM  and  OINTMENT  Tubes  of  5 Cm.  and 
15  Gm.  • ARISTOMIN®  Steroid-Antihistamine  Compound  Capsules  • NEO-ARISTOCORT® 
Neomycin-Triamcinolone  Acetonide  0.1%  Eye-Ear  Ointment  Tubes  of  % oz.  • ARISTO 
GESIC®  Steroid-Analgesic  Compound  CAPSULES  * ARISTOCORT  Triamcinolone  Diacetate 
PARENTERAL  Vials  of  5 cc.  (25  mg./cc.  micronized  for  intra-articular  and  intrasynovial  injection ) 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANA.M1D  COMPANY,  Pearl  River.  N.Y. 

CYANAMID  BORINQUEN  CORPORATION 
Lederle  Laboratories  Dept. 

Sant  urce,  P.  R. 
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; Contento? 

¡Si! 

Porque 
soy  fuerte 


Doctores  y hospitales  siempre  pueden  recomendar 
con  confianza  la  LECHE  EVAPORADA 
CARNATION  por  su  probada  reputación, 
calidad  y frescura.  La  LECHE 
EVAPORADA  CARNATION  ha  sido  usada 
por  generaciones  en  Puerto  Rico 
porque  significa  bebés  fuertes  y 
saludables. 


evaporated 


, milk 
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* Fernandito  Castro  Pavía 
ganador  del  Concurso 
del  Bebé  Saludable 
Carnation  de  1965. 


Los  pacientes  obstétricos  o post-quirúrgicos 
que  requieren  un  método  seguro  para  elevar 
su  hemoglobina,  recibirán  tanto  hierro  (250 
mg.)  de  una  inyección  de  5 c.c.  de  Imferon 
como  el  que  contiene  una  pinta  (500  c.c.)  de 
sangre  fresca.  El  Imferon  (inyección  de 
hierro  dextrán)  es  menos  costoso  y evita  los 
bien  conocidos  peligros  que  entraña  la  trans- 
fusión de  sangre  total.  En  los  pacientes  que 
no  pueden  tomar  hierro  o en  aquellos  en 
quienes  no  se  puede  confiar  que  lo  hagan,  el 
Imferon  (inyección  de  hierro  dextrán)  sumi- 
nistra rápidamente  el  hierro  necesario  para  los 
depósitos  de  reserva. 


UNA  PINTA 
DE  SANGRE 
NO  PROPORCIONA 
MAS  HIERRO 


QUE  UNA 
AMPULA  DE  5 cc. 
DE 


IMFERON 

(inyección  de  hierro  dextrán) 
LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201,  U.S.A. 


LAKESIDE 


PRODUCTOS 
PARA  PACIENTES 
QUE  UD.  VE 
A DIARIO 


RESUMEN:  ACCION  E INDICACIONES:  Una  sola 
dosis  de  Imferon  (inyección  de  hierro  dex- 
trán) produce  una  alza  apreciable  de  la 
hemoglobina  y una  serie  completa  de  inyec- 
ciones restituye  efectivamente  los  depósitos 
de  hierro.  El  Imferon  está  indicado  úni- 
camente en  casos  diagnosticados  de  anemia 
ferropriva,  en  los  que  resulta  inefectiva  o 
poco  práctica  la  administración  de  hierro 
oral.  Tales  deficiencias  de  hierro  pueden 
incluir:  pacientes  en  el  último  trimestre  de 
gestación;  pacientes  con  trastornos  gastro- 
intestinales o en  vías  de  recuperación  de 
intervenciones  quirúrgicas  del  tracto  gastro- 
intestinal; hemorragias  crónicas  con  pér- 
didas de  hierro  continuas  y masivas  que  no 
responden  rápidamente  al  hierro  oral;  pa- 
cientes refractarios  a transfusiones  como 
fuente  de  hierro;  niños  con  anemia  hipo- 
crómica;  pacientes  en  quienes  no  se  puede 
confiar  que  tomen  hierro  oral. 

COMPOSICION:  El  Imferon  (inyección  de 
hierro  dextrán)  es  una  solución  bien  tole- 
rada de  complejo  de  hierro-dextrán  que 
proporciona  el  equivalente  a 50  mg.  de 
hierro  elemental  por  cada  cc.  La  solución 
contiene  0.9%  de  cloruro  de  sodio  y su  pH 
varía  entre  5.2  y 6.  El  frasco-ámpula  de 
10  cc.  contiene  0:5%  de  fenol  como  preser- 
vativo. 

ADMINISTRACION  Y POSOLOGIA:  La  dosis,  ba- 
sada en  el  peso  corporal  y gramos  de 
hemoglobina  en  100  cc.  de  sangre,  varía 
desde  0.5  cc.  para  lactantes  hasta  5 cc.  para 
adultos,  aplicada  diariamente,  en  días  alter- 
nos, o semanalmente.  El  requerimiento 
total  en  cada  individuo  es  fácilmente  deter- 
minado mediante  la  tabla  de  dosificación 
contenida  en  el  prospecto.  La  inyección 
intramuscular  profunda  en  el  cuadrante 
superior  externo  de  la  región  glútea,  em- 
pleando la  técnica  trayectoria  en  Z (con 
desplazamiento  lateral  de  la  piel,  previo  a 
la  inyección),  asegura  buena  absorción  y 
evita  la  coloración  de  la  piel.  Se  recomienda 
una  aguja  de  por  lo  menos  dos  pulgadas  de 
largo  para  el  adulto  normal. 

EFECTOS  SECUNDARIOS:  La  incidencia  de  efec- 
tos secundarios  sistémicos  y locales  es  poco 
común.  Puede  ocurrir  coloración  de  la  piel. 
Una  dosis  excesiva,  superior  a la  requerida, 
puede  producir  hemosiderosis.  A pesar  de 
que  las  reacciones  alérgicas  o anafilácticas 
son  rarísimas,  se  han  presentado  ocasional- 
mente reacciones  serias;  tres  reacciones 
fatales  han  sido  atribuidas  al  Imferon 
(inyección  de  hierro  dextrán).  Raras  veces 
se  ha  reportado  urticaria,  artralgia,  lin- 
foadenopatía,  náusea,  jaqueca  y fiebre.  Se 
recomienda  aplicar  inicialmente  una  .dosis 
de  prueba  de  0.5  cc. 

PRECAUCIONES:  Si  hay  reacción  de  sensibili- 
dad a la  dosis  de  prueba  no  deberá  adminis- 
trarse el  fármaco.  El  Imferon  (inyección 
de  hierro  dextrán)  deberá  administrarse 
únicamente  por  vía  intramuscular  profunda. 
La  inyección  deberá  solamente  aplicarse  en 
el  cuadrante  superior  externo  de  la  región 
glútea,  y no  en  el  brazo  u otras  áreas.  El 
riesgo  de  carcinogénesis  en  seres  humanos 
es  insignificante  cuando  se  emplea  el 
Imferon  (inyección  de  hierro  dextrán)  en 
la  forma  recomendada. 

CONTRAINDICACIONES:  El  Imferon  (inyección 
de  hierro  dextrán)  está  contraindicado  en 
pacientes  con  sensibilidad  comprobada  al 
complejo  de  hierro  dextrán.  Por  estar  desti- 
nado  exclusivamente  a la  terapia  de  las 
anemias  ferroprivas,  no  deberá  utilizarse  en 
el  tratamiento  de  otras  anemias. 
PRESENTACION:  Ampulas  de  2 cc.  cajas  de  10; 
ámpulas  de  5 cc.  cajas  de  4;  frasco-ámpulas 
de  10  cc.  de  dosis  múltiple. 


Una  sola 
dosis 
diaria... 
excelente 
efecto 
antihipertensivo 


Enduronyl 

METILCLOROTIACIDA  Y DESERPIDINA 


El  componente  Enduron¡  ( metilclorotiacida ) raras  veces  causa 
depleción  potásica.  El  componente  Harmonyl®  (deserpidina)  posee 
la  misma  acción  antihipertensiva  y tranquilizante  que  la  reserpina, 
pero  los  efectos  secundarios  — congestión  nasal,  diarrea,  salivación, 
depresión  fisica  y mental — son  mínimos. 


El  efecto  combinado  de  los  dos  componentes  suele  reducir  la  presión 
arterial  en  grado  mayor  que  uno  u otro  agente  aislado.  Asimismo, 
permite  generalmente  disminuir  la  dosis.  En  la  gran  mayoría  de  los 
casos,  suele  bastar  una  sola  tableta  de  Enduronyl  por  día. 


Enduronyl  da  excelentes  resultados  en  muchos  casos  de  hiperten- 
sión leve  a moderadamente  intensa.  En  casos  muy  graves  o resistentes, 
puede  reforzarse  su  acción  con  medicamentos  más  potentes.  Solicite 
documentación  comj.’',ta  al  Representante  de  Abbott. 


Cada  tableta  de  Enduronyl  contiene  5 mg.  de  metilclorotiacida  y 
0,25  mg.  de  deserpidina.  Frascos  de  20  tabletas  ranuradas. 


¡PIENSE  EN  EL  DIA «S PENSADO! 


¿QUIEN  LE  ASEGURA  QUE  EL  NACIMIENTO  DE  UN  HIJO  NO  LE  OCASIONARA  SERIOS  PROBLEMAS  ECONOMICOS? 
LA  SSS  LE  ASEGURA  PROTECCION  A MADRE  Y CRIATURA  i Y TAMBIEN  A SU  PRESUPUESTO! 


La  SSS  — Seguros  de  Servicios  de  Salud — es  la  más  completa  protección  para 
personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una  módica 
prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  todos  los  servicios 
indispensables  con  el  médico,  hospital  o laboratorio  de  su  selección.  Los  servicios 
de  maternidad  de  la  SSS  cubren  práctica- 
mente todos  los  gastos  desde  el  momento  en 
que  la  madre  ingresa  al  hospital.  La  SSS  pone 
a su  disposición  todas  las  ventajas  de  la  me- 
dicina privada,  a través  de  873  médicos  y 
especialistas,  31  hospitales  y 40  laboratorios. 

Algunos  de  nuestros  planes  incluyen  hasta 
servicios  dentales,  con  240  dentistas  asocia- 
dos. Para  más  detalles,  llene  el  cupón  que 
publicamos  aquí  y envíelo  a la  dirección  que 
aparece  en  el  mismo.  También  puede  visitar 
nuestras  oficinas  o llamar  a los  teléfonos: 

724-3737  en  San  Juan,  878-1248  en  Arecibo, 

842-7367  en  Ponce  y 832-6942  en  Mayagüez. 


SSS.  Apartada  3628 
G.  P.  0. 

San  Juan,  P.R.  00936 
Señores: 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 
sus  beneficios  para  mí. 

NOMBRE  

DIRECCION  


(Calle  y número,  o apartado) 
CIUDAD  0 PUEBLO  ZIP  CODE  


SS  LE  DA  TRIPLÉ  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 


He’s  doing  better. 

X-rays  show  a duodenal  ulcer, 
but  the  bleeding  has  definitely 
slowed  down!’ 


“Hemoglobin  is  still  low, 
so  I’d  give  him  at  least 
one  more  unit  of  blood  and 
continue  the  milk  and  Maalox.” 


Maalox  works  fast,  does  not  constipate,  and  is  pleasant  to  take ...  no  taste  fatigue. 

3 dosage  forms  for  convenience,  flexibility  and  variety 
Maalox  Suspension  (12  fl.  oz.) . Maalox  No.  1 Tablets 
(0.4  Gm.)  : sugar-free  and  low  in  sodium. 

Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength 
for  double  antacid  action. 


o 

RORER 

R 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


WILLIAM  H.  RORER,  INC.  fort  Washington,  pa. 


CHROMOSOME 
STUDIES  IN  CLINICAL  PRACTICE 


Norman  Maldonado,  MD 
/.ayda  Seijo,  BS,  MT 
José  Rodríguez,  MT 


In  1956,  Tjio  and  Levan  showed  that  the 
normal  human  chromosome  number  was  46 

(1) .  In  1959  Lejeune  reported  the  presence 
of  an  extra  small  chromosome  in  mongolism 

(2) .  Since  then  a great  number  of  chromo- 
somal aberrations  have  been  described  and 
these  discoveries  have  demonstrated  that  some 
types  of  human  disease  may  have  as  their 
basic  defect  a chromosomal  abnormality. 

Chromosomes  can  be  obtained  for  analysis 
directly  from  bone  marrow  preparations  and 
from  testicular  material,  since  in  these  organs 
there  are  numerous  cells  undergoing  active 
cell  division.  During  recent  years  the  advan- 
cements in  cell  culture  techniques  have  made 
it  possible  to  study  chromosomes  from  skin 
fibroblasts  and  from  leukocytes  in  peripheral 
blood.  The  discovery  of  the  substance  phyto- 
hemagglutinin which  stimulates  lymphocytes 
into  blastogenesis  and  increases  their  mitotic 
activity  has  made  chromosomal  studies  a 
wide-spread  practice. 

In  1960,  in  Denver,  Colorado,  a confer- 
ence of  cytologists  working  in  this  field  reach- 
ed an  agreement  on  the  standard  nomencla- 
ture for  the  human  karyotype  (3).  This  was 

From  the  Department  of  Medicine,  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan, 
Puerto  Rico. 

This  study  was  supported  by  NIH  Hematology 
Training  Grant  No.  T1  AM  5302-05  and  by  the 
Clinical  Research  Center  NIH  Grant  No.  FR-63-05. 


revised  in  London  in  1963  (4)  and  in  Chicago 
in  1966  (5).  By  these  systems  the  pairs  of 
autosomal  chromosomes  are  referred  as  “X” 
and  “Y”  rather  than  by  their  number.  The 
autosomal  chromosomes  are  classified  into 
seven  distinguishable  groups  (See  figure  1). 
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Fig.  1 : Nomal  female  karyotype. 

Group  A is  composed  of  the  first  three  pairs 
of  chromosomes  which  are  large  and  have  a 
median  centromere.  Group  B is  composed  of 
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two  pairs,  4 and  5,  of  large  chromosomes 
with  a submedian  centromere.  (The  term 
submedian  signifies  that  the  centromere  is 
moved  away  from  the  center  of  the  chromo- 
some.) Group  C is  composed  of  chromosome 
pairs  6 to  12.  These  are  medium  sized  chro- 
mosomes also  with  a submedium  centromere. 
The  X chromosomes  resemble  the  larger  chro- 
mosomes in  this  group.  Group  D is  composed 
of  chromosome  pairs  13  to  15.  These  are  me- 
dium sized  chromosomes  with  terminal  cen- 
tromeres better  known  as  acrocentric  chro- 
mosomes. Group  E is  composed  of  chromo- 
some pairs  16  to  18.  These  are  rather  short 
chromosomes  with  submedian  centromeres. 
Group  F chromosomes  comprise  pairs  19  to 
20  which  are  short  chromosomes  with  median 
centromeres.  Group  G chromosomes  comprise 
pairs  21  and  22  which  are  very  short  acrocen- 
tric chromosomes.  The  Y chromosome  is  si- 
milar to  these  latter  chromosomes  but  it  is 
slightly  larger. 

During  the  last  3 years  we  have  been  in- 
terested in  the  study  of  human  chromosomes 
as  a tool  in  the  clinical  evaluation  of  our 
patients.  We  are  reporting  our  experience 
with  chromosomal  studies  and  reviewing  the 
most  common  diseases  associated  with  chro- 
mosomal abnormalities. 

Material  and  Methods 

Chromosomal  studies  were  done  on  65  patients 
in  whom  satisfactory  preparations  were  obtained. 
The  patients  with  nonhematological  diseases  were 
studied  from  cultured  peripheral  blood.  Hematolo- 
gical patients  had  direct  bone  marrow  preparations 
and  some  had  cultured  peripheral  blood  studies  or 
both.  At  least  10  metaphases  were  studied  and  one 
or  more  karyotypes  were  done  in  each  case. 

The  peripheral  blood  leukocyte  cultures  were 
carried  out  by  the  method  of  Moorehead  et  al 
(6)  with  some  modifications.  The  direct  bone  mar- 
row studies  were  performed  according  to  the  me- 


thod described  by  Kiossoglou  et  al  (7)  . Both  these 
methods  are  represented  graphically  in  figure  2. 

HUMAN- CYTOGENETICS 
CHROMOSOMES  STUDIES 
€f 

Bone  Morrow  Aspiration  -/  Peripheral  Blood 

l Direct  Method 

Z Culture  ^ Culture 


I.  Hypotonic  Solution 
Z Fixative  - Camoys 

Two  Parts  Methanol 
One  Part  Glaaol  Acete  Acid 

Slides  Preparation 
L Four  Drops  of  Cells  Suspension 
Z.  Ignite 
3 Stain  - Giemso 


Microscopic  Examination 
Pictures 


yotype  f 


Fig.  2:  Schematic  representation  of  the  technique 
used  to  do  the  chromosomal  studies  in  our  patients. 


Results 

The  results  are  listed  in  Tables  I and  II. 
Patients  studied  because  of  mental  deficiency, 
congenital  heart  disease,  adiposogenital  syn- 
drome, familial  hypoparathyroidism  and  other 
malformations  had  a normal  modality  of  46 
chromosomes  with  no  definite  chromosomal 
abnormality. 

The  patients  with  suspected  Kleinfelter’s 
syndrome  showed  a hyperdiploid  pattern  of 
47  chromosomes  with  XXY  in  3 patients  and 
one  patient  was  normal.  We  could  not  con- 
firm the  diagnosis  of  Turner’s  syndrome  in 
any  of  the  cases  studied.  We  saw  three  pat- 
ients with  pseudohermaphroditism,  2 females 
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TABLE  I:  CHROMOSOMAL  ABNORMALITIES  DETECTED 


Clinical  Diagnosis 

Patients 

Studied 

Number  of 

Chromosomes 

Comments 

Mongolism 

4 

47 

G 21  Trisomy 

Multiple  defects 

1 

47 

18  Trisomy 

Microcephaly,  harelip 

1 

46  and  45 

Random  monosomy 

Chronic  granulocytic  leukemia 

4 

46 

Ph1  in  all 

Tropical  sprue 

6 

46 

Giant  forms,  deletions,  gaps 

Pernicious  anemia 

1 

46  and  45 

G monosomy  some  cells 

Megaloblastosis  and  mental  deficiency 

2 

46 

Giant  forms,  deletions,  gaps 

Waldenstrom's  macroglobulinemia 

1 

46 

Some  dicentric  forms 

Aplastic  anemia  — Fanconi’s 

1 

46  and  47 

Some  with  extra  G 

Acute  granulocytic  leukemia 

1 

46 

Blurred  chromosomes 

Kleinfelter’s  syndrome 

3 

47 

XXY  pattern 

TABLE  II:  NO  CHROMOSOMAL 
ABNORMALITIES  DETECTED 


Clinical  Diagnosis  Patients 

studied 

Tropical  sprue  relatives  3 

Aplastic  anemia  — Werner's  syndrome  1 

Monocytic  leukemia  1 

Congenital  spherocytosis  and  deformities  1 

Multiple  myeloma  3 

Myeloproliferative  disorder  1 

Mental  deficiency,  thrombocytopathy  1 

Pituitary  adenoma  1 

Mental  deficiency  2 

Gigantism  1 

Muscular  dystrophy  1 

Hypopituitarism  1 

Familial  Hypoparathyroidism  3 

Lawrence  Moon  Biedel  Syndrome  3 

Facial  deformity  in  sisters  2 

Congenital  heart  disease  3 

Kleinfelter’s  syndrome  1 

Suspected  Turner’s  syndrome  3 

Adiposogenital  syndrome  2 

Primary  amenorrhea  1 

Female  hemophiliac  1 

Ambiguous  genitalia  (males)  2 

Ambiguous  genitalia  (females)  2 


and  one  male.  One  female  hemophiliac  had 
an  XX  pattern. 

In  our  patients  with  megaloblastic  anemia 
the  peripheral  blood  showed  normal  chromo- 


somes. The  bone  marrow  studies  revealed 
giant  forms,  chromosomal  breaks,  gaps,  im- 
perfect coiling  and  dicentric  forms.  One  pat- 
ient with  pernicious  anemia  showed  mono- 
somy of  the  21st  chromosome  in  one  meta- 
phase. Some  studies  repeated  after  therapy 
showed  a return  to  normal  in  the  bone  mar- 
row’ preparations.  A few’  relatives  of  sprue 
patients  had  normal  karyotypes. 

Patient  with  chronic  granulocytic  leukemia 
early  in  the  disease,  writh  hemolytic  anemia, 
during  aplastic  episodes  and  blast  crisis  show- 
ed the  persistence  of  the  Ph1  chromosome. 
Chromosomes  in  acute  leukemia  were  usually 
blurred  and  difficult  to  study  except  in  one 
patient.  Patients  with  multiple  myeloma  had 
normal  chromosomes  from  the  peripheral 
blood.  One  patient  with  Fanconi’s  anemia 
had  a few  metaphases  with  47  chromosomes 
due  to  an  extra  small  acrocentric  chromo- 
some which  was  larger  than  those  of  group 
G.  Occasional  chromosomal  breaks  were  seen 
in  other  metaphases. 

Four  patients  with  mongolism  had  a 21 
trisomy  in  peripheral  blood  cultures  and  in 
the  bone  marrow.  One  patient  with  facial 
and  ear  malformations  and  cardiac  disease 
had  an  18  trisomy.  A patient  with  microce- 
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phaly,  hare  lip  and  cleft  palate  had  random 
loss  of  a chromosome  in  25%  of  50  meta- 
phases studied. 

In  several  patients  studied  an  occasional 
metaphase  was  found  with  a hypodiploid 
number  of  chromosomes  of  43,  44  or  45.  This 
occurs  due  to  loss  of  chromosomes  during 
the  preparation  and  unless  a significant 
number  of  metaphases  shows  these  abnormal- 
ities, those  metaphases  are  not  studied.  Oc- 
casional chromosomal  breaks  or  gaps  can  also 
occur  in  otherwise  normal  preparations. 

Discussion 

Autosomal  abnormalities: 

Many  diseases  have  been  reported  to 
show  chromosomal  aberrations.  In  most  ins- 
tances there  has  been  just  one  isolated  report 
or  a familial  occurrence  of  a chromosomal 
abnormality  with  a certain  disease.  However, 
there  are  certain  conditions  where  a definite 
chromosomal  abnormality  has  been  found 
consistently.  In  the  autosomal  abnormalities 
the  most  common  defect  has  been  that  of 
mongolism  where  there  is  a trisomy  of  chro- 
mosome number  21.  Another  autosomal  syn- 
drome is  that  of  the  13-15  trisomy  associated 
with  a specific  congenital  brain  defect.  The 
18  trisomy  syndrome  is  one  associated  with 
multiple  congenital  defects.  The  last  of  the 
fully  established  autosomal  abnormalities  is 
the  Ph1  chromosome,  which  is  seen  in  pa- 
tients with  chronic  granulocytic  leukemia. 
We  will  now  discuss  briefly  the  outstanding 
features  of  these  autosomal  syndromes. 

Mongolism ( Down’s  Syndrome)  : 

Patients  with  mongolism  have  a somatic 
chromosome  number  of  47  due  to  an  extra 
chromosome  in  group  G forming  a 2 1 trisomy 
(figure  3).  This  defect  is  probably  the  result 
of  non-disjunction  at  anaphase.  There  is  fail- 
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Fig.  Karyotype  of  a patient  with  mongolism 

showing  an  extra  21  chromosome. 

ure  of  one  of  the  daughter  chromosomes  to 
separate  during  this  stage  of  mitosis  and  in- 
stead both  chromosomes  ihigrate  to  the  same 
pole  resulting  in  a daughter  cell  receiving  an 
extra  chromosome  (8). 

There  are  a few  patients  with  mongolism 
who  have  a normal  number  of  46  chromo- 
somes (9).  In  these  patients  there  is  an  extra 
large  chromosome  in  group  D which  is  a 
translocation  of  the  third  21  chromosome  to 
one  of  that  group.  'I’he  mothers  of  these  pat- 
ients have  been  shown  to  have  only  45  chro- 
mosomes with  one  number  21  and  the  extra 
large  chromosome  in  group  D (10).  The  de- 
tection of  this  translocation  would  be  impor- 
tant in  counseling  families  who  have  a mon- 
gol child  since  the  probability  of  having  an- 
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Fig.  4:  Karyotype 

of  a patient 

with  18 

trisomy 

showing  an  extra  chromosome  in  group  E. 

other  affected  offspring  is  increased.  This 
13-15/21  translocation  occurs  in  about  5 r7r 
of  mongol  patients. 

The  high  incidence  of  leukemia  in  mon- 
golism has  been  blamed  on  the  triple  dose  of 
chromosome  2 1 which  seems  to  be  a regulator 
of  leukopoietic  function  (11). 

13-15  Trisomy: 

These  infants  have  a somatic  chromosome 
number  of  47  with  an  extra  chromosome  in 
Group  D,  probably  a 15  trisomy  (12).  These 
infants  have  a specific  brain  defect,  arhinen- 
cephaly.  Mental  and  development  retarda- 
tion, microphthalmus,  low  set  ears,  cleft 
palate,  hare  lip,  polydactyly,  cardiac  and  re- 
nal abnormalities  are  the  most  frequent  ab- 


Chromosome Studies 


» )t 

n \> 

u 

4# 

3s  4b 

It  11  It 

5b 

It 

6c  7e  8c 

M *1  ft! 

9c  10c  11c 

I!  fti 

12c 

• i 

1M  144  154 

11  IS 

1S«  i/s 

A A §6 

Us 

I. 

19Í  20  f 

21  i 22* 

/ 

2)mi 
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normalities  seen  in  these  patients  (13).  The 
prognosis  is  poor  and  death  occurs  at  an 
early  age. 

17-18  trisomy: 

These  infants  are  characterized  by  mi- 
crognathia, low  set  malformed  ears,  flexion 
deformities  of  the  hands,  hypertonicity,  men- 
tal retardation,  failure  to  thrive,  cardiac  and 
renal  abnormalities  (14,  15).  They  have  47 
chromosomes  due  to  an  extra  chromosome  in 
Group  E most  likely  number  18  (Figure  4). 
These  infants  also  die  early  in  life. 

Ph1  chromosome: 

In  1960  Nowell  and  Hungerford  described 
an  abnormality  interpreted  as  a deletion  of 
the  long  arms  of  a number  21  chromosome 
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in  patients  with  chronic  granulocytic  leuke- 
mia (16,  17).  (Figure  5).  The  presence  of 
this  Ph1  chromosome  has  been  associated  with 
the  low  leukocyte  alkaline  phosphatase  en- 
zyme in  the  granulocytes  of  patients  with 
this  form  of  leukemia.  Patients  with  this  ab- 
normal chromosome  respond  better  to  thera- 
py with  busulfan  than  patients  who  do  not 
have  it.  This  defect  is  supposed  to  be  acquired 
and  is  present  in  granulocytes,  normoblasts 
and  megakaryocytes  (18).  It  is  thought  that 
in  the  number  21  chromosome  are  some  re- 
gulatory genes  of  leukopoiesis  and  the  leu- 
kocyte alkaline  phosphatase  of  the  leukocytes. 


Megaloblastosis: 

In  megaloblastic  anemias  there  is  impair- 
ed DNA  synthesis.  Chromosomes  obtained  by 
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direct  bone  marrow  preparations  will  show 
giant  forms,  imperfect  coiling,  dicentric  forms, 
chromosomal  breaks,  gaps  and  deletions  (Fi- 
gure 6).  In  pernicious  anemia  a higher  inci- 
dence of  monosomy  of  the  No.  21  chromo- 
some has  been  reported  (19).  All  these  ab- 
normalities revert  to  normal  after  therapy. 

In  our  patients  with  tropical  sprue  the 
abnormalities  were  detected  on  direct  bone 
marrow'  preparations  only. 

Miscellaneous  abnormalities : 

The  list  of  diseases  in  which  an  isolated 
case  or  a few  cases  have  had  a chromosomal 
aberration  is  long  and  is  beyond  the  scope  of 
this  paper.  However,  there  are  some  di- 
seases with  abnormalities  which  we  want  to 
mention. 

The  “cri-du-chat”  syndrome  is  a disorder 
characterized  by  multiple  congenital  anoma- 
lies and  a cry  similar  to  the  meowing  of  a 
cat.  There  is  a partial  loss  of  the  short  arms 
of  chromosome  number  5 (20).  Another 
congenital  disorder  is  antimongolism  where 
there  is  a minute  acrocentric  chromosome 
No.  21  similar  to  the  Ph1  chromosome  (20). 

Fifty  per  cent  of  the  patients  with  acute 
leukemia  have  had  abnormalities  in  the 
number  of  chromosomes  described.  This  is 
known  as  aneuploidity.  The  abnormality  re- 
vertes during  remissions  and  returns  during 
exacerbations  (21).  In  myelofibrosis  with 
myeloid  metaplasia  an  extra  chromosome  in 
Group  C has  been  described  (22).  In  Wal- 
denstrom’s macroglobulinemia  and  in  other 
gammopathies  an  extra  large  chromosome  re- 
sembling one  of  group  A or  B has  been  des- 
cribed (23). 

In  many  cases  of  spontaneous  human 
abortions  autosomal  and  sex  chromosome 
aberrations  are  present  (24).  Following  ir- 
radiation chromosomal  abnormalities  which 
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are  transient  have  been  observed  ( 25)  . 
There  are  many  isolated  reports  of  unusual 
diseases  associated  with  a chromosomal  aber- 
ration in  all  or  in  some  of  the  cells  studied 
(26). 

Aberrations  in  sex  chromosomes: 

The  abnormalities  in  the  sex  chromosomes 
are  those  which  affect  the  X and  the  Y only. 
The  established  abnormalities  are  the  Klein- 
felter’s  syndrome,  Turner’s  syndrome  and 
the  triple  X female  (27). 

The  mechanism  of  formation  of  the  ab- 
normal zygote  is  by  non-disjunction  or  simple 
loss  at  meiosis. 

Kleinfelter’s  Syndrome-. 

These  phenotypic  males  have  enuchoid 
features,  azoospermia,  fibrosis  with  hyalini- 
zation  of  the  testis  and  gynecomastia.  They 
frequently  have  47  chromosomes  and  an  XXY 
chromosomal  pattern  (Figure  7).  A buccal 
smear  will  give  a positive  sex  chromatin  pat- 
tern as  seen  in  females.  This  shows  the  pre- 
sence of  a Barr  body  which  is  an  inactivated 
X chromosome.  The  buccal  smear  is  the  ideal 
screening  test  for  these  cases  and  the  kary- 
otype confirms  the  diagnosis.  Twenty  percent 
of  the  patients  with  Kleinfelter’s  syndrome 
will  have  a normal  karyotype  and  therefore 
a negative  buccal  smear.  Other  patients  will 
have  3 or  more  X chromosomes.  Some  are 
mosaics  having  2 or  more  cell  lines  with 
different  karyotypes  as  XX/XXY  and  XX/ 
XXY/XXYYY  (28). 

Turner’s  Syndrome-. 

These  phenotypic  females  of  short  stature, 
arched  palate,  small  mandible,  large  ears, 
webbed  neck,  low  hair  lines,  widely  spaced 
nipples  and  cubitus  valgus  have  streak  go- 
nads, poor  sexual  development  and  are  fre- 
quently sterile.  They  frequently  have  45  chro- 
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Fig.  7:  Karyotype  from  a patient  with  Klein 
felter’s  syndrome  showing  an  XXY  pattern. 

mosomes  with  an  XO  pattern,  but  some 
cases  of  mosaicism  with  XO/XX  and  other 
combinations  have  been  described  (29). 
Most  of  these  patients  are  chromatin  negative 
since  they  only  have  one  X chromosome  and 
none  to  form  the  Barr  body. 

A similar  syndrome  occurs  in  males  as- 
sociated with  hypogonadism.  The  karyotype 
is  XY,  but  XO  mosaics  have  been  described 
(30). 

Triple  X Female : 

These  patients  have  no  specific  physical 
abnormality.  They  have  a high  incidence  of 
mental  deficiency  and  menstrual  abnormal- 
ities. They  have  47  chromosomes  with  three 
X chromosomes  (31). 
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Ambiguous  Genitalia : 

The  patients  with  ambiguous  genitalia 
can  be  divided  into  3 groups:  (1)  male 
pseudohermaphrodites,  (2)  female  pseudo- 
hermaphrodites, (3)  true  hermaphrodites. 

The  male  pseudohermaphrodite  with  a 
female  looking  genitalia  will  have  gonads, 
which  are  morphologically  testis.  The  kary- 
otype is  usually  XY.  A variant  of  male  pseu- 
dohermaphroditism is  seen  in  testicular  fe- 
minization. These  patients  are  phenotypically 
females  but  genotypically  males  with  XY 
chromosomal  pattern.  They  have  a blind 
vaginal  pouch,  female  breast  development 
and  bilateral  testes  either  inguinal  or  labial. 
This  defect  is  thought  to  be  due  to  an  end- 
organ  unresponsiveness  to  androgens  (32). 
These  patients  should  be  kept  as  females 
with  no  attempt  to  change  the  sex  in  which 
they  were  reared. 

The  female  pseudohermaphrodite  will 
have  a male  looking  external  genitalia.  The 
gonads  are  ovaries  and  uterus  and  vagina 
are  present.  Their  karyotype  is  usually  XX. 
This  holds  true  for  the  cases  of  congenital 
adrenal  hyperplasia  who  also  have  an  XX 
constitution.  However,  in  both  male  and  fe- 
male pseudohermaphrodites  mosaicism  has 
been  described.  In  some  instances  the  consti- 
tutional chromosomal  pattern  in  the  cultured 
gonadal  tissue  may  be  different  than  in  other 
tissues. 

In  true  hermaphroditism  most  reported 
cases  have  a female  karyotype  XX.  A few 
instances  have  an  XY  pattern  and  mosaicism 
has  also  been  reported  (33). 

The  management  of  these  patients  de- 
pends on  the  appearance  of  the  external  ge- 
nitalia, the  way  the  patient  has  been  reared 
and  the  patient’s  wishes.  The  sex  should  not 
be  changed  because  of  the  chromosomal  sex. 


Sex  chromatin  positive  males  and  sex 
chromatin  negative  females  are  usually  diag- 
nosed clinically  as  Kleinfelter’s  syndrome  or 
Turner’s  syndrome  without  need  for  chro- 
mosome analysis.  It  is  those  cases  where  the 
percentage  of  positive  cells  is  low,  where  hy- 
pogonadism is  unexplained,  or  where  the 
buccal  smear  is  not  definite,  that  the  chro- 
mosome analysis  should  be  done. 

Miscellaneous  Sex  Chromosomal  Abnormali- 
ties: 

Some  males  have  been  described  with  47 
chromosomes  and  an  XYY  pattern  (34).  No 
definite  phenotypic  characteristics  have  been 
ascribed  to  this  abnormality. 

No  living  patient  has  been  found  with  a 
YO  pattern  and  probably  its  occurrence  is 
lethal,  thus  suggesting  that  at  least  one  X is 
essential  for  life. 

Summary 

A group  of  patients  in  whom  chromo- 
somal abnormalities  were  suspected  was  stu- 
died. Chromosomes  were  analyzed  from  direct 
bone  marrow,  culture  of  peripheral  blood 
and  cultured  bone  marrow  preparations.  The 
results  helped  us  to  confirm  the  diagnosis  in 
some  patients.  Patients  with  mongolism, 
chronic  granulocytic  leukemia,  18-trisomy, 
Kleinfelter’s  syndrome,  megaloblastic  anemia 
and  many  other  diseases  were  studied. 

The  chromosomal  aberrations  can  be  di- 
vided into  autosomal  and  sex  chromosome 
defects.  The  autosomal  syndromes  include  21 
trisomy  in  mongolism,  15  trisomy,  18  trisomy 
and  the  Ph1  chromosome  in  chronic  granu- 
locytic leukemia.  There  are  many  other  auto- 
somal abnormalities  described  in  various  di- 
seases but  no  other  established  chromosomal 
syndromes.  In  the  sex  aberrations  the  Klein- 
felter’s syndrome,  Turner’s  syndrome  and 
triple  X female  are  the  established  abnor- 
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malities.  The  problems  of  ambiguous  geni- 
talia were  briefly  discussed. 

Resumen 

Se  estudiaron  65  pacientes  en  quienes  se 
sospechaban  anormalidades  en  los  cromoso- 
mas. Los  estudios  se  hicieron  utilizando  pre- 
paraciones directas  de  médula  ósea  y cultivan- 
do sangre  periférica  o médula  ósea.  Los  re- 
sultados ayudaron  a confirmar  los  diagnósti- 
cos sospechados  en  algunos  casos.  Se  ana- 
lizaron kariogramas  de  pacientes  con  mon- 
golismo,  leucemia  granulocítica  crónica,  tri- 
somía  18,  síndrome  de  Kleinfelter,  anemias 
megaloblásticas  y otras  condiciones. 

Las  aberraciones  cromosómicas  suelen  di- 
vidirse en  anomalías  de  los  cromosomas  auto- 
sómicos  y en  los  cromosomas  del  sexo.  Los 
síndromes  autosómicos  aceptados  son  la  tri- 
somía  21  en  Mongolismo,  la  trisomía  15,  la 
trisomía  18  y el  cromosoma  Ph1  (Filadelfia) 
en  la  leucemia  granulocítica  crónica.  Hay 
otras  anomalías  autosómicas  descritas  en  va- 
rias enfermedades,  pero  donde  los  síndromes 
no  están  aún  completamente  definidos.  En 
las  aberraciones  del  sexo  se  encuentra  el  sín- 
drome de  Kleinfelter,  el  síndrome  de  Turner 
y la  super  hembra  con  triple  X.  Existen  otros 
problemas  en  los  cromosomas  del  sexo  que 
aún  no  están  bien  definidos.  Se  discutieron 
brevemente  los  problemas  de  la  genitalia  am- 
bigua. 
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THYROID 
SCANNING  IN  CARCINOMA 
OF  THE  THYROID  GLAND 


Aldo  E.  Lanaro,  MD 
Sergio  Irizarry,  MD 


The  correlation  between  the  histopatho- 
logic findings  of  the  thyroid  gland  and  the 
scintigraphic  pictures  obtained  by  radioiso- 
tope examination  has  been  the  subject  of 
many  studies  which  have  been  carried  out  to 
delineate  the  diagnostic  potential  of  isotopic 
scanning  in  carcinoma  of  the  thyroid  and  its 
importance  in  therapeutic  management. 

Its  early  application  to  the  resolution  of 
this  problem  was  foreseen  quite  early  follow- 
ing the  introduction,  of  131 1 to  clinical  med- 
icine for  the  study  of  thyroid  disorders,  by 
Hertz  et  al  (1),  and  Hamilton  et  al  (2).  A 
series  of  observations  made  by  auto-radio- 
graphy in  1947  established  a relationship  be- 
tween iodine  accumulating  capacity  of  the 
thyroid  tissue  and  its  histology  — Rawson  et 
al  (3),  Dobyns  et  al  (4,  5),  Cope  et  al  (6), 
Fitzgerald  et  al  (7).  In  the  following  year 
(1948)  Feitelberg  (8)  demonstrated  a similar 
response  with  the  employment  of  an  ade- 
quately collimated  Geiger-Muller  detector.  In 
this  work  Feitelberg  described  the  superimpo- 
sition of  different  planes  of  tissue  activity 
which  leads  quite  often  to  errors  of  interpre- 
tation, and  continues  to  be  considered  the 
leading  cause  for  discrepancies  between  the 
interpretation  of  isotopic  images  and  the  his- 
topathologic diagnosis.  Since  that  time  on, 
the  relationship  between  the  degree  of  tissue 
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avidity  for  iodine  and  cancer  has  been  gen- 
erally accepted.  Means  (9)  stated  in  1951 
that  in  not  a single  case  the  capacity  of  neo- 
plastic tissue  to  fix  iodine  approaches  that 
of  normal  thyroid  tissue.  This  criterium  still 
holds,  but  has  been  somewhat  modified  by 
subsequent  observations  gleaned  from  the 
study  of  isotopic  scannings — Molnar  et  al 
(10),  Dische  (11),  Cattel  (12).  The  tech- 
nique of  isotopic  localization  gained  tremen- 
dously and  became  easier  to  perform  with  the 
introduction  of  the  automatic  scanner  by 
Cassen  (13),  Allen  (14)  and  Bauer  (15). 

In  subsequent  years,  from  many  centers, 
a great  number  of  studies  dealing  with  the 
statistical  analyses  of  scintigraphic  examina- 
tions of  the  gland  and  their  correlation  with 
tissue  pathology  have  been  published.  Such 
a study  has  not  been  done  before  in  Puerto 
Rico  and  the  need  to  appraise  what  the 
local  experience  is,  impelled  us  to  do  this 
work.  In  addition,  the  evidence  obtained  at 
this  laboratory  in  the  study  of  thyroid  di- 
sorders by  other  techniques  permits  us  to  sus- 
pect a peculiar  geographical  biologic  be- 
havior of  thyroid  function  in  our  population 
which  is  different  from  the  experience  of 
others:  the  average  24  hour  131-I  thyroid 
uptake  for  euthyroid  individuals  is  rather  low 
(order  of  20%)  (16,  17),  the  131-I  protein 
bound  plasma  level  at  48  hours  is  diagnostic 
in  only  72%  of  hyperthyroid  patients  (18), 
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and  the  thyroid  gland  in  hyperthyroidism  is 
quite  sensitive  to  relatively  low  doses  of  131-I ; 
i.e.  an  average  single  dose  of  4.5  MC  cured 
84.2%  of  83  patients  treated  (19).  The  need 
to  know  our  local  experience  in  the  correla- 
tion of  scanning  data  with  the  diagnosis  of 
thyroid  neoplasias,  and  the  apparent  geogra- 
phic peculiarity  of  biologic  behavior  observed 
by  us  in  other  tests  of  thyroid  function,  have 
prompted  us  to  investigate  our  scanning  ex- 
perience at  the  Puerto  Rico  Nuclear  Center 
to  have  a better  understanding  of  the  type  of 
thyroid  pathology  we  are  dealing  with  in  our 
environment. 


Material 

The  study  is  based  on  the  review  of  scans 
obtained  from  patients  referred  for  examination 
from  the  Northeast  region  of  Puerto  Rico.  A total 
of  543  unselected  scans  were  reviewed  and  correla- 
tion between  scan  image  and  histopathologic  diag- 
nosis was  made  in  a group  of  64  in  which  a tissue 
diagnosis  was  available. 

The  scanning  equipment  largely  used  for  these 
studies  contained  a 2 x 2 inch  Nal  (TL)  crystal, 
a 19  hole  honeycomb  collimator  with  focussing 
distance  of  1%  inch  connected  to  a spectrometer. 
A second  set  of  equipment  containing  a larger 
crystal  and  collimator  has  been  modified  so  that 
the  photoscanning  attachment  and  an  x-ray  unit 
work  in  combination  to  produce  a radiographic 
picture  and  photoscan  image  in  the  same  film 
without  having  to  move  the  patient.  When  a 
better  radioisotopic  localization  is  needed,  a com- 
bined radiographic  photoscan  localization  of  the 
neck  region  is  obtained  with  this  equipment. 

Method 

A dose  of  50  to  100  uc  131I  was  used  in  all  pa- 
tients. The  examination  of  the  patients  was  done 
24  hours  later,  with  the  patient  in  recumbent  posi- 
tion, head  extended  and  shoulders  elevated  on  a 
pillow.  The  neck  was  scanned  from  above  down- 
wards at  80%  full  scale  velocity  (30  cm  per  min- 
ute = maximum  speed)  and  the  detector  overlying 
the  skin  by  i/2  to  1 inch. 


Anatomic  landmarks  such  as  the  midline,  the 
sternal  notch,  the  thyroid  cartilage  and  the  sterno- 
cleidomastoid muscles  were  registered  on  the  scan- 
ning paper.  The  palpable  masses  were  delineated 
by  wax  pencil  on  the  skin  of  the  patient  and  the 
diagram  thus  obtained  was  carefully  transferred 
to  a plyofilm  paper  held  horizontally  overlying  the 
lesion  with  preservation  of  its  size,  shape  and  con- 
tour as  seen  in  this  plane.  From  the  plyofilm  pa- 
per the  diagram  of  the  lesion  was  transferred  to 
the  paper  dot  scan  keeping  the  proper  relationships 
with  the  anatomic  landmarks  previously  registered. 
The  scintigrams  were  interpreted  as  follow: 
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1 . “cold”  — areas  either  having  no  activity  or 
less  activity  than  the  rest  of  the  gland,  (fig- 
ure No.  1) . 
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2.  “warm”  — areas  having  activity  similar  to  the 
the  rest  of  the  gland,  (figure  No.  3) 
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3.  ‘‘hot”  — areas  having  greater  activity  than 
the  rest  of  the  gland,  (figure  No.  3) 


various  thyroid  disorders  in  which  due  to 
poor  iodine  concentration  the  scan  was  non 
demonstrative  or  non  diagnostic. 

A subgroup  of  64  patients  who  went  to 
surgery  and  whose  histopathologic  diagnosis 
was  known  showed  31  cold  nodules,  21  warm 
nodules,  4 hot  nodules,  5 with  low  uniform 
isotope  distribution  and  3 with  irregular  iso- 
tope concentration.  The  histopathology  ot  the 
nodules  disclosed  22  malignancies;  15  out  of 
31  cold  nodules  and  in  7 out  of  21  warm 
nodules.  The  benign  processes  (excluding 
Hashimoto’s  disease  and  cases  of  non  thyroid 
processes)  were  distributed  into  12  out  of  31 
cold  nodules,  13  out  of  21  warm  nodules 
and  3 out  of  4 hot  nodules.  Table  II*  sum- 
marizes these  results. 


Results 

A total  of  543  scans  were  analyzed.  The 
classification  by  group  according  to  “activi- 
ty” of  palpable  lesions  is  shown  in  Table  I. 

TABLE  I:  GROUPING  OF  THYROID 
NODULES  ACCORDING  TO  AVIDITY 
FOR  131I 


Classification 

Number 

% 

Cold  nodules 

105 

19 

Warm  nodules 

114 

21 

Hot  nodules 

17 

3 

Uniform  isotope 

distribution 

143 

26 

Irregular  isotope 

distribution 

164 

31 

The  group  of  uniform  isotope  distribution 
corresponds  to  diffuse  non  toxic  goiters  and 
to  “warm”  nodules  which  went  to  examina- 
tion without  the  benefit  of  pre-scan  delinea- 
tion (diagram)  so  that  they  became  indistin- 
guishable from  the  rest  of  the  gland  in  the 
scan.  The  last  group,  the  one  with  irregular 
isotope  distribution  belongs  largely  to  a group 
of  patients  surgically  treated,  or  to  patients 
having  extrathyroidal  processes  needing  eval- 
uation of  the  thyroid,  or  to  patients  with 


Discussion 

These  results  apparently  mirror  the  ex- 
perience of  other  authors  in  showing  the 
greater  prevalence  of  malignáney  in  non-func- 
tioning or  hypofunctioning  nodules,  so  called 
“cold”  nodules  as  is  often  stated  since  the 
time  that  Dobyns  et  al  (20)  showed  in  1949 
the  presence  of  gradient  of  activity  which 
corresponds  with  a gradient  of  malignancy. 
We  may  quote  from  the  published  experience 
of  some  authors  whose  values  are  in  general 
agreement.  In  1951  Dobyns  et  al  (21)  found 
that  none  of  119  carcinomas  could  fix  more 
iodine  than  the  normal  gland;  Johnson  et  al 
(22)  in  1955  found  31%  of  incidence  of  car- 
cinoma in  32  cold  nodules,  10%  in  warm 
nodules  and  none  in  hot  nodules.  Perlmutter 
et  al  (23)  in  1956  found  23%  incidence  of 
carcinoma  in  99  cold  nodules  and  only  one 
cancer  in  41  hot  nodules.  Greene  (24)  re- 
ported 20%  carcinomas  in  109  cold  nodules 
and  none  in  93  hot  nodules.  Beierwaltes  et 
al  (25)  in  1957  states  that  over  25%  of  cold 
lesions  harbor  carcinoma.  Groesbeck  (26)  re- 
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TABLE  H:  AVIDITY  FOR  1311  OF  THYROID  NODULES 
EXAMINED  HISTOLOGICALLY 


Frequency 

% DX  per  Classified 
nodules 

Anatomical  Diagnosis 

Cold 

Warm 

Hot 

Cold 

Warm 

Hot 

Carcinoma 

15 

7 

— 

49 

33 

- 

Benign  processes* 

12 

13 

3 

39 

62 

* * 

Hashimoto’s  disease 

1 

1 

1 

3 

5 

* * 

Non-thyroid  processes 

3 

- 

- 

9 

- 

- 

Totals 

31 

21 

4 

* Benign  lesions  included  7 adenomas  and  5 hemorrhagic  cysts. 
**  Figures  too  small  to  be  expressed  as  °J0. 


ported  the  presence  of  carcinoma  4 times 
more  in  cold  nodules  than  in  functioning 
tissue.  Bernard  et  al  (27)  stated  that  carcino- 
ma takes  up  from  10  to  100%  less  iodine 
than  normal  tissue  and  accepted  that  about 
25%  of  cold  nodules  are  carcinomatous,  1960. 

The  usefulness  of  the  scintigraphic  exami- 
nation becomes  controversial  with  the  publi- 
cation of  the  works  of  Catell  (12),  Molnar 
et  al  (101,  Decker  et  al  (28)  and  others  in 
which  the  presence  of  malignancy  is  reported 
in  association  with  hot  nodules.  Some  au- 
thors claim  radioiodide  studies  are  not  helpful 
for  the  diagnostic  differentiation  of  carcinoma 
— Stoffer  (29),  Seed  (30),  etc.;  while  others 
still  believe  that  changes  in  methodology  may 
help  improve  results  and  interpretation.  This 
has  led  to  changes  and  improvement  in  col- 
limation — Mack  et  al  (31),  the  use  of  32P- 
Ackerman  (32),  serial  determinations — Olli- 
no  et  al  (33)  and  at  this  laboratory  two 
plane  scanning  technique;  all  in  an  effort 
to  improve  the  correlation  between  radioiso- 
topic images  and  tissue  pathology.  Never- 


theless, the  probability  of  occurrence  of  car- 
cinoma in  cold  nodule  is  generally  accepted 
as  being  greater:  Meadows  (34)  in  1961 
reported  14  cancers  in  a group  of  24  patients 
with  non  functioning  nodules  (58%)  ; 
whereas  he  found  2 cancers  among  43  pa- 
tients with  hypofunctioning  tissue  (5%).  Sil- 
ver (35)  in  1962  stated  that  less  than  10% 
carcinomatous  tissue  fixes  iodine  and  in  lesser 
amounts  than  normal  gland. 

Forcher  (36)  emphasized  the  localized  up- 
take of  iodine  in  the  diagnosis  of  carcinoma. 
Rose  et  al  (37)  in  1963  stated  that  the  most 
important  criterium  for  declaring  a nodule 
malignant  is  to  determine  if  the  nodule  is 
“cold".  Dische  (11)  in  1964  stated  that  the 
scintigram  is  important  in  the  preoperative 
evaluation  of  the  patient,  he  reported  6 car- 
cinomas in  7 “cold”  nodules.  Ollino  et  al 
(38)  in  1965  believe  that  all  carcinomas  are 
usually  hypofunctioning  depending  on  their 
histology,  but  other  pathologic  processes  may 
be  involved  in  hypofunctioning  areas:  hem- 
orrhagic cysts  and  fibrosis.  They  report  a 
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23%  incidence  of  carcinoma  in  a group  of 
259  cold  nodules. 

Summary 

This  report  is  based  on  the  study  of  543 
scintigraphic  records  obtained  at  the  Puerto 
Rico  Nuclear  Center  from  patients  referred 
from  many  areas  from  the  Northeast  region 
of  Puerto  Rico.  The  isotopic  records  were 
classified  by  isotopic  activity  according  to  the 
criteria  described  above  and  of  these  a sub 
group  of  64  patients  whose  histopathologic 
diagnosis  was  known,  was  analyzed. 

Of  31  cold  nodules  49%  were  malignant 
processes  and  39%  were  benign  (in  this  cate- 
gory 42%  were  hemorrhagic  cysts).  Among 
21  warm  nodules  33%  turned  out  carcino- 
matous and  62%  benign.  In  4 hot  nodules 
there  were  no  malignancies.  The  literature 
is  partially  reviewed. 

The  apparent  great  frequency  of  carci- 
noma in  cold  and  warm  nodules  in  our  ma- 
terial may  be  reflection  of  statistical  bias  due 
to  the  relatively  small  group  studied  or  to  a 
greater  degree  of  selection  of  the  patients 
that  go  to  surgery.  We  believe  that  the  latter 
possibility  is  more  likely. 

The  experience  gained  at  this  laboratory 
by  the  correlation  of  thyroid  A.P.  scintigraphy 
and  histopathology  agrees  with  experience 
already  reported  by  other  authors  in  other 
centers  and  it  appears  to  show  that  the 
most  frequent  causes  for  the  lack  of  activity 
in  thyroid  nodule  are  concinoma  and  hem- 
orrhagic cysts  of  the  gland.  We  can  say  that 
these  relations  change  when  the  lateral  scan- 
ning is  systematically  done  as  we  are  doing  in 
this  Center  (39). 

Resumen 

Se  presenta  la  correlación  entre  gama- 
grama  y patología  tiroidea  obtenida  en  el 


Centro  Nuclear  de  Puerto  Rico  comparán- 
dola con  la  de  otros  centros. 

De  543  gamagramas  estudiados  se  pudo 
obtener  el  informe  anatomopatológico  de 
64  — 31  nodulos  fríos,  21  tibios,  4 calientes 
y 8 irregulares,  no  definidos. 

Entre-  los— primaros  el  49%.Tue  maligno 
y 39%  benigno  y de  estos  el  42%  eran  quistes 
hemorrágicos.  Entre  los  tibios  33%  fue  malig- 
no y 62%  benigno.  Y entre  los  calientes  no 
hubo  carcinoma. 

Se  hace  un  repaso  además  de  parte  de 
la  literatura  publicada  al  respecto. 
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JUVENILE 

RHEUMATOID  ARTHRITIS 

A Review 


Alejandro  Franco,  MD 
Esther  N.  González  Parés,  MD 


The  first  clinical  description  of  juvenile 
rheumatoid  arthritis  can  be  traced  to  the  lat- 
ter half  of  the  nineteenth  century.  The  first 
report  of  the  occurence  of  this  disease  among 
children  was  made  by  Cornil  in  1864  (1). 
In  1890,  Diamen tberger  (2)  reviewed  35 
published  cases  and  3 cases  of  his  own. 
George  Frederick  Still  in  1897  described  his 
observations  in  22  children  suffering  from 
this  disease  (3).  He  mentioned  almost  all 
of  the  manifestations  which  occur  in  this 
disease,  except  the  ocular  involvement  and 
the  rash.  He  also  stressed  the  differences 
which  occured  between  the  disease  in  chil- 
dren and  that  in  adults.  Since  his  descrip- 
tion the  disease  has  been  known  by  the 
eponym  of  Still’s  disease.  Still  divided 
juvenile  rheumatoid  in  3 types:  1)  Jac- 
coud’s  syndrome,  2)  Arthritis  resembling 
adult  rheumatoid  3)  Acute  disease  — char- 
acterized fever,  lymphadenopathy  and 
splenomegaly. 

Etiology 

The  etiology  of  this  condition,  as  well 
as  that  of  the  adult  disease,  is  unknown. 
Many  factors  have  been  implicated  as 
predisposing  to  it,  but  evidence  of  cause 
and  effect  relationship  between  them  and 
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the  onset  of  the  condition  has  not  been 
proven.  Some  authors  have  observed  a high 
incidence  of  respiratory  infections  preceding 
the  onset  of  the  arthritis  (4,  5,  6,  7,  8) 
and  in  several  of  these  studies  (4,  6,  7,  9) 
beta-hemolytic  streptococci  were  isolated 
from  throat  cultures  in  about  30-60%  of 
the  patients  whose  episodes  were  initiated 
by  an  upper  respiratory  tract  infection. 
Trauma,  psychologic  stresses,  infections,  have 
been  cited  as  related  to  the  onset  of  the 
disease.  That  hereditary  factors  may  be 
of  importance  in  the  etiology  of  this  condi- 
tion has  been  emphasized  by  Ansell  and 
Bywaters  (10).  They  found  polyarthritis  in 
a significant  proportion  of  male  and  female 
relatives  of  children  afflicted  with  this  con- 
dition. Among  the  male  relatives  sacroileitis 
was  more  frequent,  and  in  the  female  relatives 
polyarthritis  of  the  hands  was  more  common 
as  compared  with  a random  sample  of 
similar  age  and  sex.  The  condition  has  been 
described  in  two  pairs  of  homozygous  twins 

(11) .  Of  97  relatives  of  28  subjects  with  ju- 
venile rheumatoid  arthritis,  8 were  found  to 
have  rheumatoid  arthritis  (8). 

Incidence 

By  definition  juvenile  rheumatoid  arthri- 
tis occurs  before  the  age  of  16  and  in  general 
its  onset  is  more  frequent  before  7 years  of 
age.  In  a series  of  100  cases  from  London 

(12)  the  age  of  onset  was  well  below  5 years. 
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Another  author  in  Canada  (13)  found  a 
higher  incidence  in  the  first  two  years  of 
life.  Of  one  hundred  patients  reported  from 
the  Universities  of  Minnesota  and  Utah  (6) 
the  onset  of  symptoms  occur  before  7 years 
of  age  in  52%  of  the  cases  and  between  7 
and  15  years  in  48%.  In  the  series  reported 
from  Columbia-Presbyterian  Hospital  (14) 
in  55%  of  patients  the  disease  appeared 
before  the  sixth  birthday  with  a peak  inci- 
dence of  1 7 % occuring  between  the  first 
and  second  year.  In  a series  of  cases  reported 
from  Chile  (15)  80%  had  their  onset  after 
age  10.  In  a series  of  316  cases  reported  by 
Ansell  and  colleagues  (11)  the  age  of  onset 
was  before  the  age  of  5 years  with  a slight 
increase  in  frequency  toward  puberty. 

It  is  more  frequent  in  girls  than  in  boys, 
but  the  ratio  in  different  series  varies  from 
5:1  to  3:2.  Toumbis  and  co-workers  (8) 
claim  it  has  the  same  distribution  between 
sexes  as  rheumatoid  arthritis  in  the  adults. 

The  incidence  of  juvenile  rheumatoid 
arthritis  is  not  known. 

Clinical  Aspects 

Onset'. 

The  mode  of  onset  varies  considerably. 
It  may  be  insidious  with  only  one  joint  af- 
fected and  no  constitutional  symptoms,  it 
may  be  acute  with  severe  systemic  manifes- 
tations like  high  fever,  rash  and  lymphaden- 
opathy  without  articular  involvement,  or 
acute  with  systemic  and  articular  manifes- 
tations. The  acute  onset  with  marked  cons- 
titutional symptomatology  is  more  frequent 
before  age  7.  About  one  fourth  of  all 
juvenile  rheumatoid  arthritis  have  an  acute 
onset.  In  about  one  third  of  all  cases  the 
onset  is  insidious  very  similar  to  the  adult 
rheumatoid  arthritis. 


Fever: 

Fever  occurs  frequently  in  this  condition. 
The  patterns  of  fever  are  variable.  The  fever 
may  accompany  the  joint  manifestations  but 
at  times  may  precede  the  arthritis  for  weeks 
or  months.  It  may  be  intermittent,  hectic, 
remittent,  relapsing,  periodic  or  double 
quotidian  (16).  The  febrile  pattern  is  ge- 
nerally intermittent  with  midday  and  early 
evening  spikes.  Fever  has  been  noted  to 
occur  in  42%  to  90%  of  large  series  which 
have  been  published  (6,  8,  13,  14,  17,  18, 
19).  In  most  of  the  cases  the  fever  is  low 
grade  but  in  about  one  fourth  of  the  cases 
the  temperature  runs  above  104°F. 

Rash : 

The  typical  rash  seen  in  this  condition 
is  macular  or  papulomacular  and  does  not 
spread.  It  is  more  frequently  seen  in  the 
trunk  over  the  chest  and  abdomen.  It  may 
involve  the  face  and  the  extremities.  It 
almost  always  accompanies  a febrile  episode 
appearing  during  the  evening.  The  rash  is 
fleeting  in  nature  and  leaves  no  sequalae.  It 
has  been  noted  in  18  to  40%  of  the  patients 
reported  in  the  literature  (6,  12,  13,  17,  18). 

Lymphadenopathy  and  splenomegaly: 

Glandular  enlargement  is  another  prom- 
inent feature  of  this  disease.  The  lympha- 
denopathy may  be  minimal  or  so  extensive 
as  to  suggest  lymphoma.  It  is  most  prom- 
inent in  the  axillary,  epitrochlear  and  cer- 
vical regions  and  it  bears  no  relation  to  the 
affected  joints.  Its  occurrence  varies  and  in 
the  different  series  an  incidence  of  10  to 
30%  has  been  reported  (6,  13,  17,  18,  20). 
Splenomegaly  occur  in  about  25%  of  the 
patients  with  this  disease.  Hepatomegaly  also 
occur  but  is  less  frequent  than  splenomegaly 
(10). 
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Eye  involvement : 

Iridocyclitis  has  been  reported  to  occur 
in  5 to  29%  of  all  patients  with  juvenile 
rheumatoid  arthritis  (12,  18,  20,  21,  22,  23, 
24)  . From  the  iridocyclitis  some  patients 
develop  band  keratopathy  and  cataracts.  It 
is  a severe  lesion  and  untreated  patients  be- 
fore the  steroid  era  progressed  to  blindness. 
The  ocular  involvement  is  usually  bilateral 
and  it  has  been  reported  preceding  the  onset 
of  arthritis  by  two  and  one-half  years  (21). 
Uveitis  may  be  insidious  and  not  detected  for 
months  if  not  examined  by  an  ophthalmolo- 
gist, until  failing  vision  compels  attention 
(11,  15). 

Cardiac  involvement : 

Involvement  of  the  heart  has  been  re- 
ported in  about  7 to  10%  of  the  cases  of 
juvenile  rheumatoid  arthritis  (11,  26,  27). 
Pericarditis  is  the  most  frequent  cardiac  find- 
ing. At  times  it  may  be  accompanied  by  pleu- 
ritis. Some  investigators  reported  pericarditis 
as  the  only  type  of  cardiac  involvement 
found  in  their  series  of  cases  (11). 

Tachycardia  out  of  proportion  to  the  fe- 
ver has  been  described  (8). 

Subcutaneous  nodules: 

Subcutaneous  nodules  are  rare  in  this  con- 
dition. Large  series  report  0.09-14%  inci- 
dence of  subcutaneous  nodules  (11,  14,  17). 

Joint  manifestations: 

Joint  involvement  occurs  in  all  patients 
with  rheumatoid  arthritis.  Many  patients  ex- 
hibit only  arthralgias  with  no  objective  evi- 
dence of  arthritis  for  a considerable  time  after 
onset  of  the  disease.  The  arthritis  is  not  al- 
ways painful.  About  one  fourth  of  all  patients 
do  not  complain  of  joint  pains  (14). 

The  joint  involvement  at  the  onset  of  the 
condition  may  be  monoarticular  or  polyarti- 
cular. A monoarticular  onset  has  been  re- 


ported in  11-38%  of  the  cases  8,  13,  29). 
However,  of  these  only  10  to  12%  remain 
monoarticular  in  follow-up. 

At  the  beginning  there  is  only  swelling 
of  the  joints,  tenderness  to  palpation,  increase 
temperature  of  the  skin  overlying  the  affected 
joint  and  limitation  of  motion.  Some  children 
do  not  complain  of  pain,  however  they  refuse 
to  walk  or  they  walk  with  a limp.  From  the 
initial  stage  of  inflammation  the  condition 
can  progress  and  when  cartilage  and  bony 
changes  are  established  in  the  joint,  subluxa- 
tion, contraction  and  ankylosis  develop. 

The  joints  most  commonly  involved  are 
the  knees,  hips,  ankles,  carpi,  tarsi,  interpha- 
langeal  joints  and  cervical  spine.  The  most 
frequently  affected  joint  is  the  knee,  but  any 
joint  may  be  affected.  Neck  involvement  oc- 
curs frequently  in  this  condition.  Involve- 
ment of  the  cervical  zygapophysial  joints  ser- 
ves to  differentiate  juvenile  rheumatoid  from 
rheumatic  fever.  The  apophysial  joints  may 
ankylose  resulting  in  fusion  of  the  cervical 
spine.  The  proximal  as  well  as  the  distal 
interphalangeal  joints  may  be  involved.  How- 
ever, fusiform  swelling  of  the  proximal  inter- 
phalangeal joints  is  not  a frequent  finding. 
If  present,  it  is  a great  help  in  the  diagnosis 
of  the  condition,  for  no  other  collagen  disease 
of  children  produces  this  clinical  picture.  In- 
volvement of  the  temporomandibular  joint 
affecting  the  bony  growth  of  the  mandible 
results  in  the  “bird  jaw”  appearence  which 
is  observed  in  some  patients  (30).  The  sa- 
croiliac joint  may  be  involved  in  this  disease, 
but  as  it  gives  rise  to  no  clinical  symptoms, 
it  is  only  diagnosed  radiologically. 

Other  clinical  features: 

Abdominal  pain  has  been  reported  by 
some  investigators  as  a common  symptom  in 
juvenile  rheumatoid  arthritis  (6). 
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Pneumonitis  is  uncommon  in  this  disease, 
but  bacterial  pneumonias  constitute  the  most 
common  cause  oí  death  (5,  9). 

Growth  disturbances  occur  frequently  in 
this  condition.  There  are  several  reasons  for 
the  disturbances  in  growth.  First,  it  occurs 
as  part  of  the  general  disorder  as  it  occurs  in 
other  diseases  of  childhood.  Second,  in  young 
children,  the  joint  disease  so  close  to  the 
centers  of  growth  gives  rise  to  premature  ap- 
pearence  of  bone  centers  with  enlargement  of 
the  epiphyses  (32).  This  is  particularly  pro- 
minent when  one  side  of  the  body  is  affected. 
In  older  children  the  reverse  occurs,  actually 
the  affected  limb  may  be  shorter  mainly  due 
to  the  disease  (11).  A third,  and  very  im- 
portant cause  for  the  stunting  of  growth 
seen  in  these  children,  is  the  corticosteroid 
therapy  that  some  of  them  receive  for  pro- 
longed periods  of  time  to  control  their  sym- 
ptoms. 

Laboratory  Features 

There  is  no  laboratory  feature  diagnostic 
of  this  disease.  The  abnormal  laboratory 
tests  found  in  this  condition  have  limited 
value  in  differentiating  it  from  other  diseases. 

Patients  affected  with  this  disease  may 
have  anemia.  The  anemia  is  normocytic,  nor- 
mochromic or  hypochromic  with  hemoglobin 
values  in  the  range  of  8 to  llgms.  Anemia 
has  been  reported  to  occur  in  33  to  84%  of 
the  patients  (6,  17).  Leukocytosis  is  often 
seen.  At  times  a leukocyte  count  over  20,000 
may  be  encountered  (21,  29).  Leukopenia 
has  been  reported  in  15%  of  the  cases  (6). 

The  urinalysis  is  normal  in  all  cases  ex- 
cept for  occasional  febrile  proteinuria.  The 
development  of  marked  proteinuria  in  a pat- 
ient with  long  standing  disease  may  signify 
secondary  amyloidosis. 


The  sedimentation  rate  is  almost  always 
elevated  during  the  active  phase  of  the  di- 
sease. It  is  very  useful  for  the  determination 
of  activity.  At  times  the  sedimentation  rate  is 
normal  (14)  particularly  in  monoarticular 
arthritis. 

The  rheumatoid  factor  tested  by  direct 
agglutination  techniques  has  been  found  pre- 
sent in  13-26%  of  the  cases  (8,  18).  The 
younger  the  child,  the  less  likely  he  is  to  ex- 
hibit a positive  latex  test.  The  sheep  erythro- 
cyte agglutination  test  has  been  found  positive 
in  40%,  while  the  inhibition  test  has  been 
found  positive  in  87  % of  the  patients  (8). 

The  LE  cell  test  is  negative  in  this  con- 
dition. It  has  been  reported  uniformly  ne- 
gative in  the  large  series  reported  (8,  11). 
Antinuclear  antibodies  have  been  observed 
in  the  sera  of  1 3 % of  the  cases  (11).  The 
ASO  titer  may  be  elevated  in  20  to  50%  of 
the  patients  (6,  13,  32). 

Hypergammaglobulinemia  has  been  found 
in  about  one  third  of  the  patients  (8). 

X-Rays  Findings 

Radiological  findings  usually  appear  late 
in  the  disease.  Early  in  the  disease  the  only 
observable  finding  is  soft  tissue  swelling.  The 
first  bony  alteration  is  osteoporosis,  which 
may  be  quite  extensive,  even  in  the  absence 
of  radiological  evidence  of  joint  involvement. 
Later,  resorption  of  the  subarticular  cortex 
is  noted  (13).  This  is  followed  by  narrowing 
of  the  joint  space.  In  patients  with  long  stand- 
ing disease,  cartilage  and  bone  destruction 
occurs  as  evidenced  by  loss  of  articular  space, 
erosions  and  cysts.  These  changes  occur  rarely 
before  1-2  years  of  disease  (33).  Other  x-ray 
findings  in  advanced  disease  are:  subluxation 
of  large  joints,  bony  ankylosis,  epiphysial  frac- 
tures, and  compression  fractures  of  the  ver- 
tebrae. 


418 


Volumen  59 
Núm.  10 


Alejandro  Franco,  MD,  et  al 


One  of  the  more  characteristic  changes  is 
cervical  zygapophysial  fusion  most  prominent 
at  C2-C3.  New  periosteal  bone  formation 
may  occur  in  the  early  stage,  due  to  edema 
of  the  periosteum  in  the  neighborhood  of  the 
affected  joints  (11).  This  finding  has  not 
been  observed  in  monoarticular  disease  (33). 
Bony  erosions  of  the  carpal  bones  have  also 
been  described  early  in  the  course  of  the  di- 
sease (34).  Other  radiologic  findings  in  this 
condition  are  loss  of  cervical  lordosis,  failure 
of  development  of  vertebral  bodies,  atlanto- 
axial subluxation,  disc-space  narrowing  and 
fusion  between  bodies  (14,  35)  . 

Diagnosis 

The  diagnosis  of  juvenile  rheumatoid  ar- 
thritis rests  more  on  clinical  judgement  and 
awareness  of  the  protean  manifestations  of 
the  condition,  than  on  laboratory  tests. 

Bywaters  and  co-workers  have  studied  the 
largest  series  of  patients  with  this  condition, 
and  based  on  their  own  observations  through 
the  follow  up  of  these  cases  for  many  years, 
have  devised  a criteria  for  the  diagnosis  of 
juvenile  rheumatoid  arthritis  (36). 

A diagnosis  of  definite  juvenile  rheuma- 
toid arthritis  is  made  if  the  following  criteria 
is  met: 

1 — Onset  before  the  age  of  16  years 

2 — Involvement  of  four  or  more  joints 
for  a minimum  of  three  months  with  either 
pain  and  swelling,  pain  and  limitation  of 
motion  or  swelling  and  limitation  of  motion. 

3 — If  fewer  than  four  joints  are  involved, 
biopsy  of  synovial  membrane  showing  changes 
compatible  with  rheumatoid  arthritis. 

4 — Exclusion  of  other  diseases  like  syste- 
mic lupus  erythematosus,  ankylosing  spondy- 
litis, psoriasis,  ulcerative  colitis  or  polyarteri- 
tis nodosa. 


The  early  diagnosis  of  juvenile  rheuma 
toid  arthritis  in  the  child  is  very  important, 
as  failure  to  recognize  the  condition  on  time 
may  result  in  unnecessary  tests  which  cause 
discomfort  to  the  patient  and  additional  ex- 
penses to  the  parents. 

Treatment 

The  aims  of  treatment  in  this  disease  are 
to  control  activity,  preserve  function,  prevent 
deformities  and  relieve  pain. 

The  above  aims  are  accomplished  through 
the  combined  use  of  anti-inflammatory- 
agents,  physiotherapy  and  rest.  The  anti-in- 
flammatory agent  most  frequently  used  is 
acetylsalicylic  acid.  A dose  of  90mg  per  Kg 
divided  in  5 or  6 doses  daily  is  first  tried. 
Except  in  severe  cases  with  marked  constitu- 
tional symptoms,  aspirin  in  large  doses  is 
usually  sufficient.  If  aspirin  proves  ineffective, 
prednisone  is  added  in  small  doses  of  1 to 
5mg  per  day.  The  corticoids  can  initially 
produce  remarkable  symptom  suppresion,  but 
do  not  seem  to  influence  the  natural  remis- 
sion rate  or  ultimate  prognosis  ( 1 ) . The  use 
of  steroids  in  patients  with  severe  systemic 
disease  has  been  stressed  by  some  authors 
(6,  7,  12,  23)  based  in  the  fact  that  steroids 
provides  tolerance  for  physical  therapy  and 
increase  physical  activity. 

Intraarticular  steroid  injections  may  be 
of  help  in  patients  with  monoarticular  disease 
or  when  one  joint  is  more  severely  involved 
than  the  others  and  is  retarding  rehabilitation. 

When  the  patient’s  condition  turns  out 
to  be  unresponsive  to  the  aspirin  or  steroids, 
gold  salts  should  be  tried.  There  are  very 
few  studies  of  gold  therapy  in  juvenile  rheu- 
matoid arthritis.  Norcross  (7)  found  gold 
therapy  of  benefit  in  the  treatment  of  this 
condition. 

The  usefulness  of  antimalarials  in  this 
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condition  has  not  been  established.  Phenyl- 
butazone may  produce  severe  toxic  effects 
in  children,  so  its  use  is  not  recommended  for 
the  usual  case. 

Physical  therapy  should  be  a regular  part 
of  the  program  of  these  patients.  Physiothe- 
rapy is  of  help  in  preserving  function  and 
preventing  deformities. 

Some  patients  also  need  psychiatric  help 
for  their  behavior  and  emotional  problems. 

In  special  cases  in  which  the  disease  has 
burned  out  leaving  deformities,  surgical  in- 
tervention may  be  of  help. 

Prognosis 

The  course  of  this  condition  is  variable 
and  so  its  prognosis.  In  general  the  prognosis 
in  juvenile  rheumatoid  arthritis  is  better  than 
in  adults.  Ansell  and  Bywaters  found  that  5 
years  from  the  onset  of  the  disease  half  of 
the  patients  seen  originally  within  a year 
from  onset,  had  no  residual  joint  disease  and 
two  thirds  were  clinically  inactive  (11).  Pat- 
ients with  subcutaneous  nodules  or  positive 
latex  in  general  have  a poor  prognosis  (11). 
If  adequate  treatment  is  given  to  these  pa- 
tients the  prognosis  is  better  and  so  is  the 
outlook  for  life. 
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Clinical  Abstract 
Dr.  Hugo  Montes* *: 

A 30  year  old  colored  female  was  referred 
in  a comatose  state  to  the  University  Hospital 
on  October  22,  1966.  Three  to  four  months 
prior  to  the  admission  she  developed  poly- 
phagia, polydipsia  and  polyuria.  A month 
ago  she  had  been  admitted  to  the  Psychiatric 
Hospital  because  of  psychotic  behavior.  She 
was  treated  accordingly  but  was  not  told  to 
be  a diabetic.  A week  preceding  her  admission 
she  complained  of  a yellow  vaginal  discharge 
associated  with  suprapubic  discomfort  and 
pain.  She  was  seen  by  a local  physician  who 
prescribed  a vaginal  cream  which  did  not 
relieve  her  symptoms.  The  day  before  ad- 
mission she  started  to  drink  copious  amount 
of  water  and  juice  and  developed  marked 
polyuria.  Late  on  that  same  day  she  started 
to  vomit  and  became  extremely  disoriented. 
She  was  taken  in  a comatose  state  to  the  Psy- 
chiatric Hospital  and  from  there  was  referred 
to  our  hospital.  In  the  Emergency  Room  she 
was  found  to  be  unresponsive,  had  a cold 
clammy  skin,  an  increased  respiratory  rate 
and  looked  severely  dehydrated.  The  urine 
was  found  to  be  4 + for  sugar  and  acetone, 
the  plasma  was  4 + for  acetone  up  to  1:8 

From  the  Department  of  Medicine,  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan, 
Puerto  Rico, 
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dilution  and  the  blood  sugar  was  1,015  mg/ 
100ml.  Treatment  for  diabetic  coma  was 
started  immediately. 

The  past  medical  history  showed  that  she 
had  been  treated  for  the  past  3 years  at  the 
Psychiatric  Hospital  because  of  irrational  be- 
havior. Later  on  she  denied  any  family  history 
of  diabetes  mellitus. 

Physical  examination  revealed  a well  de- 
veloped, well  nourished  obese  colored  female 
who  was  comatose,  had  a Kussmaul  breathing 
and  was  severely  dehydrated.  Blood  pres- 
sure was  120/80  mm  Hg;  pulse,  100/min.; 
temperature,  36.6°C;  weight,  156  lbs;  and 
height,  61  inches.  The  head  was  normoce- 
phalic  and  there  was  no  evidence  of  trauma. 
The  eyeballs  were  soft.  The  pupils  were  round 
and  equal  and  reacted  to  light  and  accomo- 
dation and  the  fundi  did  not  reveal  any 
microaneurysms,  hemorrhages  nor  exudates. 
The  ears,  nose  and  throat  were  essentially 
normal.  The  thyroid  was  not  palpable.  The 
carotid  pulses  were  strong.  The  heart  was  not 
enlarged  on  percussion  and  there  were  no 
murmurs,  gallops  or  thrills.  The  chest  was 
clear  to  percussion  and  auscultation.  The  ab- 
domen was  globular,  the  peristalsis  was  active 
and  there  was  no  visceromegaly.  She  showed 
no  edema  nor  ulcerations  in  the  lower  ex- 
tremities. The  external  genitalia  was  normal. 
A whitish  exudate  covered  the  vagina.  The 
cervix  and  uterus  were  normal.  The  rectal 
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examination  showed  no  abnormalities.  Neu- 
rological examination  revealed  a comatose 
patient  unresponsive  to  all  stimuli.  The  deep 
tendon  reflexes  were  absent. 

Initial  laboratory  studies  showed  a blood 
glucose  of  1,015  mg/ 100  ml.,  Plasma  acetone 
was  4 + up  to  1:8  dilution.  The  urine  was 
4 + for  acetone  and  glucose.  The  C02  com- 
bining power  was  5 mEq/L;  blood  urea  ni- 
trogen, 22  mg/100ml;  serum  creatinine,  3 
mg/ 100ml;  serum  sodium,  140  mEq/L;  serum 
potassium,  6.2  mEq/L;  serum  chlorides,  113 
mEq/L;  serum  calcium,  10.4mg/100ml  and 
serum  phosphorus,  2.2  mg/ 100ml.  The  latter 
two  serum  chemistries  were  obtained  one  day 
after  admission.  The  serum  osmolarity  was 
343  mOsm/L.  Complete  blood  count  showed 
a WBC  count  of  28,350/cu  mm;  segmented 
91%,  lymphs  5%,  monos  3%,  and  stabs  1%, 
hemoglobin,  14g/ 100ml;  hematocrit,  43%. 
The  urine  analysis  revealed  a specific  gravity 
of  1.016,  0 - 1 WBC/HPF,  2+  albuminuria 
and  0-2  RBC/HPF.  The  serum  amylase  was 
6635  Somogyi  units  on  admission;  next  day 
it  was  145  units. 

Table  I summarizes  the  course  of  therapy 
and  the  most  pertinent  laboratory  studies 


in  the  first  17  hours  of  hospitalization. 

By  the  10th  hour  of  treatment  the  patient 
had  received  6,500  ml  of  intravenous  fluids, 
750  units  of  regular  insulin,  90  mEq  of  so- 
dium bicarbonate  and  had  had  a net  fluid 
retention  of  3,450  ml.  By  then  she  was  already 
out  of  acidosis  and  coma.  She  responded  to 
stimuli,  moaned  and  was  trying  to  sit  up  in 
bed.  The  central  venous  pressure  was  taken 
periodically.  At  6 PM  the  venous  pressure 
was  4 cm  and  at  11:00  PM,  8 cm.  At  12:30 
AM  on  October  23  she  was  tachypneic  and 
scattered  fine  moist  rales  were  heard  in  both 
lung  bases.  She  was  given  0.5  mg  of  digoxin 
intravenously.  The  central  venous  pressure 
was  recorded  as  normal.  A liter  of  intrave- 
nous glucose  in  saline  which  had  been  started 
at  11:00  PM  (11th  hour)  was  kept  at  a rate 
of  250  ml/hr  and  was  given  in  4 hours.  The 
urinary  output  in  those  4 hours  (11th  to  15th 
hour)  was  1,550  ml.  At  3:30  AM  another 
liter  of  5%  glucose  in  saline  was  started 
which  was  given  in  7%  hours.  She  was  agly- 
cosuric  during  this  period.  The  urinary  out- 
put in  this  7%  hours  was  1,200  ml.  She 
continued  having  a high  urinary  output  and 
from,  October  25  to  28  she  had  a negative 
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Serum  Potassium 
(mEq/L) 
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fluid  balance  (Table  II). 

She  had  been  fully  digitalized  on  October 
23  and  by  the  following  day  her  chest  was 
clear.  She  was  kept  on  a maintenance  dose 
of  0.25  mg  of  digoxin  daily. 

On  October  24,  two  days  after  admission, 
the  patient  was  fully  conscious  and  respon- 
sive. The  electrocardiogram  showed  evidence 
of  hypokalemia  (Figure  1)  and  the  serum 
potassium  was  2.2  mEq/L.  In  the  previous 
two  days  she  had  received  130  mEq  of  potas- 
sium. In  this  and  the  following  day  she  was 
given  a total  of  210  mEq  of  potassium.  On 

K 6 2 4.1  4.3  2.25  3.1  4.3 

(mEq/L) 


ohr  3 hr 


Fig.  1:  Serial  electrocardiograms  and  their  cor- 
relation with  the  serum  potassium  in  a diabetic 
patient  in  the  course  of  treatment  of  diabetic 
acidosis  (see  text)  . 


October  25  she  had  three  diarrheal  stools 
which  were  yellowish  and  watery.  She  was 
treated  with  paregoric  and  Kaopectate® 
and  the  diarrhea  subsided  promptly.  On  Oc- 
tober 26  she  was  started  on  a 1,500  calorie 
diabetic  diet  which  she  tolerated  well.  Fluids 
were  taken  orally  ad  lib.  Next  day  and  daily 
until  Nov.  1,  60  mEq  of  potassium  were 
given  orally  as  Kaon®. 

From  October  29  on  her  urinary  output 
decreased  and  she  kept  a positive  fluid  bal- 
ance. On  November  6 the  glomerular  filtra- 
tion and  the  renal  tubular  concentrating 
ability  were  studied.  The  creatinine  clearance 
was  89  ml/min  and  the  urine  osmolarity  after 
a twelve  hour  dehydration  period  was  565 
mOsm/L.  The  response  of  the  renal  tubule 
to  vasopressin  was  also  studied.  The  patient 
was  hydrated  in  order  to  maintain  an  ade- 
quate renal  flow.  Urine  was  collected  every 
15  minutes  for  five  periods  and  at  the  end 
of  the  first  period  5 units  of  aqueous  vaso- 
pressin was  given  intravenously.  The  urine 
osmolarity  increased  from  a level  of  59  mOsm 
/L  to  550  mOsm/1,  one  hour  after  the  ad- 
ministration of  Vasopressin.  The  renal  tu- 
bular response  was  considered  to  be  normal. 
A 24  hour  urine  sample  for  protein  failed 


TABLE  II:  CORRELATION  OF  THE  INTAKE  AND  OUTPUT  WITH  THE  SERUM 

POTASSIUM  LEVELS 


Date 

Intake 

Output 

Balance 

Serum  K 

K given 

10/22/66  (19  hr) 

8,500  ml 

4,700  ml 

+ 3,800  ml 

6.2;  4.1  mEq/L 

80  mEq 

10/23 

3,410 

2,017 

+ 1,393 

4.3 

50 

10/24 

3,750 

3,050 

+ 700 

2.25 

100 

10/25 

2,820 

3,135 

- 315 

3.0,  3.4 

110 

10/26 

2,300 

3,750 

- 1,450 

3.2 

20  mEq  IV 

50  mEq  approx,  in  diet 

10/27 

1,410 

2,850 

- 1,440 

50  mEq  in  diet 

60  mEq  as  kaon 

10/28 

1,240 

1,950 

- 710 

3.7 

110  mEq  as  on  10/27 

10/29 

• 

• 

no 

10/30 

1,350 

980 

+ 370 

110 

10/31 

1,980 

1,100 

+ 880 

4.9 

110 

11/1 

• 

• 

no 

11/2 

1,180 

825 

+ 355 

4.8 

50  mEq  in  diet 

*Inaccurate  charting  of  intake  and  output 
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to  show  any  detectable  amount.  On  October 
31  she  was  started  on  60  units  of  NPH  in- 
sulin daily.  Her  diabetes  was  well  controlled 
until  she  was  discharged  six  days  later.  Digo- 
xin  was  discontinued  on  November  2. 

She  was  seen  two  weeks  after  discharge  in 
the  Diabetic  Clinic.  She  was  asymptomatic 
and  her  diabetes  was  well  controlled. 

Clinical  Discussion 

Dr.  Elena  Villavicencio* : 

The  case  presented  today  represents  the 
most  severe  acute  manifestation  of  diabetes 
mellhus;  that  is,  diabetic  acidosis  and  coma. 
It  gives  me  an  opportunity  to  discuss  with 
you  the  modern  concepts  about  diabetes. 
What  is  diabetes?  Is  diabetes  a disease?  Is 
it  one  disease  or  is  it  a combination  of  ab- 
normalities that  comprise  a syndrome? 

We  believe  that  diabetes  is  a syndrome,  in 
other  words,  diabetes  is  something  that  can 
be  caused  by  different  things,  by  different 
defects  that  can  be  found  in  different  places. 
We  think  that  it  is  hereditary  and  most 
people  but  not  everybody,  think  that  it  is 
inherited  as  a recessive  trait.  Vallance  Owen- 
in  England  has  showrn  in  a group  of  families 
that  diabetes  has  been  inherited  as  a domi- 
nant trait  using  the  synalbumin  antagonist 
as  a marker  ( 1 ) . Diabetics,  whether  insulin- 
requiring  or  obese,  and  prediabetics  have 
excessive  synalbumin  antagonism  to  insulin, 
an  exaggeration  of  that  found  in  norma! 
subjects. 

Now,  what  could  go  wrong  with  a patient 
that  could  lead  to  diabetes?  Let’s  start  with 
the  pancreas.  You  could  have,  first  of  all, 
abnormalities  in  your  insulin.  The  insulin 
could  be  abnormal.  This  has  not  been  shown 
so  far  to  be  so.  The  other  thing  that  you  could 

• Assistant  Professor  of  Medicine, 


have  wrong  would  be  that  the  insulin  would 
not  be  able  to  get  to  the  blood.  There  are 
about  13  to  15  structures  and  spaces  that 
insulin  has  to  pass  through  before  reaching 
the  blood  stream.  Some  people  have  shown 
that  in  some  diabetics  there  is  an  accumu- 
lation of  a substance  in  the  pancreas  which 
has  been  shown  to  be  amyloid.  So  that  the 
other  thing  you  could  have  would  be  an 
abnormality  in  the  passage  of  insulin  from 
the  beta  cell,  into  the  blood. 

Now  lets  take  the  liver.  In  the  liver, 
Mirsky  has  shown  that  there  is  an  enzyme 
known  as  insulinase  which  destroys  insulin 
(2-9).  An  excess  insulinase  would  cause  a 
decrease  in  the  amount  of  insulin  in  the 
blood,  and  this  could  be  the  cause  of  diabetes 
in  some  patients.  There  could  also  be  prob- 
lems with  anti-insulinase : a lack  of  anti- 
insulinase  inhibition  could  also  lead  to  the 
picture  of  diabetes  in  a patient  (10-11). 

An  excess  of  hormonal  antagonism  may 
be  present:  somatotropin,  ACTH,  glucocorti- 
coids, thyroid  and  adrenalin  have  been  shown 
to  be  insulin  antagonists  (12-13). 

Vallance  Owen  has  described  an  anta- 
gonist in  the  plasma  of  diabetics  and  their 
relatives,  that  has  been  called  the  synalbumin 
antagonist  and  has  been  shown  to  be  the 
B-chain  of  the  insulin  molecule  (14).  This 
antagonist  is  also  found  in  the  normal,  but  is 
found  in  increased  amounts  in  diabetics  and 
prediabetics. 

You  could  also  have  a defect  at  the  tissue 
level,  in  other  words,  you  could  have  either 
high  or  normal  values  of  insulin  that  are 
ineffective  because  of  tissue  resistance. 

Autoimmunity  could,  at  least  theoretically, 
play  a part.  It  is  known  that  in  diabetic  pat- 
ients, when  you  inject  insulin,  which  is  a 
combination  of  pork  and  beef  insulin,  almost 
all  patients  will  produce  antibodies  to  the 
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insulin  that  is  injected  after  three  or  four 
months  (15-18).  Usually  they  bind  between 
4 to  25%  of  the  amount  of  insulin  that  is 
injected  (19-20).  Some  patients,  by  some  un- 
known reason  bind  a larger  portion  of  the  in- 
sulin that  is  injected,  and  this  may  go  up  to 
96  or  98%  (19-20).  I know  that  a rule  of 
immunity  is  that  you  don’t  produce  antibodies 
to  yourself  but  patients  with  lupus,  for  ex- 
ample, have  shown  anti-nuclear  antibodies, 
and  you  know  that  DINA  is  present  in  every 
cell,  in  every  living  cell.  So  that  you  could 
develop  auto-immunity  to  yourself. 

People  like  Best  have  thought  that  per- 
haps in  some  cases  there  could  be  viruses 
that  could  attack  the  pancreas  and  produce 
diabetes  (21),  and  that  we  could  develop 
a vaccine  that  would  make  us  immune  to 
diabetes  at  least  in  a very  small  number  of 
patients. 

Now,  it  does  not  matter  what  your  basic 
problem  is,  if  you  do  not  have  a sufficient 
amount  of  effective  insulin,  this  leads  to 
diabetes. 

What  is  insulin?  As  you  know,  insulin 
is  a simple  hormone  and  this  means  that  it 
hydrolizes  to  alpha  amino  acids,  and  most 
hormones  are  simple  hormones.  It  has  two 
chains:  the  A chain  and  the  B chain.  The 
A chain  has  21  amino  acids,  and  the  B chain 
has  30  amino  acids.  The  molecule  has  3 
disulfide  bridges.  The  A and  B chains  are 
connected  by  two  interchain  disulfide  brid- 
ges of  cystine.  The  A chain  of  insulin  con- 
tains an  interchain  disulfide  bridge  wáthin 
which  a species  difference  in  amino  acid 
composition  occurs,  primarily  at  positions  8, 
9,  10. 

What  is  the  action  of  insulin?  There  are 
many  theories,  but  the  one  that  is  most  ac- 
cepted now  is  that  of  Levine  (22),  which 
states  that  the  action  of  insulin  is  at  the 


cellular  membrane,  at  least  in  the  muscle 
and  in  the  fat  cell,  because  insulin,  as  we 
will  discuss  now,  has  different  actions  in 
different  tissues.  In  the  muscle,  insulin  will 
make  glucose  combine  with  an  X-substance 
to  make  a complex  and  it  will  make  it  go 
intra-cellularly.  Here  glucose  will  go  to  glu- 
cose-6 P04  and  this  happens  in  presence 
of  ATP  and  magnesium.  It  is  an  irreversible 
step  which  is  the  first  in  the  metabolism  of 
glucose.  This  happens  in  the  muscle  and  in 
the  fatty  tissue,  but  this  is  not  true  in  the 
liver.  As  you  all  know  what  is  the  action 
of  insulin  in  the  liver  is  very  controversial. 
In  the  liver  the  glucose  goes  intra-cellularly 
without  the  presence  of  insulin,  and  what 
happens  depends  on  the  relationship  be- 
tween two  enzymes : glucokinase  and  glu- 
cose-6  phosphatase.  Glucokinase  promotes 
the  phosphorylation  of  glucose  and  glucose- 
6 phosphatase  promotes  glycogenolysis.  The 
enzyme  activity  of  the  former  is  decreased 
in  diabetics  while  that  of  the  latter  is  in- 
creased. Thus,  in  diabetics  you  have  two 
problems,  you  have  that  peripherally  the  up- 
take of  glucose  is  decreased  and  the  degra- 
dation of  glycogen  is  increased  because  of 
an  excessive  amount  of  glucose-6  phospha- 
tase. There  are  some  tissues  that  do  not 
need  insulin  for  their  metabolism,  and  this 
is  true  of  the  brain  and  nerve  tissue,  the 
kidney,  erythrocytes  and  intestinal  mucosa 
cells. 

Coming  back  to  our  patient,  we  all  agree 
that  this  lady,  because  of  lack  of  effective 
insulin,  developed  hyperglycemia.  What  hap- 
pens to  the  patient  that  is  a diabetic?  Be- 
cause the  uptake  of  glucose  peripherally  is 
decreased,  and  the  glycogen  breakdown  is 
increased,  there  will  be  hyperglycemia,  and 
of  course  this  will  cause  an  increase  in  the 
osmotic  pressure  of  the  blood.  Secondary  to 
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the  impaired  carbohydrate  metabolism  the 
body  will  start  breaking  up  fats,  and  this 
will  eventually  lead  to  the  production  of 
ketoacids,  acetoacetic,  B-hydroxybutyric  and 
acetone  which  is  formed  by  the  decarboxyla- 
tion of  acetoacetic  acid. 

This,  of  course,  will  lead  to  an  increase 
in  the  hydrogen  ion  concentration  in  the 
blood  acidosis.  I like  to  think  of  acidosis  as 
an  excess  of  hydrogen  ions.  The  hydrogen 
ion  will  react  with  the  bicarbonate  in  the 
blood  and  will  produce  water  plus  C02  in 
the  blood.  This  leads  to  the  Kussmaul  re- 
spiration of  diabetes.  The  kidney  tries  to 
get  rid  of  this  excess  glucose.  Glucose  is  a 
threshold  substance,  so  that  when  it  accu- 
mulates in  the  blood.  Around  180  mg/ 100 
ml,  it  will  start  coming  out  in  the  urine. 
But  this  goes  out  with  a certain  amount  of 
water  and  there  is  also  loss  of  electrolytes. 
When  there  is  severe  hyperglycemia  and  in- 
crease in  the  osmotic  pressure  there  will  be 
intracellular  dehydration  and  migration  of 
electrolytes  from  the  intracellular  to  the 
extracellular  space  and  this  will  eventually 
cause  a loss  of  potassium.  If  acidosis  is  left 
uncorrected  the  patient  may  develop  dia- 
betic coma  and  death.  In  most  cases  if  you 
let  this  go  to  a final  state,  there  will  be  re- 
nal failure,  a functional  renal  failure,  due 
mostly  to  the  loss  of  electrolytes,  mainly  po- 
tassium, of  acetate  and  phosphate. 

This  patient  developed  ketotic  diabetic 
coma.  But  if  you  consider  a patient  with 
coma,  and  even  if  the  patient  is  a diabetic, 
you  will  have  to  make  a diagnosis  of  what 
type  of  coma  she  has.  Of  course,  even  if  you 
knew  the  patient  was  a diabetic  to  start 
with,  she  could  be  comatose  because  of 
other  reasons.  In  other  words,  she  could  be 
hypoglycemic  or  the  cause  of  the  coma  could 
be  coincidental.  In  most  of  the  cases  that 
are  hypoglycemic  you  can  diagnose  this  by 


just  asking  a few  questions,  or  a few  exam- 
inations. 

What  other  types  of  coma  could  a dia- 
betic have?  Lactic  acidosis  and  hypergly- 
cemic non-ketotic  coma  have  also  been  de- 
scribed in  diabetes.  Lactic  acid  acidosis  is 
seen  with  some  frecuency  in  diabetics  but 
you  can  see  lactic  acid  acidosis  in  any  pa- 
tient that  has  shock  and  anoxia.  Lactate 
usually  goes  to  the  liver,  it  is  metabolized 
to  glycogen  and  then  comes  out  as  glucose, 
but  in  any  condition  that  causes  anoxia, 
there  is  some  liver  failure,  and  then  lactate 
accumulates  in  the  blood.  Lactate  is  an  acid 
and  its  accumulation  will  lead  to  a very 
severe  acidosis.  It  has  been  described  in  dia- 
betics that  have  been  treated  with  phenfor- 
min  and  it  has  been  described  in  diabetics 
that  have  been  treated  with  insulin,  with 
oral  hypoglycemic  agents,  and  that  have 
been  under  no  treatment  at  all  (23-26).  It 
has  been  seen  in  myocardial  infarction, 
severe  urinary  tract  infections,  and  in  pa- 
tients with  septicemia  or  pneumonia.  How 
do  you  make  the  diagnosis?  Usually,  if  you 
add  your  sodium  and  potassium  values  and 
your  C02  and  chlorides  values  you  won’t 
have  a difference  larger  than  20  mEq/L. 
In  lactic  acidosis  there  is  a larger  differ- 
ence, sometimes  up  to  40  mEq/L.  The  miss- 
ing anion  will  be  lactic  acid.  Of  course, 
it  is  very  easy  to  make  a lactic  acid  deter- 
mination, but  it  is  not  done  in  most  labora- 
tories. If  you  can  do  it,  lactic  acid  is  usual- 
ly found  in  the  blood  in  concentrations  that 
are  not  higher  than  12  mg/ 100  ml.,  and 
the  ratio  between  lactate  and  pyruvate  will 
usually  come  to  10  to  1.  In  lactic  acidosis 
you  have  very  high  concentrations  of  lactic 
acid.  You  have  a patient  that  is  severely 
acidotic,  non-ketotic,  with  a very  low  C02, 
and  a high  lactic  acid.  Of  course,  you  could 
have  a combination  of  these  conditions  and 
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you  could  have  a patient  having  both  types 
of  acidosis,  diabetic  and  lactic  acidosis.  The 
usual  case  with  lactic  acidosis  will  not  be 
severely  dehydrated  and  will  have  a very 
low  C02  and  a very  low  pH. 

Let’s  look  at  DBI  for  a moment.  As 
you  know  phenformin  is  a biguanide  and 
it  is  known  to  have  some  actions  similar 
to  those  of  insulin.  For  example,  DBI  will 
cause  an  increase  in  the  peripheral  uptake 
of  glucose.  So  far  we  really  don’t  know 
whether  it  really  blocks  the  Krebs  cycle  or 
not  (28).  We  know  that  it  does  increase 
the  peripheral  glucose  uptake  and  it  does 
decrease  ATP  in  the  liver,  but  it  has  not 
been  definitely  proven  so  far  that  phenfor- 
min causes  lactic  acid  acidosis  although  it 
may  be  one  factor  that  may  add  up  to  the 
accumulation  of  lactic  acid  in  the  blood  of 
a patient.  Shepardoon  (27)  made  some 
studies  and  he  demonstrated  that  the  rise  in 
serum  lactate  following  vigorous  exercise  in 
diabetic  and  non-diabetic  patients  that  were 
pre-treated  with  phenformin  was  not  exces- 
sive. Some  people  have  shown  the  opposite 
(29),  but  it  has  been  argued  that  these 
people  have  used  very  large  amounts  of 
phenformin  and,  of  course  this  could  be  a 
toxic  effect  of  the  drug,  and  not  a pharma- 
cologic one  (30). 

Another  type  of  coma  that  can  be  seen 
in  a diabetic  is  a hyperosmolar  non-ketotic 
coma.  Sixty-five  cases  have  been  reported  so 
far,  none  of  them  in  juveniles.  Sixty-six  per- 
cent have  been  previously  unknown  cases  of 
diabetes.  In  order  to  call  a case  pure  hyper- 
glycemic-hyperosmolar non-ketotic  diabetic 
coma,  you  have  to  have  a C02  of  over  18 
meq/liter.  These  patients  are  usually  elder- 
ly patients  that  go  for  long  periods  of  time 
with  the  symptoms  of  diabetes  and  become 
severely  dehydrated  with  very  high  glucose 
values,  sometimes  going  up  to  2,600  mg/ 100 


ml.  This  is  about  the  highest  that  has  been 
reported,  and  the  BUN  may  go  up  to  240 
mg/ 100  ml.  The  sodium  goes  sometimes  up 
to  178  mEq/L.  These  patients  exhibit  a 
very  severe  dehydration  and  a hyperosmotic 
state.  It  has  been  stressed  that  in  the  treat- 
ment of  these  patients  you  have  to  use  a hy- 
potonic solution.  Gigon  suggested  the  admin- 
istration of  large  quantities  of  water  by  gas- 
tric tube  (31). 

Seizures,  mostly  focal,  occur  in  these  pa- 
tients. At  autopsy  small  cerebral  infarcts 
and  cerebral  dehydration  have  been  found. 
The  serum  osmolarity  of  these  patients  may 
go  up  to  462  mOsm/L. 

Why  do  these  patients  do  not  manifest  ke- 
tosis? Some  people  think  that  it  is  just  tran- 
sitory, that  if  they  would  go  on  wih  this  pic- 
ture they  would  eventually  develop  ketosis. 
This  is  not  very  likely.  Other  people  think 
that  it  is  because  of  liver  failure.  In  the  pres- 
ence of  an  anoxic  liver  ketone  bodies  can 
not  be  generated.  Glucose  in  itself  is  anti- 
ketogenic (32),  and  so  is- dehydration  (33). 
Scott  (34)  and  Kinsell  (35)  have  shown 
that  enhanced  adrenocorticoid  secretion  is 
known  to  suppress  ketone  body  formation. 

We  know  that  this  patient  was  in  dia- 
betic coma.  One  of  the  things  that  you  have 
to  find  out  is  whether  there  was  something 
else  wrong  with  the  patient  that  precipitat- 
ed her  coma.  I think  she  has  vaginal  moni- 
liasis, she  had  some  vaginal  discharge.  What 
else  did  she  have? 

You  can  not  use  the  CBC  on  these  pa- 
tients to  decide  whether  the  patient  has  an 
infection  or  not,  because  the  WBC  count 
can  go  up  to  50,000  in  diabetic  patients. 
Fever  could  suggest  infection  because  pa- 
tients in  coma  without  infection  are  not 
usually  febrile.  She  did  have  an  increase  in 
the  serum  amylase.  Does  this  means  that  she 
had  pancreatitis?  There  has  been  a publica- 
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tion  by  Finn  (35)  from  England  in  which 
they  reviewed  II  cases  of  severe  diabetic  co- 
ma with  high  serum  amylase.  Out  of  these 
cases  6 patients  died,  5 were  autopsied  and 
none  of  them  had  any  evidence  of  pancreati- 
tis. Nothing  was  wrong  with  their  pancreas. 
They  did  find  that  there  was  a correlation 
between  the  level  of  the  serum  amylase  and 
the  mortality.  No  patient  that  had  a serum 
amylase  over  900  survived.  So  that  high  se- 
rum amylase  in  itself  does  not  mean  pan- 
creatitis in  a patient  who  is  in  diabetic  coma. 
Of  course,  it  could  be  high  due  to  functional 
renal  failure  or  due  to  impaired  carbohydrate 
metabolism. 

Let’s  talk  about  the  electrolyte  picture 
in  this  patient  for  a moment.  In  diabetic 
coma  your  patient  may  come  either  with  a 
high  potassium,  a normal  potassium  or  even 
a low  potassium.  In  the  series  published  by 
the  Joslin  Clinic  they  found  that  eventual- 
ly, once  you  start  treatment,  64%  of  all  your 
patients  will  develop  some  degree  of  hypo- 
kalemia. This  patient  had  serial  electrocar- 
diograms taken  and  these  were  correlated 
with  the  serum  potassium.  I would  like  Dr. 
Rodriguez  to  comment  on  the  electrocar- 
diograms. 

Dr.  Roberto  Rodriguez* : 

The  electrocardiographic  tracing  which 
this  patient  presented  on  admission  was  in- 
dicative of  hyperkalemia  (Figure  1).  On  Oc- 
tober 24  after  having  received  intravenous 
fluids  for  36  hours,  insulin  and  95  mEq  of 
K as  K Cl  the  electrocardiogram  showed 
a low  T wave  and  a prominent  U wave, 
findings  which  now  were  characteristic  of 
hypokalemia.  The  serum  potassium  was  2.2 
mEq/L.  In  this  and  following  days  she  re- 
ceived additional  intravenous  and  oral  potas- 

*  Professor  of  Medicine,  Director  of  Division  of 
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sium  and  on  October  28  the  serum  potas- 
sium was  within  normal  limits  although  the 
electrocardiograms  still  showed  evidence  of 
hypokalemia. 

It  has  been  known  for  many  years  that 
the  potassium  will  affect  the  electrocardio- 
gram. The  sequence  of  events  in  hyperkale- 
mia are  as  follows:  the  first  thing  to  occur 
is  a shortening  of  the  ST  segment  but  the 
T wave  will  remain  normal.  Clinically  that 
will  not  help  you  because  you  don’t  know 
what  the  original  ST  segment  was  in  that 
particular  patient.  When  the  serum  potas- 
sium rises  over  5 to  6 mEq/L,  the  T waves 
become  peaked,  narrow  and  symmetrical. 
From  level  of  6 to  8 mEq/L,  the  QRS  be- 
comes widened,  the  ST  segment  is  depress- 
ed and  the  T wave  is  tall  and  peaked.  From 
levels  of  serum  K from  8 to  10  mEq/L  the 
duration  of  the  P wave  increases,  its  ampli- 
tude diminishes  and  the  PR  interval  is  pro- 
longed and  still  there  is  evident  depression 
of  the  ST  segments  and  peaked  T waves. 
From  10  to  12  mEq/L  the  P wave  disap- 
pears, the  ST  segment  becomes  greatly  de- 
viated from  the  baseline,  possibly  as  a re- 
sult of  the  prolongation  of  the  QRS  inter- 
val. Higher  levels  cause  cardiac  standstill  in 
diastole. 

In  hypokalemia  we  don’t  have  this  se- 
quence of  events,  by  this  I mean,  we  can- 
not predict  the  serum  level  of  potassium  from 
the  electrocardiogram.  The  electrocardio- 
graphic findings  associated  with  potassium 
depletion  are  characterized  by  flattening  or 
inversion  of  the  T wave  and  depression  of 
the  ST  segment,  prolongation  of  the  Q-T 
interval  and  the  presence  of  an  elevated 
broad  U wave  which  may  be  responsible  for 
the  impression  of  a prolonged  Q-T  interval. 
A prominent  U wave  is  seen  in  the  precordial 
leads  of  the  electrocardiographic  tracing  of 
the  patient  being  presented  today  at  the 
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time  her  serum  K was  2.25  mEq/L.  I believe 
the  patient  still  shows  evidence  of  hypokale- 
mia in  the  last  electrocardiogram  despite 
the  presence  of  a normal  serum  K. 

In  the  humans,  as  I mentioned  previous- 
ly it  is  very  difficult  to  say  the  level  of  the 
serum  potassium  from  the  electrocardiogram 
for  there  are  several  factors  that  have  to  be 
taken  into  consideration.  Actually  what  we 
are  measuring  is  the  ratio  between  the  intra- 
cellular and  the  extracellular  potassium. 
Normally  the  ratio  is  of  25  to  1.  In  a pa- 
tient like  the  one  under  discussion  today  you 
would  think  that  the  potassium  inside  the 
cell  was  much  lower  than  it  would  be  nor- 
mally and  that  it  was  this  altered  ratio  which 
influenced  the  configuration  of  the  electro- 
cardiogram. 

Other  electrolytes  whose  excess  or  de- 
pletion may  affect  the  electrocardiogram  are 
calcium  and  magnesium. 

Usually  the  serum  potassium  level  is  ele- 
vated at  the  time  of  hospital  admission  of 
the  patient  with  untreated  diabetic  acidosis 
and  this  is  demonstrated  by  our  patient.  Al- 
though they  show  this  high  extracellular 
value  the  cell  is  always  depleted.  Upon  in- 
stitution of  therapy  with  intravenous  fluids 
and  insulin  hypokalemia  is  included  for  vari- 
ous reasons.  These  include : ( 1 ) deposition  of 
glycogen  with  potassium  in  the  liver,  (2) 
increased  cellular  uptake  of  K,  (3)  dilution 
caused  by  increased  plasma  and  extracellu- 
lar volume,  and  (4)  renal  losses  of  potas- 
sium with  the  diuresis  ensued.  It  may  take 
up  to  two  weeks  to  replete  the  potassium 
losses  which  may  explain  the  persistent  elec- 
trocardiographic changes  of  hypokalemia  de- 
spite the  normal  serum  potassium. 

Dr.  Elena  Villavicencio: 

This  patient,  at  the  very  beginning,  al- 
though she  was  severely  dehydrated,  show- 


ed a very  large  urinary  output.  This  is  usual- 
ly seen  in  diabetes  because  they  have  an 
osmotic  diuresis.  The  problem  with  this  pa- 
tient was  that  once  this  was  corrected  and 
she  was  aglycosuric  her  urine  output  was  still 
high.  This  patient  was  followed  very  closely 
by  Dr.  Haddock,  and  I would  like  her  to 
comment  on  her  thoughts  regarding  this 
problem. 

Dr.  Lillian  Haddock*: 

The  high  urinary  output  which  this  pa- 
tient showed  during  the  first  twelve  hours 
of  her  hospitalization  can  be  explained  as 
due  to  overhydration  and  an  osmotic  diure- 
sis. We  know  she  was  overhydrated  for  she 
went  into  congestive  heart  failure.  She  had 
marked  glycosuria  during  this  period  which 
explains  the  osmotic  diuresis.  Now,  once  she 
became  aglycosuric  and  her  fluid  intake  was 
restricted  she  still  kept  a high  urinary  out- 
put. At  this  point  we  thought  of  various  diag- 
nostic possibilities.  This  diuresis  could  be  due 
to  a kaliopenic  nephropathy,  to  a lower- 
nephron-nephrosis-like  picture  as  has  been 
described  in  diabetic  acidosis  (37)  or  to  a 
true  idiopathic  diabetes  insipidus. 

We  have  become  very  interested  in  this 
aspect  of  the  renal  failure  in  diabetic  coma 
because  in  the  past  two  years  we  have  found 
about  four  cases  that  have  had  a clinical 
picture  just  like  hers.  They  have  developed 
a diabetes-insipidus-like  picture,  anywhere 
from  one  day  to  three  days  after  they  have 
come  out  of  diabetic  coma  and  which  in 
one  instance  has  been  shown  to  be  unrespon- 
sive to  vasopressin.  So  the  problem  arises. 
Are  we  dealing  with  a patient  who  also  has 
true  idiopathic  diabetes  insipidus  or  do  we 
have  a patient  that  has  a nephrogenic  dia- 
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betes  insipidus  secondary  to  renal  tubular 
damage  at  the  time  when  the  patient  was 
in  diabetic  coma  or  functional  damage  due 
to  potassium  loss? 

There  is  not  much  written  in  the  litera- 
ture on  this  subject.  Recently  a prominent 
diabetologist  visited  us  and  we  asked  him 
whether  he  had  encountered  this  clinical 
problem.  He  had  never  seen  it.  It  has  been 
said  that  these  patients  may  develop  a low- 
er nephron  nephrosis.  Everybody  quotes  the 
work  published  by  Bernstein  in  1952  (37). 
He  studied  the  renal  function  during  and 
after  diabetic  coma  in  six  subjects.  Clear- 
ance of  mannitol,  p-aminohippurate  and 
urea,  and  measurements  of  Tm  PAH  were 
performed  in  these  patients.  He  could  divide 
the  six  subjects  in  two  groups.  In  four  sub- 
jects he  was  able  to  show  a very  low  clear- 
ance of  all  the  substances  and  a low  Tm 
PAH,  which  returned  to  normal  promptly 
after  the  diabetic  coma  was  corrected.  The 
other  two  subjects  had  a more  marked  alte- 
ration of  the  renal  function  and  the  azote- 
mia, which  in  the  first  group  subsided  very 
quickly  became  more  intense  despite  correc- 
tion of  several  deficits.  These  two  subjects 
also  showed  aglycosuric  polyuria  for  several 
days  after  correction  of  the  acidosis. 

In  our  patient  a polyuric  phase  ensued 
which  lasted  for  seven  days.  The  specific 
gravity  of  her  urine  was  1.016  on  admission 
and  during  the  diuretic  phase  was  1.003.  The 
serum  creatinine  which  on  admission  was 
3 mg/ 100ml  came  down  upon  hydration  to 
0.9  mg/100ml  on  the  11th  hour  of  treat- 
ment. The  creatinine  clearance  was  normal. 
In  this  respect  our  patient  differs  from  the 
two  cases  of  Bernstein  already  described.  In 
Table  II  we  show  that  upon  potassium  reple- 
tion the  patient’s  net  fluid  retention  became 
positive.  The  concentrating  ability  of  the  tu- 


bule was  tested  after  a twelve  hour  dehydra- 
tion period.  The  urine  specific  gravity  in- 
creased to  1.018  and  the  urine  osmolarity  was 
565  mOsm/L.  A serum  osmolarity  was  289 
mOsm/L.  This  response  suggested  evidence  of 
adequate  endogenous  vasopressin  release.  The 
tubule  was  responsive  to  exogenous  vasopres- 
sin as  shown  by  a rise  in  the  urine  osmolar- 
ity from  59  mOsm/L  to  550  mOsm/L  after 
the  exogenous  administration  of  5 units  of 
aqueous  vasopressin  intravenously. 

How  did  Bernstein  explain  this  response 
in  his  two  cases?  What  happens? 

In  diabetic  coma  there  is  a marked  loss 
of  body  water  and  electrolytes.  This  lowers 
the  blood  volume,  the  cardiac  output  and 
the  renal  plasma  flow.  By  decreasing  the  re- 
nal plasma  flow  a good  portion  of  the  neph- 
rons will  become  ischemic.  The  greatest  loss 
of  electrolytes  in  diabetic  coma  is  that  of 
potassium  and  phosphorus.  It  has  been  shown 
that  we  need  a proper  amount  of  phospho- 
rus, potassium  and  acetate  for  a proper  meta- 
bolism in  the  tubular  cell.  Therefore,  the 
function  of  the  renal  tubular  cell  will  be 
impaired  and  a functional  type  of  tubular 
insufficiency  clinically  appears.  If  the  glome- 
rular filtrate  is  relatively  large,  the  quantity 
of  fluid  not  reabsorbed  and  excreted  as  isos- 
thenuric  or  hyposthenuric  urine  may  be  con- 
siderable. This  phenomenom  is  what  occurs 
during  the  first  days  of  diuresis  in  “lower 
nephron  nephrosis”. 

In  the  International  Diabetes  Federation 
Congress  in  Toronto  in  1964,  Greenberg  (38) 
mentioned  that  he  has  often  observed  non- 
glycosuric  polyuria  in  several  patients  after 
control  of  the  diabetic  ketoacidosis.  He  has 
attributed  post-coma  polyuria  to  kaliopenic 
nephropathy,  which  is  a good  possibility  and 
which  in  the  light  of  the  severe  potassium 
depletion  shown  by  our  patient  is  most  likely 
the  cause  of  the  polyuric  phase. 


Bol.  Asoc.  Méd.  P.  Rico 
Octubre,  1967 


Grand  Rounds 


431 


We  have  seen  in  our  hospital  a female 
patient  who  was  admitted  with  a hyperos- 
molar non-ketotic  coma  who  developed  a 
polyuric  phase  just  like  the  patient  we  have 
described.  She  gave  a history  highly  sugges- 
tive of  true  idiopathic  diabetes  insipidus,  a 
diagnosis  which  was  definitely  proven. 

I would  like  Dr.  Aguiló  to  comment  on 
the  association  of  these  two  diseases  and  on 
the  role  that  an  alteration  in  the  renal  coun- 
tercurrent mechanism  may  play  in  this  de- 
scribed non-glycosuric  polyuria. 

Dr.  Francisco  Aguiló*: 

The  association  of  diabetes  insipidus  with 
diabetes  mellitus  is  rare  and  dreadful  for 
you  are  in  deep  waters  in  managing  such 
patients,  specially  if  you  don’t  recognize  it 
early  in  the  acute  case. 

As  far  as  I can  recall,  the  last  good  re- 
port in  this  regards  appeared  in  the  Pro- 
ceedings of  the  Mayo  Clinic  a few  years  ago 
(39).  In  the  world  literature  there  are  forty- 
some  cases  of  this  association.  Most  instances 
have  been  due  to  the  coincidental  presence 
of  the  two  conditions,  but  of  course,  with 
the  advent  of  hypophysectomies  for  the  pal- 
liative management  of  cancers,  this  is  some- 
thing that  we  will  be  seeing  more  often  in 
the  future. 

Of  course,  you  could  have  a condition 
that  would  bring  about  both  things  under 
the  same  etiology,  such  as  for  instance,  acro- 
megaly. In  about  25%  of  cases  you  can 
have  diabetes  mellitus,  and  if  the  tumor 
grows  large  enough,  it  can  affect  either  the 
posterior  pituitary  or  the  hypothalamic  struc- 
tures, producing  diabetes  insipidus  as  well. 
But,  as  I said,  in  most  cases  the  association 
is  merely  coincidental. 

• Assistant  Professor  of  Medicine 


In  the  specific  case  that  Dr.  Haddock 
mentioned,  we  were  in  doubt  as  to  whether 
this  was  hypokalemic  nephropathy,  because 
this  patient  had  been  very  severely  dehydrat- 
ed and  presented  hypokalemia.  She  failed 
to  respond  to  vasopressin  when  first  tested, 
twelve  hours  after  her  admission  at  a time 
when  she  was  aglycosuric.  It  was  only  by 
sitting  down  and  taking  a careful  history 
that  we  could  make  up  our  mind  as  to  the 
presence  of  true  diabetes  insipidus,  because 
this  patient  could  tell  you  the  specific  night 
when  she  started  drinking  large  amounts  of 
water.  So  this  was  unlike  a nephrogenic  dia- 
betes insipidus  picture,  and  rather,  like  true 
diabetes  insipidus.  Therefore  a vasopressin 
test  was  again  done  several  days  later  and 
it  was  definitely  proven  that  she  could  con- 
centrate her  urine,  which  excluded  any  tubu- 
lar deficiency  that  could  have  developed 
during  the  period  of  dehydration  she  had. 
She,  unfortunately  died  for  some  other  rea- 
son, as  she  was  being  treated  adequately. 
(She  developed  a leg  thrombophlebitis  with 
the  dehydration  and  subsequently  a pulmon- 
ary embolism.  The  inferior  vena  cava  was 
ligated  and  post-operatively  she  succumbed). 

Now,  as  to  the  mechanism  of  nephrogenic 
diabetes  insipidus.  When  you  think  of  neph- 
rogenic diabetes  insipidus  usually  you  think 
in  terms  of  an  organic  cause.  What  comes 
to  your  mind  are  the  congenital  cases,  spe- 
cially in  males  who  demonstrate  the  isolated 
deficiency  to  concentrate  urine  or  else,  the 
patient  with  acquired  organic  disease  such 
as  in  long-standing  obstructive  uropathy, 
where  the  collecting  ducts  are  damaged  and 
the  patient  is  similarly  unable  to  concentrate 
urine. 

Now,  when  we  consider  functional  neph- 
rogenic diabetes  insipidus,  we  mean  that  the 
mechanism  is  temporarily  and  presumably 
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not  irreversibly  damaged.  This  was  very  well 
shown  by  Rubini  some  years  ago  (40),  when 
he  did  some  studies  on  kaliopenic  nephro- 
pathy. These  patients  developed  an  inabil- 
ity to  concentrate  urine  adequately.  He  did 
these  studies  on  normal  volunteers,  and  re- 
marked that  he  would  not  repeat  such  study, 
because  he  started  on  the  assumption  that 
this  was  completely  reversible,  but  later  be- 
came aware  of  reports  of  irreversible  dam- 
age in  animal  studies(41). 

Hypokalemia,  then,  is  something  that  de- 
finitely could  have  affected  the  renal  con- 
centrating mechanism  of  this  patient,  for 
she  gave  evidence  of  being  potassium  de- 
pleted. Something  that  may  help  you  decide 
about  this  possibility  is  the  duration  of  the 
disease,  because  usually,  in  hypokalemic 
nephropathy  you  have  a long-standing  prob- 
lem before  you  develop  it.  Otherwise,  we 
would  be  seeing  a lot  more  of  nephrogenic 
diabetes  insipidus  among  our  hypokalemic 
patients. 

Another  thing  that  has  been  claimed  to 
operate  here  is  a “washing-out”  of  the  coun- 
ter-current medullary  hypertonicity  which  is 
the  principal  mechanism  through  which 
urine  gets  concentrated.  As  you  know,  the 
concentrating  mechanism  is  dependent  on  a 
gradient  of  osmolarity  in  the  medullary  in- 
terstitium  which  increases  as  you  go  down 
into  the  papillae,  and  which  is  maintained 
by  an  active  sodium-pumping  mechanism 
(42) . It  is  debated  whether  you  are  able  to 
wash  out  this  gradient  when  you  have  an 
osmotic  diuresis.  (If  you  wash  this  out,  you 
cannot  have  the  passive  passage  of  water 
from  the  collecting  ducts  into  the  hyperosmo- 
lar interstitium  which  is  what  builds  up  the 
concentration  of  urine.  This  gradient  is  a 
sine  qua  non  for  the  production  of  a con- 
centrated urine.)  The  experimental  studies 


that  have  been  done,  have  been  variously 
criticized.  Some  people  say  that  such  wash- 
ing out  does  occur  and  others  say  that  what 
happens  is  that  what  you  are  getting  for 
microanalysis  is  a composite  section  of  inter- 
stitial concentrated  medulla  and  hypo-osmo- 
lar  fluid  inside  the  tubules,  so  that  the  re- 
sulting osmolarities  do  not  prove  that  there 
was  a “wash  out”.  Most  people,  I think, 
nowadays  are  inclined  to  believe  that  you 
can  actually  effectuate  this  washing  out  of 
the  medullary  gradient.  Why  I have  some 
mental  reservation  about  this  is  because  in 
patients  with  diabetes  insipidus,  with  such 
tremendous  diuresis  as  this  people  have,  when 
you  give  vasopressin,  in  about  10-15  min- 
utes they  concentrate  well.  You  would  have 
to  postulate  that  this  pump  was  able  to  build 
up  this  gradient  rapidly  under  the  action  of 
vasopressin,  but  it  is  more  reasonable  to  think 
that  there  was  no  “washing  out”  to  start 
with. 

At  any  rate,  it  is  conceivable  that  such 
mechanism  occurs  in  diabetic  acidosis.  How 
could  we  know  that  it  happens?  Perhaps  the 
best  way  (and  this  is  something  that  we 
are  planning  to  do),  is  to  get  the  patient 
in  the  acute  phase,  and  give  him  a phy- 
siological amount  of  vasopressin  (that  is  not 
going  to  harm  the  patient,  and  can  help 
him).  In  a patient  that  would  respond  to 
vasopressin  in  this  initial  phase,  you  would 
actually  know  that  there  is  counter-current 
mechanism  working  and  then  you  can  fol- 
low up  any  changes  in  his  concentrating  abil- 
ity as  arising  from  a renal  derangement.  Of 
course,  this  is  something  that  is  going  to  be 
a little  bit  difficult,  because  you  will  be  work- 
ing with  acute  patients  and  you  must  have 
a very  good  regulation  of  the  urine  output, 
but  we  will  try. 


Bol.  Asoc.  Méd.  P.  Rico 
Octubre,  1967 


Grand  Rounds 
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Dr.  Elena  Villavicencio : 

Now,  one  last  comment  that  I want  to 
make  is  that  usually  we  do  not  make  a de- 
termination of  serum  phosphorus  in  these 
patients.  It  has  been  known  for  many  years 
that  these  patients  develop  a very  low  se- 
rum phosphorus  and  that  the  phosphorus 
losses  are  very  high;  apparently  this  per-se 
does  not  cause  any  problem  and  this  may 
be  the  reason  why  clinically  in  patients  with 
diabetic  coma,  we  do  not  worry  about  the 
phosphorus,  but  if  you  look  at  the  electrolytes 
in  the  clinical  abstract,  the  phosphorus  in 
this  patient  was  low. 
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CASE  REPORT 

PRIMARY  ALDOSTERONISM 
A Study  Of  Carbohydrate  Tolerance 
And  The  Juxtaglomerular  Apparatus 


Carbohydrate  intolerance  has  been  re- 
cently emphasized  by  Conn  ( 1 ) as  one  of 
the  outstanding  features  of  primary  aldo- 
steronism. The  pathogenesis  of  impaired  glu- 
cose tolerance  was  originally  ascribed  to  the 
known  glucocorticoid  effects  of  large  amounts 
of  aldosterone  ( 2 ) . Since  tissue  potassium 
depletion  interferes  with  glucose  utilization 
and  glycogen  deposition,  several  authors  pos- 
tulated that  the  hypokalemia  may  play  a role 
in  its  pathogenesis  (3,  4).  Intrigued  by  the 
high  incidence  of  diabetes  mellitus  in  prima- 
ry aldosteronism,  Conn  ( 1 ) studied  this  prob- 
lem further  and  demonstrated  that  upon  po- 
tassium administration  the  abnormality  in 
the  glucose  tolerance  could  be  corrected  in 
both  the  hypokalemic  and  the  normokalem- 
ic  primary  aldosteronism.  Since  potassium 
loading  is  known  to  increase  the  secretion 
of  aldosterone  it  is  unlikely  that  the  gluco- 
corticoid effect  of  aldosterone  is  the  cause 
of  the  impaired  tolerance  in  this  disease.  An- 
other feature  which  has  been  emphasized 
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by  Conn  as  characteristic  of  primary  aldo- 
steronism is  the  presence  of  a suppressed 
plasma  renin  activity  associated  with  an  in- 
crease aldosterone  secretion  (5,  6). 

In  this  report  we  present  an  advanced 
case  of  hypokalemic  primary  aldosteronism 
whose  carbohydrate  intolerance  was  correct- 
ed upon  potassium  repletion  prior  to  removal 
of  the  tumor.  The  severe  potassium  deple- 
tion was  demonstrated  on  balance  studies 
and  muscle  tissue  analysis. 

The  plasma  renin  activity  was  assesed 
indirectly  by  the  angiotensin  infusion  test  and 
through  studies  of  the  juxtaglomerular  body. 

Materials  and  Method 

The  patient  was  studied  in  the  Medical  Ward 
and  the  Clinical  Research  Center  of  the  University 
Hospital.  The  blood  sugar  was  determined  by  Nel- 
son’s modification  of  the  Somogyi  method  (7)  . The 
electrolytes  in  the  muscle  were  determined  in  the 
nitric  acid  extract  of  the  dry  fat  free  solids.  Sodium 
and  potassium  were  measured  by  flame  photometry 
in  an  autoanalyzer  and  chlorides  by  a micromodi- 
fication of  the  iodometric  technique  of  Van  Slyke 
and  Hiller  (8)  . The  urinary  17-ketosteroids  were 
determined  by  the  method  of  Callow  (9) , the 
urinary  hydroxysteroids  by  the  method  of  Nelson 
and  Samuels  (10)  , and  the  urinary  aldosterone  was 
determined  in  the  Biochemical  Procedures  Labora- 
tory in  California.  Metyrapone  was  given  orally 
in  doses  of  750  mg  every  four  hours  for  6 doses.  The 
angiotensin  infusion  test  was  performed  as  original- 
ly described  by  Kaplan  (11)  . Studies  of  the  juxta- 
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glomerular  body  were  performed  as  described  by 
Turgeon  (12)  . 

Case  Report 

A 58  year  old  white  male  was  referred  to  the 
University  Hospital  for  evaluation  of  essential  hy- 
pertension of  15  years  duration  and  recurrent  epi- 
sodes of  periodic  weakness  of  the  lower  extremities. 
The  history  of  the  present  illness  dated  back  to  30 
years  ago  when  he  had  an  episode  of  sudden  weak- 
ness of  both  legs  which  subsided  spontaneously 
within  eight  weeks.  Similar  episodes  of  weakness  re- 
curred several  months  later  and  subsided  sponta- 
neously. He  remained  asymptomatic  until  about  15 
years  ago  when  he  had  an  episode  of  severe  head- 
ache and  epistaxis.  He  was  found  to  have  hyperten- 
sion and  since  then  had  been  treated  with  antihy- 
pertensive medications  including  hydrochlorothia- 
zide. In  February  1961  he  was  seen  for  the  first  time 
by  the  referring  physician.  At  that  time  he 
complained  of  polydipsia,  polyuria  and  nocturia  of 
recent  onset.  The  response  to  an  oral  dose  of  glu- 
cose revealed  an  impaired  carbohydrate  tolerance 
(see  Table  I).  The  blood  pressure  was  190/125 


6 g daily  was  added  to  the  therapy.  After  potas- 
sium was  started  the  weakness  subsided.  He  was 
kept  on  the  same  dosage  of  KCI.  and  hydro- 
chlorothiazide was  discontinued. 

Early  in  1962  he  .had  two  fainting  spells  while 
walking.  He  stated  that  he  became  very  weak  and 
lost  consciousness  for  a few  minutes.  Later  on.  in 
November  1962,  he  complained  again  of  weakness. 
On  March  1963  he  had  two  episodes  of  jerky 
movements  of  the  extremities  that  subsided  with 
an  intravenous  potassium  infusion.  Because  of  the 
above  symptoms  and  a serum  potassium  of  3.0 
mEq/1  despite  oral  therapy  with  potassium  salts, 
primary  aldosteronism  was  suspected,  and  he  was 
referred  to  another  physician.  The  positive  findings 
at  that  time  were:  blood  pressure  160/106,  mm  Hg 
grade  2 hypertensive  retinopathy  and  an  enlarged 
prostate.  The  neurological  examination  showed 
hyperactive  deep  tendon  reflexes  and  no  abnormal 
reflexes  were  elicited.  Laboratory  studies  showed 
normal  serum  electrolytes,  potassium  3.8  mEq/1. 
normal  urinary  17-ketosteroids,  hydroxysteroids  and 
catecholamines. 

He  was  referred  back  to  the  referring  physician 
with  no  special  recommendation.  He  was  kept  on 


TABLE  I:  CARBOHYDRATE  TOLERANCE  IN  RELATION  TO  THERAPY  AND 

SERUM  POTASSIUM 


Date 

Blood  Sugar* 

Serum 

Remarks 

Fasting 

l/2  hour 

1 hour 

2 hour  3 hour 

K 

2/28/61 

139  mg/ 100ml 

212 

231 

139 

113 

“ 

On  antihypertensive  medications. 
Esidrix  and  Serpasil. 

2/25/64 

87 

172 

245 

165 

115 

3.1  mEq/L 

Off  antihypertensive  medications  for 
seven  weeks  and  from  there  on;  on 
K supplements. 

8/  2/64 

170 

- 

- 

- 

- 

3.5 

Pyelonephritis;  on  K supplements 

9/22/64 

95 

- 

140 

- 

- 

4.6 

On  high  R intake  and  Aldactone 

10/13/64 

98 

- 

113 

- 

- 

5.4 

On  high  K intake  and  Aldactone 

Right 

adrenalectomy  on 

10/14/64 

1/19/65 

89 

170 

162 

102 

100 

4.8 

No  medications 

• The  patient  was  kept  on 

a 300g  carbohydrate  diet  for  three 

days  prior 

to  each  glucose 

tolerance  test.  lOOg  of  glucose  was  used 

as  oral 

loading  dose . The 

blood  glucose  is 

expressed 

in  Nelson  and  Somogyi  units. 

mm  Hg  and  the  weight  168  lbs.  He  was  started  on 
an  1,800  calorie,  low  salt,  diabetic  diet  and  anti- 
hypertensive therapy  was  continued  with  hydro- 
chlorothiazide and  reserpine.  On  this  therapy  the 
blood  pressure  ranged  from  130-160/88-100  mm  Hg. 
Two  months  later  he  started  to  complain  again  of 
weakness  of  the  lower  extremities  and  muscle  trem 
ors.  He  was  thought  to  have  hypokalemia  and  KCI, 


a low  salt  diet  and  antihyperfensives  without 
added  potassium.  On  July  13,  1963  because  of 
weakness,  muscle  tremors  and  difficulty  on  walking 
he  was  again  suspected  to  have  hypokalemia  and 
treatment  with  KCI  was  re-started.  Serum  potas 
sium  at  that  time  was  3 mEq/L.  In  the  following 
months  he  continued  complaining  of  weakness  of 
the  lower  extremities,  polyuria,  blurring  of  vision 
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and  inability  to  walk.  Because  of  this  symptoma- 
tology and  the  persistent  hypokalemia  he  was  re- 
ferred to  the  University  Hospital  and  admitted  on 
March  31,  1964.  Past  medical  history  revealed  that 
he  had  had  a positive  serology  and  had  been  treat- 
ed with  bismuth  at  age  22.  There  was  no  family 
history  of  diabetes  mellitus. 

Physical  examination  revealed  a well  developed 
white  male  who  was  alert  and  cooperative.  Blood 
pressure  was  180/106  mm  Hg;  weight  158  lbs., 
pulse  rate  84/min.,  respiration  16/min,  tempera- 
ture 37°C.  Chvostek  and  Trouseau  signs  were  ne- 
gative. The  fundi  showed  arterial  spasm  and  A-V 
nicking.  The  carotid  pulses  were  strong  and  the 
thyroid  was  not  palpable.  The  chest  was  clear  and 
the  heart  was  normal.  The  liver,  spleen  and  kid- 
neys were  not  palpable;  peristalsis  was  active. 
There  was  a grade  2 diffuse  prostatic  hypertrophy. 
Neurological  examination  revealed  paresis  of  the 
right  arm  and  both  legs,  tremors  on  effort  of  the 
right  arm  and  leg,  hyperactive  deep  tendon  reflexes, 
unsustained  clonus  of  the  right  arm  and  both  leg, 
and  bilateral  abnormal  plantar  responses. 

Laboratory  studies  showed  a normal  hemogram; 
normal  urinalysis:  VDRL  was  non  reactive.  The 
urinary  pH  was  persistenly  alkaline,  ranging  from 
6.0  to  8.2.  Serum  sodium  ranged  from  132  to 
153.5  mEq/I,  being  most  of  the  time  above  140 
mEq/I;  serum  potassium,  1.8  to  3.0  mEq/I;  carbon 
dioxide  combining  power,  32.9  to  42.6  mEq/I; 
serum  calcium,  10.0  mg/100  ml;  serum  phosphorus, 
2.6  and  2.8  mg/ 100  ml;  serum  magnesium,  2.2 
mg/ 100  ml;  blood  urea  nitrogen,  16  mg/ 100  ml; 
corrected  creatinine  clearance,  69.7  ml/min./1.73 
M2.  A urine  specimen  obtained  after  a fourteen 
hour  fluid  deprivation  showed  a specific  gravity 
of  1.008  and  an  osmolarity  of  289  mOsm/1.  Exami- 
nation of  the  cerebrospinal  fluid  showed  a negative 
serology  for  syphilis,  protein  59  mg/  100ml  and 
glucose  74mg/100  ml.  An  oral  glucose  tolerance 
test  showed  a fasting  value  of  87  mg/ 100  ml,  but 
a diabetic  type  of  curve  was  obtained  (Table  I)  . 
The  urinary  17  ketosteroids  were  15.5  mg/day. 
The  basal  urinary  hydroxysteroids  ranged  from 
6.8  to  12.3  mg/day,  having  increased  to  40.5 
mg/day  after  oral  Metyrapone  administration.  The 
pH  of  the  blood  was  persistently  alkaline  ranging 
from  7.50  to  7.53  The  urinary  vanillyl  mandelic 
acid  was  3.5  up 'rag  ot  creatinine. 

Blood  volume  studies  with  5lCr  showed  a total 
oiood  volume  of  498s  ml  (expected  normal  3,841 


ml)  , total  plasma  volume  of  3010  ml  (expected  nor- 
mal, 2123  ml)  and  total  red  blood  cell  volume  of 
1974  ml  (expected  normal,  1718  ml)  . 

Roentgenogram  of  the  chest  revealed  a normal 
sized  heart,  elongation  and  tortuosity  of  the  aorta 
and  clear  lung  fields.  The  skull  series  was  normal. 
The  intravenuos  pyelogram  showed  grossly  normal 
kidneys  and  excretory  channels  except  for  extrinsic 
pressure  upon  the  floor  of  the  bladder  by  an  en- 
larged prostate  gand.  Presacral  air  insufflation 
failed  to  reveal  any  adrenal  masses.  Myelography 
of  the  subdural  space  was  negative.  A pneumoen- 
cephalogram revealed  mild  subcortical  atrophy. 
The  radioisotope  renogram  was  normal.  Electro- 
cardiographic tracings  showing  prolonged  QT  in- 
terval, T wave  changes  and  prominent  U waves 
were  consistent  with  hypokalemia.  On  occasions 
of  severe  hypokalemia  atrial  bigeminy  and  ven- 
tricular extrasystoles  were  recorded.  While  in  the 
medical  ward  he  received  a regular  diet  and  80 
mEq  of  suplemental  potassium  in  the  form  of 
Kaon. 

As  the  clinical  picture  presented  by  this  man 
was  highly  suggestive  of  primary  aldosteronism, 
he  was  transferred  to  the  Clinical  Research  Center 
for  balance  studies  (see  special  studies)  . After  the 
last  balance  period  he  was  discharged  on  a 10 
mEq  sodium,  50  mEq  potassium  diet  and  an  ad- 
ditional 80  mEq  of  potassium  as  Kaon.  At  home 
he  did  well  for  a week  at  which  time  he  developed 
dysuria,  frequency,  nocturia,  urgency  and  supra- 
pubic discomfort.  He  was  treated  with  Albamycin 
with  some  improvement  but  three  weeks  later  he 
developed  gross  hematuria.  With  the  above  com- 
plaints he  was  readmitted  to  the  University  Hos- 
pital one  and  a half  month  after  his  discharge, 
on  August  1,  1964.  His  physical  examination  was 
essentially  as  previously,  except  for  signs  and  symp- 
toms of  a hemorrhagic  cystitis  and  pyelonephritis, 
confirmed  by  laboratory  studies.  Urine  culture 
grew  a Klebsiella  aerobacter.  The  urinary  infection 
was  controlled  with  oral  chloramphenicol.  On  ad- 
mission the  fasting  blood  sugar  was  170  mg  / 100 
ml;  the  serum  sodium  145  mEq/I  and  the  serum 
potassium  3.5  mEq/I.  He  was  kept  on  his  previous 
sodium  and  potassium  intake.  For  4 days  the  pat- 
ient was  kept  on  a 110  mEq.  Na  diet  and  on  the 
fourth  day  an  angiotensin  infusion  test  was  per- 
formed. A dose  of  2.86  mug/Kg/min.  of  angiotensin 
was  needed  to  obtain  a sustained  20  mm  Hg  rise 
in  the  diastolic  blood  pressure.  While  on  bed  rest 
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the  blood  pressure  had  dropped  -to  normotensive 
levels  and  ranged  between  120-140/80  mm  Hg. 
On  basis  of  the  clinical  and  laboratory  data  a final 
diagnosis  of  primary  aldosteronism  was  made.  Prior 
to  the  operation  he  received  a low  salt  high  potas- 
sium diet  and  Aldactone  in  order  to  replenish  the 
potassium  stores  (see  special  studies)  . 

On  October  14,  1964  an  exploratory  laparatomy 
was  performed  through  a transabdominal  route.  An 
ovoid  tumor  was  seen  protuding  from  the  right 
adrenal  gland  (Fig.  1)  . The  left  adrenal  was 
thought  to  be  normal  by  palpation.  A right  adre- 
nalectomy was  performed.  A biopsy  of  the  left 
adrenal  was  taken.  Biopsies  of  the  left  kidney  and 
the  liver  were  also  taken.  The  adrenal  and  the  tu- 
mor weighed  6.45  g.  The  tumor  measured  2 x 1.8 


Fig.  1:  Right  adrenal  adenoma  intact  and  on 
cut  surface  (see  text) 


x 1.2  cm.  It  was  thinly  encapsulated  by  fine  loose 
connective  tissue.  The  cut  surface  was  smooth  and 
of  a deep  golden  yellow  color.  Microscopically  the 
adrenal  adenoma  consisted  of  zona  glomerulosa 
cells  arranged  in  an  alveolar  pattern  (Fig.  2)  . A 


Fig.  2:  Adrenal  adenoma.  A microscopic  section 
shows  predominance  of  zona  glomerulosa  cells  ar- 
ranged in  an  alveolar  pattern. 


granular  eosinophillic  cytoplasm  was  seen  in  the 
majority  of  the  cells,  a vacuolated  cytoplasm  in 
others.  The  adrenocortical  tissue,  adjacent  to  the 
tumor  showed  an  irregular  thin  rim  of  glomerulosa 
cells  and  a broad  zone  of  zona  fasciculata  "clear 
cells’'.  The  cells  were  large  and  the  cytoplasm  was 
mainly  vacuolated  and  contained  large  lipid  glo- 
bules. Between  "clear  cells”  small  foci  of  zona 
glomerulosa  cells  were  seen.  The  rest  of  the  gland 
showed  a similar  picture.  Two  microadenomata 
of  zona  fasciculata  clear  cells  and  zona  glomerulosa 
cells  were  additionally  seen  in  the  right  adrenal. 
A biopsy  of  the  left  adrenal  was  similar  to  the 
uninvolved  remaining  right  adrenal  gland.  It  show- 
ed atrophy  of  the  zona  glomerulosa  and  a broad 
zone  of  fasciculata  “clear  cells.”  Section  of  the 
left  kidney  showed  several  hyalinized  glomeruli, 
and  the  other  glomeruli  presented  occasional  mini- 
mal focal  thickening  of  the  basement  membrane. 
There  was  patchy  marked  tubular  atrophy  with 
scanty  hyaline  and  pus  cell  casts.  No  hypokalemic 
tubular  vacuolation  was  seen.  Marked  focal  inters- 
titial infiltration  by  lymphocytes  and  scanty  neu- 
trophiles  was  seen.  The  arterioles  in  the  section 
appeared  normal. 

The  post-operative  period  was  complicated  by 
recurrence  of  the  low  urinary  tract  infection  which 
again  responded  to  proper  antibiotic  therapy.  The 
blood  pressure  was  maintained  normal,  100  — 120/ 
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70  — 86  mm  Hg,  the  serum  sodium  ranged  from 
136  to  142  mEq/L.  The  serum  potassium  ranged 
from  3.7  to  4.0  mEq/L  without  any  additional  potas- 
sium given  orally.  The  CO.,  combining  power  was 
27.9  mEq/L  and  the  urinary  potassium  averaged  34.2 
mEq/day.  At  the  time  of  discharge  on  his  tenth 
postoperative  day  the  only  positive  neurological 
findings  were  hyperactive  deep  tendon  reflexes, 
bilateral  Babinsky,  and  right  wrist  clonus.  The 
strength  in  both  legs  and  arms  was  fair. 

He  was  readmitted  to  the  University  Hospital 
for  re-evaluation  on  January  15,  1965  three  months 
after  operation.  At  home  he  had  followed  a 
regular  diet,  the  weakness  of  the  legs  had  improved 
remarkably  and  the  blood  pressure  had  remained 
normal.  The  pertinent  physical  findings  were  a 
blood  pressure  of  138/88  mm  Hg,  weight  155  lbs., 
bilateral  Babinsky,  hyperactive  deep  tendon  reflexes 
and  minimal  weakness  of  the  left  leg.  The  rest  of 
the  examination  was  normal.  Laboratory  studies 
revealed  a sodium  of  137  mEq/I;  potassium,  4.8 
mEq/L,  CO„  combining  power,  24.8  mEq/L;  blood 
pH  7.34  - 7.36;  creatinine  clearance,  80.9  ml/min / 
1.73  M2.  A glucose  tolerance  test  was  normal 
(Table  I)  . Urinary  17  hydroxycorticosteroids  were 
6.8,  and  6.9  mg/dav  and  increased  to  13.2  mg/day, 
upon  oral  Metyrapone  administration.  The  urinary 
osmolarity  after  a 14  hour  fluid  deprivation  was 
406  mOsm/I.  A repeated  angiotensin  infusion  this 
time  needed  5.7  mug  per  Kg  per  min.  of  angioten- 
sin to  produce  a sustained  rise  of  20  mm  Hg  in  the 
diastolic  blood  pressure 

The  persistent  pyramidal  signs  have  been  ex- 
plained on  basis  of  a coincidental  demyelinating 
disease  the  etiology  of  which  is  not  clear. 

Special  Studies 

Balance  Studies : 

Figure  3 shows  the  sodium  and  potas- 
sium balance,  the  urinary  aldosterone  ex- 
cretion, and  the  serum  electrolytes  while  on 
three  different  dietary  intakes  of  sodium  and 
potassium.  During  a 6 day  period  on  a diet 
containing  89.6  mEq  of  Na  and  42.8  mEq 
of  K,  he  attained  an  overall  negative  sodium 
and  potassium  balance  of  119  mEq  and  159 
mEq  respectivel' . 1 nt  serum  sodium  ranged 
'.tom  133  to  156  mLq/1,  and  serum  potas- 
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Fig.  3:  Metabolic  data  on  various  sodium  and 
potassium  intakes  (see  text)  . The  data  is  plot- 
ted according  to  the  method  of  Reifenstein,  Al- 
bright and  Wells  (26)  . Dietary  intake  is  plotted 
downwards  from  the  baseline.  Urinary  output  is 
recorded  in  block  built  upon  the  intake  lines  to- 
ward the  baseline.  A gap  between  the  baseline  and 
the  block  represents  a positive  balance  and  con- 
versely, if  the  blocks  are  above  the  baseline,  a 
negative  balance  is  represented.  Alterations  in  diet- 
ary intake  are  clearly  represented  (for  further  ex- 
planations see  text)  . 

sium  from  1.8  to  3.3  mEq/1.  The  urinary 
aldosterone  excretion  on  the  last  day  was 
3.1  ug/  day.  On  the  second  6-day  period 
he  was  placed  on  a diet  containing  9.0  mEq 
of  Na  and  54.4  mEq  of  K.  While  on  this 
diet  he  kept  an  overall  negative  sodium  bal- 
ance of  52  mEq  and  an  overall  positive  K bal- 
ance of  142  mEq.  Urinary  aldosterone  ex- 
cretion on  the  last  day  of  this  period  was 
3.1  /¿g / day.  On  the  second  6-day  period 
he  was  placed  on  a diet  containing  4.2  mEq 
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oí  Na  and  100  mEq  of  K for  ten  days.  Again 
there  was  an  overall  positive  potassium  bal- 
ance of  415.5  mEq  and  a negative  sodium 
balance  of  71.4  mEq.  The  urinary  aldoste- 
rone excretion  on  the  6th  day  of  this  period 
was  24.3  /xg / day. 

In  preparation  for  operation,  the  patient 
was  kept  for  30  days  on  a diet  containing 
10  mEq  of  sodium,  143  mEq  of  potassium, 
added  potassium  as  Kaon  and  Aldactone  25 
mg  four  times  a day.  Figure  4 shows  the 


0 3 10  15  20  25  30 
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Fig.  4:  Metabolic  data  obtained  while  receiving 
a 10  mEq  sodium  diet,  high  potassium  loads  and 
Aldactone  (see  text)  . The  data  is  plotted  according 
to  the  method  of  Reifenstein,  Albright  and  Wells 
(26)  . Dietary  intake  is  plotted  downward  from 
the  baseline.  Urinary  output  is  recorded  in  block 
built  upon  the  intake  lines  toward  the  baseline. 
A gap  between  the  baseline  and  the  block  represents 
a positive  balance,  and  converely,  if  the  blocks  are 
above  the  baseline,  a negative  balance  is  represent- 
ed. Alterations  in  dietary  intake  are  clearly  repre- 
sented (for  further  explanation  see  text)  . 

serum  electrolytes  and  the  sodium  and  po- 
tassium balance  during  this  period.  The  pa- 
tient kept  a positive  potassium  and  sodium 
balance,  the  serum  potassium  increased  from 
3.2  to  5.5.  mEq/1  and  the  serum  sodium 
decreased  to  135  mEq/1.  The  blood  pres- 


sure ranged  between  100-120/60-80  mm  Hg 
and  his  weight  was  maintained  at  149-150 
lbs.  Along  with  the  potassium  repletion  im- 
provement in  the  carbohydrate  tolerance  was 
observed,  as  can  be  seen  in  Table  I.  At  no 
time  was  he  placed  on  any  dietary  carbohy- 
drate restriction. 

Muscle  biopsy : 

A muscle  biopsy  done  in  his  first  admis- 
sion while  hypokalemic  was  analyzed  for  its 
electrolyte  composition  (Table  II).  The  out- 
standing finding  was  a low  content  and  con- 
centration of  potassium  in  intracellular  water. 


Study  of  the  Juxtaglomerular  body. 

In  Bowie  stained  sections  of  the  kidney 
(fig.  5)  a total  of  16  juxtaglomerular  bodies 


Figure  5:  A typical  glomerulus  showing  agranul- 
arity  in  the  cells  of  the  juxtaglomerular  body. 


were  found  in  sections  cut  at  three  levels 
of  the  block,  120  miera  apart.  The  total  cell 
count  was  163  of  which  159  were  small  and 
non-granular.  The  total  count  was  slightly 
elevated,  but  the  number  of  juxtaglomeru- 
lar bodies  was  too  small  for  a reliable  juxta- 
glomerular count. 

Discussion 

Our  patient  presented  the  cardinal  man- 
ifestations of  hypokalemic  primary  aldoster- 
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TABLE  II:  ELECTROLYTE  COMPOSITION  OF  MUSCLE 


H2° 

Cl- 

Na  + 

K + 

g/ml 

mM/L 

mM/L 

mM/L 

Serum: 

Patient 

0.930 

92.0 

137.0 

2.7 

Normals* 

0.917 

107 

136 

4.3 

mM/100  g DFFS  <?: 

Patient 

377 

15.7 

24.8 

28.1 

Normals 

345  + 34 

16.5  + 4.0 

21.4  + 3.4 

34.5+1.9 

Extracellular  — : 

Patient 

151 

103.9 

140 

2.8 

Normals 

136  + 20 

121+70 

138  + 2.4 

4.3 + 0.7 

Intracellular: 

Patient 

226 

- 

16.4 

123.0 

Normals 

210  + 14 

24.5  + 6.8 

152  + 6.4 

* Electrolyte  distribution  calculated  on  the  basis  of  chloride  space.  Intracellular  concentration  of  ions 
derived  on  such  basis  are  taken  as  approximations  since  appreciable  amounts  of  total  muscle  chloride  may 
be  located  intracellularly . However,  it  must  be  noticed  that  a higher  intracellular  water  in  the  muscle 
would  yield  a still  lower  concentration  of  ions. 

+ Corrected  for  Gibbs  — Donnan  equilibrium 
0 DFFS  — dry  fat  free  solids 


onism : hypertension,  intermittent  muscle 
weakness  and  episodes  of  periodic  paralysis, 
inability  to  concentrate  the  urine,  hyperna- 
tremia and  hypokalemic  alkalosis.  As  an  un- 
usual feature  he  presented  neurological  signs 
of  pyramidal  tract  disease  which  connot  be 
explained  on  basis  of  the  primary  disease. 

The  interesting  findings  in  this  case  in- 
clude : the  reversion  to  a normal  glucose 
tolerance  upon  potassium  repletion  before 
removal  of  the  tumor;  the  fall  of  the  blood 
pressure  to  normal  upon  bed  rest;  the  lack 
of  autonomous  secretion  by  the  tumor,  as 
shown  by  a rise  in  the  urinary  aldosterone 


excretion  upon  salt  restriction  and  adminis- 
tration of  potassium  loads  and  a strongly  po- 
sitive potassium  balance  achieved  on  the 
latter  dietary  regime;  the  high  degree  of 
sensitivity  to  angiotensin  infusion  and  the 
relative  agranularity  of  the  cells  of  the  juxta- 
glomerular bodies. 

The  incidence  and  pathogenesis  of  im- 
paired carbohvdrate  tolerance  in  patients 
with  primary  aldosteronism  has  recently  been 
reported  bv  onn  ( 1 ) . A diminished  carbo- 
hydrate tolei  ¡.nee  was  shown  in  fourteen  out 
of  twenty  seven  patients.  This  yields  a 52% 
incidence  in  his  recent  series  which  corre- 
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lates  with  the  figure  predicted  in  his  re- 
view of  the  cases  reported  up  to  July  1962 
(4).  Conn  has  shown  that  the  plasma  insulin 
curves  in  these  patients  are  similar  to  that 
encountered  among  mildly  diabetic  subjects 
upon  an  oral  load  of  glucose,  and  that  po- 
tassium loading  prior  to  removal  of  the 
aldosterone  producing  tumor,  normalizes  the 
glucose  tolerance  curve  and  improves  beta 
cell  insulin  releasing  ability  ( 1 ) . Thus,  he 
provided  evidence  pointing  to  the  potassium 
depletion  as  being  responsible  for  the  im- 
paired carbohydrate  tolerance  in  primary  al- 
dosteronism, rather  than  to  the  glucocorti- 
coid effect  of  very  large  amounts  of  aldo- 
sterone. That  carbohydrate  intolerance  could 
be  induced  upon  potassium  depletion  had 
previously  been  demonstrated  in  rats  by 
Gardner  (13)  and  Fuhrman  (14)  and  in  hu- 
mans by  Sagild  (15). 

In  our  review  of  the  literature  we  could 
only  find  one  case  of  primary  aldosteronism 
who  became  normotensive  upon  bed  rest 
(16).  A fall  in  blood  pressure  has  been  ob- 
served in  a few  cases  after  prolonged  treat- 
ment w'ith  aldosterone  antagonists  (17). 

In  most  cases  of  primary  aldosteronism 
the  signs  and  symptoms  have  shown  a cer- 
tain degree  of  resistance  to  potassium  ad- 
ministration and  no  changes  in  aldosterone 
secretion  are  seen  upon  sodium  restriction 
and  potassium  loading.  On  the  contrary,  a 
few  patients  have  been  markedly  improved 
both  chemically  and  biochemically  (18,  19). 
Our  case  falls  in  the  latter  group. 

Conn  has  demonstrated  that  greatly  ele- 
vated secretion  of  aldosterone  associated  with 
zero  values  for  plasma  renin  activity  is  uni- 
que and  characteristic  of  primary  aldosteron- 
ism (5,  6).  This  suppressed  plasma  renm 
activity  is  unresponsive  to  stimuli  such  as 
exercise  and  salt  restriction,  which  elevate 


this  activity  in  normal  people.  Since  the  de- 
termination of  plasma  renin  activity  was 
not  feasible  for  us  we  resorted  to  study  the 
plasma  renin  activity  in  an  indirect  way  as 
judged  by  the  pressor  response  to  an  intra- 
venous infusion  of  angiotensin  (11,  20,  21). 
Our  patient  proved  to  be  very  sensitive,  re- 
quiring 2.86  m/ig/Kg/minute  of  angiotensin 
increase  his  diastolic  blood  pressure  by  20mm 
Hg.  Our  finding  is  similar  to  that  obtained 
by  Kaplan  in  cases  of  primary  aldosteronism. 
This  degree  of  sensitivity  to  angiotensin 
strongly  suggested  that  we  were  dealing  with 
a case  of  primary  aldosteronism  rather  than 
with  one  of  renovascular  hypertension  pre- 
senting w'ith  secondary  aldosteronism.  When 
the  test  was  repeated  post-operatively 
a dose  of  5.7  m/ig  / Kg  / minute  of  an- 
giotensin was  needed  to  induce  the  same 
pressor  effect  as  on  the  previous  test.  Such 
dose  is  within  the  range  required  by  normals. 

The  renal  juxtaglomerular  bodies  consist 
of  8 to  15  epithelioid  cells  located  near  the 
glomerular  hilus  in  continuity  with  the 
smooth  cells  of  the  afferent  arteriole.  Their 
cytoplasmic  granules  are  believed  to  be  the 
source  of  renin  or  renin  precursor.  In  condi- 
tions associated  with  increased  renin  produc- 
tion these  epithelioid  cells  are  more  numerous 
and  granular.  In  cases  with  primary  aldo- 
steronism where  renm  activity  is  usually  sup- 
pressed these  cells  should  be  decreased  in 
number  and  agranular.  We  could  only  find 
six  patients  of  primary  aldosteronism  in 
which  studies  of  the  juxtaglomerular  body 
have  been  done.  Iskovitz  (22)  found  a nor- 
mal granularity  in  his  case  and  a juxtaglo- 
merular activity  of  0.15.  In  his  case  with 
malignant  hypertension  Kaplan  (23)  found 
a decreased  granularity  of  the  juxtaglomeru- 
lar cells.  Cohen  (24'  reportea  a marled  re- 
duction in  the  luxtaglomerular  >T  liant' 
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with  predominance  of  the  type  1,  small  agra- 
nular cell  described  by  Turgeon  (12).  Tori- 
kai  (25)  showed  normal  juxtaglomerular 
cell  counts  in  three  subjects.  In  our  case 
the  cellularity  was  thought  to  be  increased 
but  only  four  of  the  163  cells  counted  show- 
ed granules.  Except  for  these  4 the  other 
cells  were  of  the  type  1,  small  agranular 
cells.  The  virtual  absence  of  granularity  in 
the  cells  of  the  juxtaglomerular  body  was 
also  compatible  with  a suppressed  renin 
activity. 

The  presence  of  normokalemia  in  our  pa- 
tient when  first  evaluated  for  primary  aldo- 
steronism strongly  supports  the  contention 
of  Conn  that  patients  with  primary  aldoste- 
ronism do  not  develop  hypokalemia  until 
very  late  in  the  course  of  their  illness. 

Summary 

A patient  with  hypokalemic  primary  al- 
dosteronism is  described  whose  illness  had 
probably  been  present  for  thirty  years.  He 
showed  an  impaired  glucose  tolerance  which 
reverted  to  normal  upon  potassium  reple- 
tion prior  to  removal  of  the  tumor.  Muscle 
tissue  analysis  showed  a low  content  and 
concentration  of  potassium  in  intracellular 
water. 

A suppressed  plasma  renin  activity  was 
demonstrated  through  a study  of  the  juxta- 
glomerular body  and  the  angiotensin  infu- 
sion test. 

Resumen 

Se  describe  un  caso  de  aldosteromsmo  pri- 
mario, cuya  enfermedad  probablemente  es 
de  30  años  de  duración.  La  intolerancia  a 
la  glucosa  que  demostró  al  ser  admitido  re- 
virtió a normal  al  corregirse  su  deficiencia 
de  potasio  antes  de  removerse  el  adenoma. 
Análisis  del  músculo  demostró  un  contenido 


y concentración  baja  de  potasio  en  el  agua 
intracelular. 

Se  demostró  una  supresión  de  la  activi- 
dad de  renina  plasmática  mediante  el  es- 
tudio histológico  del  cuerpo  juxtaglomerular 
y la  prueba  de  infusión  intravenosa  de  an- 
giotensina. 
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CASE  REPORT 


PYRIDOXINE-RESPONSIVE  ANEMIA 
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Pyridoxine  deficiency  has  been  described 
in  animals  and  in  human  beings  (1-5).  When 
a pyridoxine  anti-metabolite  is  utilized  to 
produce  a pyridoxine  deficiency  in  humans 
the  resulting  findings  are  usually  related  to  a 
dermatitis  similar  to  seborrheic  dermatitis, 
glossitis,  cheilosis  and  some  neurological  man- 
ifestations which  include  convulsions  (6). 
However,  anemia  had  not  been  associated 
with  a pyridoxine  deficiency  in  humans  un- 
til 1956,  when  Harris  reported  the  first  well 
documented  case  of  pyridoxine  responsive 
anemia  ( 7 ) . 

Sixty-two  cases  have  been  reviewed  re- 
cently from  the  literature  and  were  found  to 
have  certain  basic  points  in  common  (8).  All 
of  the  cases  were  males  who  presented  a hy- 
pochromic microcytic  anemia  with  hyper- 
ferremia.  The  age  distribution  was  from  in- 
fancy to  54  years  of  age.  Splenomegaly  was 
a frequent  finding.  Some  of  the  cases  had 
decreased  survival  of  the  red  blood  cells  and 
the  bone  marrow  revealed  erythroid  hyper- 
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plasia  with  rare  involvement  of  the  other 
series  of  cells.  There  was  hemosiderosis  of  the 
liver  and  of  the  bone  marrow,  and  an  over- 
load dose  of  tryptophan  revealed  the  excretion 
of  abnormal  products  in  the  urine.  These 
patients  did  not  convert  tryptophan  to  n- 
methyl  nicotinamide. 

The  case  report  which  follows  represents 
a patient  with  a microcytic  hypochromic  ane- 
mia with  hyperferremia,  tissue  hemosiderosis, 
a thrombocytopenia  and  response  to  prolong- 
ed, high  doses  of  pyridoxine. 

Case  Report 

A 2 years  old  white  child  with  a normal  birth, 
had  developed  normally  for  the  first  two  years.  In 
Octobei'  1965,  he  developed  many  pustules  in  the 
skin  of  the  legs,  hands  and  forearms,  with  high 
fever  and  chills.  He  was  seen  and  treated  by  his 
private  physician  with  one  antibiotic  after  another 
with  good  initial  results,  but  with  immediate  re- 
currence after  cessation  of  the  medication.  The  anti- 
biotics given  (in  the  order  in  which  they  where 
prescribed)  were:  penicillin,  erythromycin,  Staphcyl- 
lin(g),  Terramycin(g)  and  Declomycin(g).  Be- 
cause of  the  repeated  recurrences  and  lack  of 
permanent  response,  he  was  then  referred  to  a 
pediatrician  in  Mayagiiez  who  made  a culture  of 
the  pus  from  one  of  the  pustules.  An  organism  was 
grown  whose  nature  is  not  known,  but  the  infor- 
mation was  obtained  that  the  organism  was  sensi- 
tive to  kanamycin  and  Chloromvcetin(g).  This  re- 
sulted in  the  administration  of  both  substances  to 
the  patient.  The  patient  had  received  large  amounts 
of  salicylates  for  the  fever  which  was  associated 
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with  the  skin  pustules.  The  child  was  very  active 
and  played  a great  deal  because  of  his  boundless 
energy.  In  mid-December  1965,  his  mother  noticed 
that  he  was  becoming  pale.  A hemoglobin  taken 
at  that  time  was  8.4  gms.;  WBC  count  16,150/cu 
mm  with  a differential  count  of  PMN  20,  lymphs. 
71,  monos.  1,  eosino.  3 and  atypical  lymphs.  5. 
Platelets  were  68,000  cu  mm.  There  was  anisocy- 
tosis,  macrocytosis,  slight  poikilocytosis,  severe  hy- 
pochromasia  and  many  target  cells.  A bone  marrow 
aspiration  was  performed  and  the  specimen  was 
found  to  be  moderately  cellular.  The  mature  ery- 
throcytes showed  the  same  findings  as  in  the 
peripheral  blood.  The  erythroid /granulocytic  ratio 
was  1 to  7 and  there  was  normoblastic  proliferation, 
but  with  some  megaloblastoid  features  noted.  The 
granulocytic  series  showed  hyperplasia  and  frequent 
bizarre  forms.  A great  deal  of  lymphocytes  were 
seen  and  the  eosinophiles  were  increased.  Mega- 
karyocytes were  few  with  very  little  platelet  for- 
mation. At  the  time,  the  following  diagnostic  pos- 
sibilities were  considered:  1)  Folate  deficiency, 
2)  Leukemia,  type?,  3)  Hypoplastic  anemia. 

In  January,  1966  the  patient  was  seen  by  another 
hematologist  in  San  Juan.  The  most  prominent 
features  of  the  examination  were  small  cervical 
and  axillary  adenopathy,  and  hepatosplenomegaly. 
Repeat  bone  marrow  studies  revealed  a hyperc-dlu- 
lar  preparation.  Practically  all  of  the  cells  present 
belonged  to  the  granulocytic  series  of  c°lls  but 
without  evidence  of  leukemic  transformation.  Very 
few  erythrocytic  precursors  could  be  found  and 
only  an  occasional  megakaryocyte  was  present  in 
the  smear.  The  possibility  of  a pure  Ted  cell  ane- 
mia or  of  a hypoplastic  anemia  was  considered 
as  primary  diagnostic  possibilities.  The  role  of  a 
recent  viral  infection  and  of  the  antibiotics  given 
were  considered  as  possible  etiologic  factors  to 
account  for  the  hematologic  findings. 

Past  and  Family  History  were -non-contributory. 

Physical  examination  revealed  a pale  but  very 
active  boy,  2 years  of  age,  well  developed  for  his 
age,  whose  skin  was  somewhat  dark  among  the 
exposed  areas  of  the  body.  Blood  pressure,  90/60 
mm  Hg;  pulse,  108/min.;  respirations,  16/min; 
temperature,  97.5°F.  Head,  negative,  EENT,  nor- 
mal. There  was  diffuse  small  adenopathy  palpable 
in  the  anterior  cervical  chain.  The  trachea  was  in 
the  midline.  The  lungs  were  clear  to  inspection, 
palpation,  percussion  and  auscultation.  The  heart 


revealed  no  enlargement;  sounds  and  rhythm  were 
normal.  There  was  a tachycardia  of  108/min.  No 
murmurs  were  heard.  The  liver  was  felt  214  cm 
below  the  costal  margin,  smooth,  non  tender,  and 
had  round  edges.  The  spleen  was  felt  about  2 cm 
below  the  left  costal  margin,  was  firm,  smooth, 
soft,  and  not  tender.  The  extremities  revealed 
multiple  scars  and  hyperpigmented  healed  spots 
representing  areas  of  healed  pustules.  No  fresh 
pustules  were  seen. 

Laboratory  Examinations  revealed  a hemoglobin 
of  7.1  gms.;  WBC  13.150/cu  mm.  Differential  count 
showed:  Lymphs.  63,  PMN  25,  eosino.  7,  baso.  1, 
mono.  4.  There  was  moderately  severe  hypochro- 
masia,  anisocytosis,  poikilocytosis,  microcytosis  and 
some  target  cells.  Reticulocyte  count  was  6%. 
Sickle  cell  preparation  was  negative.  The  serum 
paper  electrophoresis  revealed  a normal  distribu- 
tion of  the  protein  fractions.  The  serum  lactic 
dehydrogenase  and  SGOT  were  normal.  The  serum 
iron  was  235  ^gm%,  and  the  unsaturated  iron 
binding  capacity  50  yyg%.  A bone  marrow  aspira- 
tion revealed  essentially  the  same  features  as  des- 
cribed for  the  other  two  previous  marrow  aspira- 
tions: micronormoblastic  erythropoiesis,  normal  gra- 
nulocytogenesis;  and  diminished  megakaryo-cytoge- 
nesis  with  decreased  platelets  formation.  Iron 
stains  of  the  bone  marrow  revealed  increased  iron 
deposits  in  the  macrophages.  In  paper  electro 
phoresis,  only  hemoglobin  A was  found.  Serum 
bilirubin  was  1.2  mg/ 100  ml;  indirect,  0.4;  direct, 
0.8.  Leukocyte  alkaline  phosphatase  was  within 
the  normal  range. 

Course  of  Disease 

The  patient  had  received  prednisone  5 mg  t.i.d. 
since  early  January  1966,  followed  by  folic  acid, 
5 mgm  t.i.d.  and  vitamin  B12  250  ^g  intramuscular- 
ly weekly.  Blood  transfusions  were  given  at  the 
rate  of  75  cc  of  packed  erythrocytes  every  week 
in  order  to  maintain  a Hb  of  at  least  10.0  gms. 
After-  two  months  of  therapy,  no  evidence  of  im- 
provement was  noticed  except  for  a decrease  in 
the  frecuency  in  which  transfusions  had  to  be 
given.  In  early  March  1966,  pyridoxine  deficiency 
was  considered  in  the  differential  diagnosis  and 
a therapeutic  trial  was  given  starting  with  a dosage 
regimen  of  100  mg  t.i.d.  A reticulocytosis  develop- 
ed with  the  peak  value  occurring  13  days  after  the 
onset.  The  platelet  count  gradually  rose  to  normal 
levels  in  3 weeks  and  the  hemoglobin  rose  more 
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gradually  but  by  th°  end  of  July  1966,  it  was  found 
to  be  12. 6g.  With  this  response,  other  medications 
besides  the  pyridoxine  were  tapered  off.  At  present 
he  is  stil  on  pyridoxine  100  mg.  b.i.d.  and  multi- 
vitamins preparation.  The  patient  has  done  ex- 
tremely well  and  does  not  have  any  complaints. 
He  has  had  two  upper  respiratory  infections  which 
responded  to  antipyretics  and  analgesics  and  other 
home  remedies.  No  other  antibiotics  have  been 
given.  The  serum  iron  decreased  to  levels  of 
hypoferremia  during  the  period  of  maximal  in- 
crease in  hemoglobin,  but  without  any  iron  medi- 
cation, these  levels  have  returned  to  normal. 

Discussion 

Whenever  we  are  confronted  with  a case 
who  has  a hypochromic  microcytic  anemia, 
we  have  to  consider  in  the  differential  diag- 
nosis a number  of  conditions  which  have  in 
common  the  presence  of  small,  pale  erythro- 
cytes in  the  peripheral  blood.  One  should 
consider  first  of  all  an  iron  deficiency  anemia, 
since  this  is  the  most  common  cause  for  mi- 
crocytic hypochromic  type  of  anemia.  For 
this  diagnosis  to  be  considered  and  estab- 
lished, one  would  have  to  prove  that  the  iron 
stores  in  the  body  are  depleted  and  that  the 
patient  responds  to  specific  iron  therapy. 

A second  group  of  conditions  with  micro- 
cytic hypochromic  type  of  anemia  are  those 
cases  in  which  there  is  impaired  synthesis  of 
globin. 

Thalassemia  is  the  best  example  of  this 
type  of  condition.  Recently  it  has  been  estab- 
lished that  the  main  defect  in  the  thalassemic 
syndromes  has  to  do  with  a genetically  deter- 
mined defect  in  globin  synthesis.  In  this  con- 
dition one  usually  finds  hyperferremia,  in- 
creased hemosiderin  in  the  bone  marrow  and 
in  the  tissues  of  the  body,  a family  history,  a 
large  spleen  and  an  increased  amount  of 
fetal  hemoglobin  or  hemoglobin  A-2.  These 
patients  do  not  respond  to  iron  therapy. 


A third  group  of  conditions  which  should 
be  considered  are  those  in  which  there  is  a 
limited  production  of  protoporphyrin.  This  is 
exemplified  by  the  cases  of  lead  poisoning  in 
which  cases  one  observes  an  inhibition  in  the 
synthesis  of  porphyrin.  Most  likely,  this  in- 
hibition occurs  through  the  inactivation  of 
the  sulfhydryl  groups  which  are  so  necessary 
for  the  formation  of  porphyrin.  Globin  syn- 
thesis is  also  retarded  and  lead  interferes 
with  the  incorporation  of  iron  into  the  he- 
moglobin molecule.  This  particular  condition 
can  be  differentiated  from  the  others  already 
mentioned,  by  the  history  of  exposure,  the 
severe  abdominal  pains,  the  dark  gingival 
lines,  the  neuromuscular  abnormalities  such 
as  foot  drop,  etc.,  The  presence  of  slight 
reticulocytosis,  and  the  basophilic  stippling 
of  the  erythrocytes  in  the  peripheral  blood. 
Pyridoxine  responsive  anemia  may  also  be  an 
example  of  limited  production  of  protopor- 
phyrin. 

The  fourth  possibility  accounting  for  a 
microcytic  hypochromic  anemia  are  those 
conditions  in  which  there  is  an  interference 
with  the  utilization  of  iron.  One  finds  this 
in  anemias  of  chronic  infection,  rheumatoid 
arthritis  and  malignant  diseases.  In  these  con- 
ditions one  may  find  a normocytic  normoch- 
romic anemia,  but  on  occasions  a microcytic 
and  hypochromic  type  of  anemia  is  seen.  The 
plasma  iron  and  unsaturated  binding  capacity 
are  decreased  and  the  hemosiderin  is  increas- 
ed in  the  tissue.  The  defect  seems  to  be  one 
of  difficulty  in  the  release  of  iron  from  the 
reticuloendothelial  cells  with  impaired  re- 
utilization of  iron  that  comes  from  the  des- 
troyed old  erythrocytes. 

There  is  a fifth  group  of  conditions  called 
sideroachrestic  or  sideroblastic  anemias  in 
which  the  main  defect  in  regards  to  iron 
metabolism  is  not  known.  There  probably 
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exists  a block  in  the  incorporation  of  iron 
into  the  hemoglobin  molecule  but  the  exact 
mechanism  by  which  this  is  so  is  not  well  un- 
derstood. 'These  cases  show  a decreased  un- 
satured  serum  iron  binding  capacity,  increas- 
ed serum  iron,  hemosiderosis  of  tissue,  and  no 
response  to  iron  therapy.  One  also  finds  iron 
granules  deposited  in  the  normablasts  in  the 
bone  marrow  (sideroblasts) . Similarly  we  also 
find  deposits  of  iron  in  the  mature- red  cells 
in  the  marrow  and  in  the  peripheral  blood 
and  to  these  cells  the  term  siderocytes  is 
given. 

In  considering  the  case  presented,  one 
has  to  think  of  the  possibility  of  a pyridoxine 
responsive  anemia.  The  patient  had  a hypo- 
chromic microcytic  type  of  anemia,  a hyper- 
ferremia,  hemosiderosis  of  the  bone  marrow, 
and  furthermore,  he  failed  to  respond  to  iron 
and  other  hematinics.  On  the  other  hand  the 
patient  responded  when  large  dosage  of  pyri- 
doxine was  given  by  mouth. 

Vitamin  B-s  is  known  to  exist  in  three 
forms:  pyridoxine,  pyridoxal  and  pyridoxa- 
mine.  These  compounds  have  to  be  meta- 
bolized by  the  body  to  pyridoxal-5-phos- 
phate  which  is  a coenzyme  necessary  for  de- 
carboxylation-transamination reactions.  It  is 
an  active  participant  in  the  formation  of 
delta-aminolevulinic  acid  from  glycine  and 
succinate  (2).  In  pyridoxine  deficiency  one 
finds  an  increased  urinary  excretion  of  xan- 
thurenic acid,  kynurenin  and  kynurenic  acid 
(9).  There  is  also  a failure  to  convert  tryp- 
tophan to  n-methyl-nicotinamide  (10).  Since 
pyridoxine  is  important  in  the  formation  of 
pyridoxal-5-phosphate,  which  in  turn  is  im- 
portant in  the  formation  of  delta-aminolevu- 
linic acid,  which  is  the  basic  structure  for  the 
formation  of  hemoglobin,  it  sounds  very  lo- 
gical to  expect  that  a deficiency  of  this  vi- 
tamin would  result  in  morphological  changes 


characterized  by  hypochromasia  and  micro- 
cytosis, that  is,  changes  typical  of  a defect 
in  hemoglobin  formation  (11). 

In  these  cases,  the  hepatomegaly  can  be 
explained  on  the  basis  of  the  hemosiderosis, 
and  the  splenomegaly  on  the  basis  of  increas- 
ed destruction  of  red  cells.  The  latter  im- 
proved after  the  anemia  was  corrected,  at 
which  time  the  destruction  of  red  cells  be- 
came less  important  and  therefore  the  spleen 
diminished  in  size. 

The  pathogenesis  of  the  anemia  in  pyri- 
doxine responsive  anemia  is  very  difficult  to 
acertain  (12).  There  has  been  a great  deal 
of  discussion  as  to  the  various  mechanisms 
involved.  The  idea  that  accelerated  erythro- 
poiesis  results  in  an  iron  excess  and  increased 
pyridoxine  needs  is  one  possibility  that  is 
being  considered  recently  (12).  A latent 
congenital  defect  which  becomes  activated  as 
a result  of  an  acute  injury,  acute  infection, 
etc.,  is  another  explanation  that  is  given  a 
great  deal  of  weight  at  the  present  time  (12). 
If  this  is  so,  an  enzymatic  defect  is  probably 
the  main  defect.  The  large  dosage  of  pyrido- 
xine that  is  necessary  to  correct  the  anemia 
(ten  times  the  usual  needs)  suggests  the  pos- 
sibility that  absorption  may  not  be  the  ans- 
wer. There  are  few  cases  in  which  pyridoxine 
levels  have  been  performed  in  pyridoxine 
responsive  anemia  and  they  have  been  normal 
or  decreased.  The  hypothesis  of  Bishop  and 
Bethell  (13)  that  increased  iron  stores  in 
some  way  binds  pyridoxal  and  render  it  inef- 
fective seems  to  be  favored  by  many  investi- 
gators in  the  field.  Definite  proof,  however, 
will  have  to  await  further  studies. 

Summary 

A pyridoxine-responsive  anemia  should  be 
included  in  the  differential  diagnosis  of  cases 
of  microcytic  hypochromic  anemia  not  res 
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ponsive  to  iron,  who  have  hyperferremia,  evi- 
dence of  increased  hemosiderin  deposits  in 
tissues,  evidence  of  decreased  survival  of  red 
blood  cells,  and  who  respond  to  the  prolonged 
administration  of  large  doses  of  pyridoxine. 
In  any  male  case  of  hypoplastic  anemia  with 
a full  marrow,  the  possibility  of  pyridoxine 
deficiency  should  be  entertained  and  appro- 
priate tests  should  be  performed  in  order  to 
rule  out  this  possibility. 

The  case  of  a 2 year  old  boy  with  anemia 
responsive  to  pyridoxine  is  described. 

Resumen 

La  condición  que  hoy  se  conoce  como  la 
anemia  que  responde  a la  piridoxina  deberá 
considerarse  siempre  en  el  diagnóstico  diferen- 
cial de  aquellas  anemias  hipocrómicas  micro- 
cíticas  que  no  mejoran  con  f erróte rapia,  que 
muestran  hipersideremia,  hemosiderosis  tisu- 
lar  y abreviación  de  la  vida  promedio  de  los 
hematíes,  y que  además  responden  a la  ad- 
ministración prolongada  de  dosis  elevadas  de 
esta  vitamina.  Al  confrontarnos  con  el  proble- 
ma de  un  paciente  varón  que  presenta  el  cua- 
dro de  anemia  hipoplástica  acompañada  de 
médula  ósea  hipercelular,  deberá  tomarse  en 
cuenta  la  posibilidad  de  una  anemia  carencial 
de  piridoxina. 

Se  informa  el  caso  de  un  niño  de  dos  años 
de  edad  con  anemia  que  respondió  a trata- 
miento con  piridoxina. 
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EDITORIAL 


LA  HIPOVITAMINOSIS  BR 

Hasta  hace  relativamente  poco  tiempo,  el  estudio  hematológico  de  las 
anemias  microciticas  hipocrómicas  conllevaba  meramente  el  reconocer  los  cam- 
bios típicos  en  la  morfología  de  los  hematíes  en  la  sangre  circulante  y posible- 
mente, los  de  sus  precursores  en  la  médula  ósea.  Además,  si  al  medir  la  sidere- 
mia  se  encontraba  una  hipoferremia,  se  llegaba  a la  conclusión  de  que  luchába- 
mos con  una  anemia  ferropriva.  Si  por  casualidad  se  encontraba  una  hiperferre- 
mia,  pensaba  uno  de  primera  intención  en  que  se  había  cometido  un  error  ana- 
lítico. Al  pensar  más  detenidamente  sobre  el  asunto,  nos  acordamos  que,  por 
supuesto,  la  combinación  de  microcitosis,  hipocromasia  y de  hiperferremia  pue- 
de ser  causada  por  muchas  enfermedades,  tales  como  la  talasemia,  la  intoxica- 
ción por  el  plomo,  las  infecciones  o enfermedades  crónicas,  o la  deficiencia  de 
piridoxina,  etc. 

Así  pues,  hoy  día  aceptamos  el  hecho  de  que  una  gran  mayoría  de  los  ca- 
sos de  anemias  microciticas  todavía  representan  un  estado  carencial  de  hierro, 
ya  sea  por  pérdida  o por  falta  de  absorción.  Por  otro  lado,  también  reconoce- 
mos que  hay  un  número  indeterminado  de  casos  en  ese  grupo  en  los  cuales  hay 
que  hacer  estudios  más  profundos  para  poder  determinar  con  exactitud  la  ver- 
dadera fisiopatología  del  proceso  en  cuestión. 

En  otras  páginas  de  este  número  del  Boletín  hemos  visto  bajo  qué  cir- 
cunstancias debemos  sospechar  la  existencia  de  un  estado  carencial  de  pirido- 
xina o vitamina  Be.  Aunque  no  es  muy  frecuente,  el  caso  discutido  por  Cintrón- 
Rivera  y Hernández  de  Weil,  abre  las  puertas  a un  sinnúmero  de  posibilidades 
para  la  investigación  científica.  ¿A  qué  se  debe  la  anemia?  Si  es  un  estado  ca- 
rencial de  piridoxina,  ¿por  qué  no  responden  estos  pacientes  a dosis  pequeñas 
o moderadamente  altas  de  la  vitamina,  como  ocurre  en  otros  estados  carencia- 
les? En  realidad,  para  poder  conseguir  una  mejoría  completa,  es  absolutamen- 
te necesario  el  proveer  dosis  altas  por  períodos  más  o menos  largos. 

La  incidencia  de  una  deficiencia  de  piridoxina  con  manifestaciones  clíni- 
cas en  el  ser  humano  es  relativamente  baja.  Se  ha  observado  en  estudios  nutri- 
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dónales  en  bebés  que  se  han  mantenido  en  una  dieta  sintética  deficiente  en  la 
vitamina  Be.  Este  estado  clínico  carencial  se  cura  en  su  totalidad  mediante  la 
administración  de  piridoxjna.  Además,  esta  deficiencia  se  observa  en  algunos  de 
los  pacientes  tuberculosos  que  están  en  un  régimen  terapéutico  con  dosis  altas  de 
la  hidrazida  del  ácido  nicotínico.  Esta  última  substancia  actúa  bioquímicamente 
en  el  ser  humano  como  un  antagonista  a la  piridoxina. 

Otro  ejemplo  de  casos  que  responden  al  tratamiento  con  esta  vitamina  son 
aquellas  mujeres  embarazadas  que  sufren,  ya  sea  de  “hiperemesis  gravidarum ” 
o de  toxemia  del  embarazo,  en  las  cuales,  dosis  altas  de  la  vitamina  producen 
una  mejoría  o curación  total.  Es  interesante  señalar  que  estos  casos,  quienes  apa- 
rentemente mantienen  una  dieta  balanceada  y no  demuestran  síntomas  o hallaz- 
gos clínicos  que  puedan  sugerir  este  estado  carencial,  demuestran  un  resultado 
anormal  en  la  prueba  de  sobrecarga  con  triptófano.  De  esta  manera  eliminan 
en  la  orina  grandes  cantidades  de  ácido  xanturénico  después  de  ingerir  una  so- 
brecarga de  10  gramos  de  DL-triptófano.  Todas  estas  manifestaciones  desapa- 
recen al  ser  tratadas  con  piridoxina  en  d osis  elevadas. 

Las  observaciones  de  Marsh2,  de  Vilter 3 y de  Sass  y Murphy * sobre  el 
aumento  en  la  actividad  de  algunas  de  las  transaminasas  séricas  (particularmen- 
te la  aspártica  y la  de  alanina)  en  los  estados  carenciales  de  piridoxina,  abre  una 
nueva  avenida  de  investigación  en  este  campo.  Estos  datos  adquieren  interés 
particular  ya  que  Cintrón-Rivera,  Baker  y Acosta-Matienzo5,  han  demostrado 
una  incidencia  aumentada  de  niveles  bajos  de  vitamina  Be  en  el  suero  en  una  se- 
rie de  casos  agudos  de  esprú  tropical  no  tratados,  en  algunos  casos  similares  par- 
cialmente tratados,  y en  un  gran  número  de  familiares  de  casos  de  esprú  tropical. 

Estas  observaciones,  aparentemente  no  relacionadas,  podrían  explicar  el 
aumento  en  la  actividad  de  la  transaminasa  aspártica  en  los  hematíes  de  algunos 
casos  de  anemias  macrocíticas  con  o sin  megaloblastosis  y en  otros  casos  afines; 
y por  ende,  demostrarían  la  existencia  en  dichas  anemias  de  una  deficiencia  com- 
binada de  las  vitaminas  Be,  Bu  y/o  de  f olatos. 

Por  último,  la  posibilidad  de  que  exista  una  relación  entre  defectos  en  el 
metabolismo  de  piridoxina  y algunos  casos  diagnosticados  como  anemia  hipoplás- 
tica,  anemia  aplástica  o anemia  aregenerativa  merece  seria  consideración.  Si  se 
demuestra  que  algunos  de  estos  pacientes  con  estas  anemias  enseñan  anormali- 
dades en  el  metabolismo  de  piridoxina,  y si  estos  últimos  responden  a un  régi- 
men de  tratamiento  efectivo  de  la  vitamina,  uno  de  los  problemas  más  senus 
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con  que  se  confrontan  los  hematólogos, 
resuelto  de  una  manera  simple. 
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ACTUALIDADES  MEDICAS 


Measles  Immunization 
and  Tuberculin  Testing 

Because  some  degree  of  confusion  has 
arisen  in  the  interpretation  and  application 
of  the  Committee’s  recommedation  that  a tu- 
berculin test  be  performed  prior  to  adminis- 
tering measles  vaccine,  a note  of  clarification 
appears  necessary.  This  sequence,  proposed 
for  an  ideal  preventive  medicine  program 
for  infancy,  was  derived  after  consideration 
of  several  factors. 

1 . Tuberculin  testing  in  the  latter  part 
of  the  first  year  is  a desirable  mecha- 
nism for  early  case  detection. 

2.  Measles  vaccination,  to  provide  opti- 
mal efficacy  and  benefits,  should  be 
performed  at  about  age  one  year. 

3 . A suppression  of  delayed  cutaneous  hy- 
persensitivity to  tuberculoprotein  may 
follow  measles  immunization  and  per- 
sist for  varying  periods  of  time  there- 
after (2  to  26  days). 

4.  To  avoid  the  possibility  of  a falsely 
negative  tuberculin  response,  when 
such  testing  is  to  be  done  in  the  first 
year  of  life,  it  should  be  scheduled 
prior  to  measles  vaccine. 

5 . Naturally-acquired  measles  is  known 
to  have  a deleterious  effect  on  pre- 
existing tuberculous  infection.  The  ad- 
ministration of  measles  Maccine  to  in- 
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fants  and  children  under  treatment 
for  tuberculosis  has  not  resulted  in  any 
such  harmful  complications,  but  no 
studies  have  been  conducted  of  its  ef- 
fects on  untreated  tuberculous  infants. 
From  the  surveillance  of  possible  se- 
quelae associated  with  the  administra- 
tion in  this  country  of  nearly  20  mil- 
lion doses  of  measles  vaccine,  three 
case  reports  have  emerged  of  tuber- 
culous meningitis  which  became  ap- 
parent two  to  nine  weeks  after  im- 
munization. 

Optimal  Programs 

With  these  five  considerations  in  mind, 
the  Committee’s  recommendation  was  then 
formulated  to  serve  as  a guideline  for  optimal 
programs  for  those  infants  seen  regularly  by 
physicians  throughout  the  first  years  of  life. 
In  no  way  was  this  intended  to  compromise 
public  health  or  community  immunization 
programs,  since  the  known  risks  accompany- 
ing naturally-acquired  measles  far  out-weigh 
any  hypothetical  hazards  of  the  interaction 
of  vaccine  and  tuberculosis.  The  Surgeon 
General’s  Public  Health  Service  Advisory 
Committee  on  Immunization  Practices  con- 
sidered this  same  problem  and  arrived  at 
similar  conclusions: 

“Although  tuberculin  skin  testing  prior 
to  age  one  year  is  desirable  as  part  of  ideal 
health  care  for  individual  patients,  it  should 
not  be  a routine  prerequisite  in  community 
measles  immunization  programs.  For  children 
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included  in  these  programs,  the  risk  from 
natural  measles  often  far  outweighs  the  the- 
oretical hazards  of  possible  exacerbation  of 
undiagnosed  tuberculosis.”* 

Classification  of  Genetic  Diabetes 

The  Committee  on  Professional  Educa- 
tion of  the  American  Diabetes  Association  has 
published  a classification  of  genetic  diabetes 
mellitus  as  a Special  Report  in  the  July  issue 
of  the  Association’s  Journal  Diabetes.  Since 
this  is  the  first  such  report  issued  by  the 
Association  it  should  become  a decisive  aid  to 
communication  among  physicians  treating 
diabetes,  between  them  and  their  patients, 
among  those  doing  clinical  research  and  to 
those  teaching  the  subject. 

The  text  of  the  report  follows : 

A classification  of  genetic  diabetes  mellitus 
based  on  abnormalities  of  carbohydrate  me- 
tabolism is  given  below.  Progression  or  re- 
gression from  one  stage  to  the  next  may 
never  occur,  may  proceed  slowly  over  many 
years  or  may  be  very  rapid.  This  classification 
does  not  consider  the  presence  or  absence  of 
vascular  disease,  for  patients  with  minimal 
glucose  intolerance  or  even  normal  tolerance 
may  have  angiopathy. 

1 . Overt  Diabetes  Mellitus 

This  is  frank  diabetes,  either  of  the  ke- 
tosis-prone or  ketosis-resistant  type.  Fast- 
ing hyperglycemia  is  present.  Symptoms 
of  hyperglycemia  and  glucosuria  may  be 
present.  A glucose  tolerance  test  is  not 
required  for  diagnosis. 

2 . Chemical  or  Latent  Diabetes 

This  is  asymptomatic  diabetes.  The 

• Morbidity  and  Mortality,  CDC,  USPHS,  HEW, 
Vol.  15  No.  16,  pp.  136-158,  week  ending  April  23, 
1966:  “Recommendation  of  the  Public  Health  Serv- 
ice Advisory  Committee  on  Immunization  Prac- 
tices." 


fasting  blood  glucose  level  may  be  ele- 

vated  but  is  usually  normal  and  the 
postprandial  level  is  frequently  elevated. 
Oral  or  intravenous  glucose  tolerance 
tests  performed  in  the  absence  of  “stress” 
give  results  in  the  ranges  accepted  for 
diabetes. 

3.  Suspected  Diabetes  Mellitus  (Including 
“Stress”  Hyperglycemia) 

Persons  who  have  temporary  carbohy- 
drate intolerance  in  certain  physiological 
or  pathological  situations  should  be  sus- 
pected of  having  diabetes  mellitus,  par- 
ticularly when  there  is  a family  history 
of  diabetes.  Symptoms  due  to  severe 
hyperglycemia  occurring  during  periods 
of  “stress”  should  be  regarded  as  repre- 
senting overt  diabetes  until  proved 
otherwise.  Asymptomatic  or  symptomatic 
derangement  of  carbohydrate  tolerance 
should  he  re-evaluated  after  total  re- 
covery from  the  “stress.”  In  particular, 
impaired  carbohydrate  tolerance  in  the 
following  situations  requires  long-term 
evaluation : 

A.  Pregnancy.  The  term  “gestational  diabe- 
tes” indicates  the  presence  of  abnormal 
glucose  tolerance  which  reverts  to  normal 
following  delivery.  In  these  individuals 
follow-up  studies  have  revealed  a high 
risk  of  development  of  diabetes.  (Diabe- 
tes should  also  be  suspected  in  a woman 
whose  obstetrical  history  includes  large 
baBies,  unexplained  abortions,  fetal 
deaths,  neonatal  deaths,  or  hydramnios.) 

B.  Obesity  with  abnormal  glucose  tolerance 

which  returns  promptly  to  normal  with 
moderate  weight  loss. 

C . Infections,  trauma,  vascular  accidents, 
burns,  impaired  nutrition,  and  severe 
emotional  disturbances. 

D.  Treatment  with  pharmacologic  agents, 
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such  as  corticosteroids  or  thiazides. 

E . Endocrinopathies  such  as  acromegaly, 
Cushing’s  syndrome,  thyrotoxicosis,  and 
pheochromocytoma.  (Diabetes  must  also 
be  suspected  in  elderly  subjects  without 
symptoms  and  signs  of  the  disease  but 
with  a glucose  tolerance  test  which  in 
younger  individuals  would  be  considered 
abnormal.) 

4 . Prediabetes 

Prediabetes  is  a term  applied  to  the  pe- 
riod of  time  prior  to  the  onset  of  identi- 
fiable diabetes  mellitus  (overt,  chemical 
or  latent) . This  is  a conceptual  term  iden- 
tifying the  interval  between  fertilization 
of  the  ovum  and  the  demonstration  of 
impaired  glucose  tolerance  in  an  indivi- 
dual predisposed  to  diabetes  on  genetic 
grounds  but  presently  exhibiting  a nor- 
mal glucose  tolerance.  It  cannot  be  diag- 
nosed with  certainty  in  the  current  state 
of  our  knowledge  except  in  the  nondia- 
betic identical  twin  of  a diabetic  patient 
and  possibly  in  the  'offspring  of  two  dia- 
betic parents. 

Amphetamine  Injections: 

A New  Drug  Abuse 

A relatively  new  form  of  drug  abuse  — 
injecting  stimulants  — is  a growing  health 
problem,  says  an  article  in  the  July  31  Journal 
of  the  American  Medical  Association. 

Instead  of  taking  “pep  pills,”  an  increas- 
ing number  of  habitual  users  are  injecting 
amphetamines,  the  drugs  from  which  the  pills 
are  made,  report  three  California  medical 
investigators. 

Injected  amphetamines  have  “an  addic- 
tive and  relapse  potential  comparable  to  that 
of  opiates  or  cocaine,”  the  authors  said. 

They  report  estimates  that  4,000  persons 
in  the  San  Francisco  area  now  inject  amphe- 


tamines. They  also  predict  an  increase  in 
crimes  of  violence  as  a result  of  the  mental 
changes  brought  on  by  the  drugs. 

Amphetamine  users  inject  increasingly 
larger  and  more  frequent  doses.  As  a result, 
they  sometimes  stay  awake  for  days  at  a time ; 
they  don’t  eat;  they  become  gradually  more 
paranoid  and  disorganized,  suffer  a variety 
of  illusions  and  hallucinations,  and  then  lapse 
into  a long,  deep  sleep. 

When  they  awake,  they  are  famished  and 
lethargic.  To  regain  alertness,  they  often  in- 
ject more  amphetamines,  thus  starting  an- 
other “run”  with  the  drugs. 

High-dose  amphetamine  users  constituted 
five  per  cent  of  400  recent  admissions  to  the 
California  Rehabilitation  Center  at  Corona, 
a treatment  institution  for  civilly  committed 
drug  addicts. 

The  authors  questioned  this  group  to 
learn  more  about  the  drugs’  effects. 

All  of  those  questioned  had  taken  amphe- 
tamines in  pill  form  at  first.  All  had  also 
had  experience  with  a variety  of  other  types 
of  drugs. 

In  a few  instances,  the  amphetamines 
had  been  legitimately  prescribed,  “but  in 
most  cases  ‘bennies’  and  ‘dexies’  were  merely 
‘part  of  the  scene,’  along  with  marihuana, 
during  adolescence,”  the  authors  said. 

The  majority  of  amphetamine  users 
questioned  were  “hippies,”  middle-class  neu- 
rotic drug  users,  and  former  heroin  addicts. 

In  some  cases,  their  first  injection  “was 
a desire  to  improve  the  quality  of  the  am- 
phetamine experience.”  In  other  instances,  it 
followed  a period  of  heroin  use. 

The  result  of  a high-dose  amphetamine  in- 
jection is  “a  sudden,  generalized,  overwhel- 
ming, pleasureful  feeling  called  a ‘flash’  or  a 
‘rush’,”  the  authors  said.  “It  has  been  com- 
pared to  ‘an  orgasm  all  over  your  body’.” 
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Tolerance  of  the  drug  builds  rapidly,  and 
as  the  dose  is  increased,  the  toxic  symptoms 
increase  also.  The  sensations  of  extreme  phy- 
sical and  mental  power  become  marred  by 
confusing,  frightening  illusions  and  ideas. 

Under  the  influence  of  amphetamines, 
those  who  enjoyed  working  with  machines 
lost  the  ability  to  perform  complex  acts. 
Their  actions  become  disorganized  and  re- 
petitive. 

“They  would  spend  many  hours  trying  to 
dismantle  and  repair  gadgets  which  were  in 
perfect  order.  One  man  collected  a dozen 
radios  which  he  took  apart  to  build  a new 
one.  It  did  not  matter  to  him  that  he  did  not 
succeed,”  the  authors  said. 

A compulsive-perfectionist  need  also  dev- 
eloped. It  led,  for  example,  to  shining  shoes 
all  day  long  and  to  repeated  polishing  of 
the  hypodermic  needle  and  cleansing  of  the 
drug-administration  “outfit.” 

After  first  experimentation,  a pattern  of 
amphetamine  injection  emerges.  “The  drug 
is  injected  about  every  two  hours  around 
the  clock  for  a period  of  three  to  six  days 
during  which  the  user  remains  awake  con- 
tinuously. Raraely  these  ‘runs’  last  as  long 
as  12  days. 

“Following  a ‘run’  he  ‘falls  out,’  that  is, 
he  becomes  so  exhausted,  disorganized,  tense, 
or  paranoid  that  he  ceases  using  the  drug 
and  goes  to  sleep.  Once  asleep,  the  user  can- 
not be  awakened.  The  sleep  lasts  12  to  18 
hours  following  a three-or  four-day  ‘run’,” 
the  report  said. 

Because  amphetamines  completely  sup- 
press appetite,  weight  losses  of  20  to  30 
pounds  during  a “run”  are  common.  Abs- 
cesses, nonhealing  ulcers,  and  brittle  finger- 
nails occur,  probably  as  a result  of  malnutri- 
tion. 


Although  these  patients  suffered  no  psy- 
chotic reactions,  they  told  investigators  that 
they  knew  of  others  who  had  required  hos- 
pitalization. Several  patients  became  intensely 
involved  in  certain  activities,  even  after  ab- 
staining from  amphetamine  use  for  many 
months.  This  represented  a change  from 
their  pre-drug  personality,  and  seems  to  be 
a style  learned  through  drug  use  and  now 
retained,  the  authors  said. 

Though  it  is  too  early  to  compare  data, 
it  was  the  authors’  impression  that  amphe- 
tamine users  have  a strong  desire  to  continue 
using  their  drug  “with  a force  comparable 
to  that  of  heroin  users.”  They  tend  to  return 
to  using  amphetamines,  even  after  jail  terms 
or  prolonged  rehabilitation  treatment. 

“This  form  of  drug  abuse  is  extremely 
disabling  from  a social  and  psychological 
point  of  view.  . . and  may  lead  to  psychosis 
or  brain  damage.”  the  authors  said. 

Because  amphetamines  are  easily  obtain- 
ed, users  probably  won’t  commit  as  many 
crimes  against  property  as  do  opiate  users. 
Crimes  of  violence,  however,  may  become 
more  frequent,  the  authors  predicted. 

“From  descriptions  of  the  intensity  of  the 
paranoid  state  and  the  hyperactivity  associa- 
ted with  amphetamine  use,  crimes  of  violence 
by  amphetamine  users  appear  likely  in  the 
future,”  they  said. 

The  authors  are  John  C.  Kramer,  M.D.; 
Vitezslav  S.  Fishman,  Ph.D.,  and  Don  C. 
Littlefield,  M.D.,  all  of  the  California  Reha- 
bilitation Center,  Corona. 

A Guide  for  Collaboration  of  Physician, 
Social  Worker,  and  Lawyer  in  Helping 
the  Unmarried  Mother  and  Her  Child 

The  GUIDE  has  been  approved  by  the 
Executive  Board  of  The  American  College 
of  Obstetricians  and  Gynecologists,  the  Amer- 
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ican  Academy  of  Pediatrics,  the  American 
Medical  Association,  the  Family  Law  Section 
of  the  American  Bar  Association,  the  Child 
Welfare  League  of  America,  and  the  Child- 
ren’s Bureau. 

The  need  for  close  cooperation  between 
the  physician,  the  social  w'orker,  and  the  law- 
yer in  the  care  of  the  unmarried  mother 
should  be  universally  recognized.  Each  of 
these  three  is  responsible  for  advising  the  un- 
married mother  of  the  need  for  consultation 
in  her  case  with  the  other  two  disciplines  in- 
volved because  each  has  a special  field  of 
competence.  While  recognizing  that,  in  some 
jurisdictions,  individuals, 'as  such,  may  place 
or  otherwise  facilitate  the  adoption  of  minors, 
it  should  be  emphasized  nonetheless  that  phy- 
sicians, social  workers,  and  lawyers,  individ- 
ually or  jointly,  when  acting  as  individuals 
and  not  in  cooperation  w'ith  a qualified  child 
placement  agency  do  not  have  the  facilities 
and  resources  necessary  to  provide  protection 
and  services  needed  by  all  persons  affected 
by  the  adoption.  To  further  this  cooperation, 
the  areas  in  which  the  primary  responsabili- 
ces and  those  in  which  the  function  of  the 
three  disciplines  overlap  must  be  delineated. 

The  physician  is  held  responsible  for  the 
physical  and  mental  health  of  the  patient.  It 
is  the  physician  who  must  make  the  diagnosis 
of  pregnancy,  determine  the  expected  date 
of  delivery,  and  decide  where  the  delivery 
should  take  place.  Among  other  things  he 
must  decide  how  much  information  the  pa- 
tient should  be  given  on  the  physiology  and 
pathology  of  pregnancy,  labor,  and  the  puer- 
perium.  His  decision  on  whether  to  advise 
the  patient  to  nurse  the  baby  (if  she  decides 
to  keep  him)  will  rest  on  emotional  as  well 
as  physical  factors. 

He  must  safeguard  the  confidentiality  of 
the  information  the  patient  discloses  except 


as  provided  by  the  laws  of  his  state.  Recog- 
nizing the  limitations  placed  on  a minor,  he 
must  be  certain  of  the  validity  of  the  consent 
the  patient  gives  for  any  disclosures,  treat- 
ment, or  procedure.  If  social  services  are 
available  the  physician  should  avoid  becom- 
ing involved  with  the  placement  of  the  infant 
Or  acting  as  an  intermediary. 

The  responsibility  of  the  social  worker  in- 
cludes helping  the  unmarried  mother  with 
the  distinctive  social  and  emotional  problems 
connected  with  having  a child  out  of  wed- 
lock. To  this  end,  the  social  worker  draws 
upon  the  experience  of  social  agencies  in 
working  with  unmarried  mothers,  upon  fa- 
miliarity with  community  resources,  and 
upon  social  and  psychological  diagnostic  skills 
in  determining  what  help  a particular  client 
needs  and  can  use.  Among  other  things  this 
involves  referring  the  patient  for  early  and 
competent  obstetrical  examination,  empha- 
sizing the  need  for  continued  antepartum  and 
postpartum  care,  reinforcing  the  medical  care 
by  strengthening  the  faith  of  the  patient  in 
the  doctor,  and,  where  possible  or  necessary, 
implementing  his  recommendations. 

The  social  worker  counsels  the  patient  on 
plans  for  her  future  and  that  of  the  infant, 
always  safeguarding  the  best  interests  of  the 
child.  The  social  worker  provides  psychologi- 
cal help  and  support  complementing  that 
given  by  the  doctor.  The  social  worker  recog- 
nizes and  supports  the  legal  obligations  of 
the  doctor  as  to  the  results  of  treatment  or 
advice,  including  professional  disclosures  and 
the  peculiar  problems  of  a minor. 

The  social  worker  counsels  the  unmarried 
mother  in  the  various  social  aspects  involved 
and  recommends  that  she  consult  a lawyer 
for  advice  on  the  legal  aspects  as  needed  in 
the  individual  situation. 


NOTICIAS 


Locales 

REUNIONES 

Oct.  22-28— Segundo  Congreso  Panamericano  de 
Neurología,  a celebrarse  en  el  Hotel  San  Je- 
rónimo Hilton. 

Oct.  27-28— Conferencias  del  American  College  of 
Physicians,  en  la  Asociación  Médica  de  Puerto 
Rico. 

Non.  4— Reunión  de  la  Cámara  de  Delegados  de  la 
Asociación  Médica  de  Puerto  Rico. 

Nov.  14-18— Asamblea  Anual  de  la  Asociación 
Médica  de  Puerto  Rico,  en  el  Hotel  San  Juan. 

MEDALLA  "DR.  EUGENIO  FERNANDEZ 
GARCIA” 

El  Dr.  Julio  V.  Santiago  recibió  la  medalla 
"Dr.  Eugenio  Fernández  García”,  que  otorga  la 
Asociación  General  Antituberculosa  de  Puerto  Ri- 
co por  estudios  sobresalientes  en  tuberculosis  y 
otras  enfermedades  respiratorias.  Hizo  la  entrega 
el  Dr.  José  Luis  Porrata,  presidente  de  la  AGAPR, 
en  la  reciente  reunión  de  la  Junta  de  Directores 
de  dicha  Asociación. 

La  medalla  fue  instituida  en  honor  al  Dr.  Eu- 
genio Fernández  García,  pionero  en  la  lucha  an- 
tituberculosa en  Puerto  Rico,  fundador  y primer 
persidente  de  la  Asociación  General  Antituber- 
culosa. 

El  ganador  de  este  año,  es  graduado  de  la  cla- 
se de  1967  de  la  Escuela  de  Medicina  de  Puerto 
Rico. 

BECAS 

El  Instituto  de  Siquiatría  de  Puerto  Rico  tie- 
ne disponibles  cuatro  becas  del  Instituto  Nacio- 
nal de  Higiene  Mental,  de  $12,000  anuales  cada 
una,  por  tres  años,  a partir  de  julio  de  1968. 

Los  requisitos  para  optar  a estas  becas  son:  1) 
SeT  menor  de  40  años;  2)  Cinco  años  en  la  prác- 
tica de  la  medicina;  Licencia  para  ejercer  la  me- 
dicina en  Puerto  Rico. 

El  Dr.  E.  D.  Maldonado  Sierra,  Director  Eje- 
cutivo del  Instituto,  dará  información  más  deta- 
llada a los  interesados.  Favor  de  dirigirse  al  Apar- 
tado 127,  Bayamón.  Puerto  Rico  00619. 


SEMANA  DE  LA  SALUD  DE  LA  COMUNIDAD 
La  Semana  de  la  Salud  de  la  Comunidad  se 
celebrará  del  15  al  21  de  octubre.  Habrá  una 
serie  de  actividades  en  las  que  participará  el  pú- 
blico y la  clase  médica.  Estas  actividades  incluyen 
diversas  clínicas,  pruebas  de  laboratorio,  pelícu- 
las sobre  temas  de  salud,  discusiones  a panel,  pro- 
gramas de  radio  y televisión,  etc.  Información  más 
detallada  sobre  las  actividades  de  esta  Semana 
podrá  obtenerse  en  las  oficinas  de  la  Asociación, 
teléfono  725-6969. 

NEW  BOOKS 

The  following  is  a partial  list  of  new  books 
received  by  the  University  of  Puerto  Rico  School 
of  Medicine  and  School  of  Dentistry  Library. 

Social  Sciences: 

1.  Lewis,  W.  A.  Teoría  del  desarrollo  econó- 
mico. 3a.  ed.  México,  Fondo  de  Cultura  Econó- 
mica, 1964. 

2.  Myrdal,  Gunnar.  Teoría  económica  y re- 
giones subdesarrolladas.  2 ed.  en  español.  Méxi- 
co, Fondo  de  Cultura  Económica,  1964. 

3.  Naciones  Unidas.  Departamento  de  Asun- 
tos Económicos  y Sociales.  Informe  sobre  la  si- 
tuación social  en  el  mundo.  Nueva  York,  1961. 

4.  Naciones  Unidas.  Departamento  de  Asuntos 
Económicos  y Sociales.  Planificación  del  desarro- 
llo social  y económico  equilibrado,  estudio  de 
seis  países.  Nueva  York,  1964. 

Public  Health: 

1.  Bemzweig,  Eli  P.  Legal  aspects  of  PHS 
medical  care.  Wash.,  U.  S.  Public  Health  Serv- 
ice, 1966. 

2.  Cox,  C.  R.  Práctica  y vigilancia  de  las  ope- 
raciones de  tratamiento  del  agua.  Ginebra.  O.M.S.. 
1966. 

3.  Latin  American  Conference  on  Children 
and  Youth  in  National  Development  in  Latin 
America.  Report  of  Conference. .. New  York,  Uni- 
ted Nations  Children’s  Fund,  1965. 

4.  O.M.S.  Higiene  de  la  leche,  higiene  de  la 
producción,  la  elaboración  y la  distribución  de 
la  leche.  Ginebra,  1966. 
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5.  Sowder,  Wilson  T.  Man  to  man  talk  about 
women  and  men.  Jacksonville,  Florida,  Florida 
State  Board  of  Health,  1966. 

6.  U.  S.  National  Institutes  of  Health.  Office 
or  Research  Information.  The  National  Institutes 
of  Health  almanac.  Bethesda,  Md.;  Superintend- 
ent of  Documents,  U.  S.  Govt.  Print.  Off.,  Wash- 
ington, 1965. 

Communicable  Diseases: 

1.  Samter,  Max.  Immunological  diseases.  1st  ed. 
Boston,  Little,  Brown,  1965. 

Biology: 

1.  Altman,  Philip  L.,  ed.  Environmental  biolo- 
gy. Bethesda,  Maryland,  Federation  of  American 
Societies  for  Experimental  Biology K 1966. 

2.  Mayr,  Ernst.  Animal  species  and  evolution. 
Cambridge,  Belknap  Press  of  Harvard  University 
Press,  1963. 

3.  Peacocke,  Arthur  Robert.  The  molecular 
basis  of  heredity.  Washington,  Butterworths,  1965. 

Physiology: 

1.  American  Medical  Association.  Committee 
on  the  Medical  Aspects  of  Sports.  Standard  no- 
menclature of  athletic  injuries.  Chicago,  Illinois, 
1966. 

2.  Langman,  Jan.  Medical  embryology;  human 
development,  normal  and  abnormal.  Baltimore, 
Williams  and  Wilkins  Co.,  1963. 

3.  Macy  Conference  on  Teaching  the  Biologi- 
cal and  Medical  Aspects  of  Reproduction  to  Med- 
ical Students,  Princeton,  N.J.,  1965.  Teaching  the 
biological  and  medical  aspects  of  reproduction  to 
medical  students.  New  York,  Hoeber  Medical  Div., 
Harper  & Row,  1966. 

4.  Marriage,  the  Family,  and  Human  Sexual- 
ity in  Medical  Education.  Report  by  a Special 
Institute  held  at  the  Behavioral  Sciences  Center 
of  the  Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College  Winston-Salem,  North  Carolina, 
1966. 

Science: 

1.  Boston  Colloquium  for  the  Philosophy  of 
Science.  Boston  Studies  in  the  philosophy  of  sci- 
ence; proceedings.  N.  Y.,  Humanities  Press,  1965. 

2.  Pollard,  W.  G.  Atomic  energy  and  south- 


ern science.  Oak  Ridge,  Tenn.,  Oak  Ridge  Asso- 
ciated Universities,  1966. 

Nacionales 

AMERICAN  COLLEGE  OF  PHYSICIANS 
POSTGRADUATE  COURSES 

Oct.  9-13,  1967.  Renal  Diseases  and  Fluid  and 
Electrolyte  Balance,  University  of  Washington 
School  of  Medicine,  Seattle,  Washington. 

Nov.  15-18,  1967.  Neurologic  Aspects  of  Internal 
Medicine,  Duke  University  Medical  Center,  Dur- 
ham, N.  C. 

Nov.  27-30,  1967.  Medical  Genetics,  University  of 
Michigan  Medical  School,  Ann  Arbor,  Mich. 

Dec.  4-8  1967.  Radioisotopes  and  Nuclear  Radia- 
tions in  Medicine,  University  of  California,  Ber- 
keley, Calif. 

Dec.  11-15,  1967.  Advances  in  Medical  Oncology, 
University  of  Texas  Medical  Center,  Houston, 
Tex. 

AMERICAN  MEDICAL  ASSOCIATION 
MEETINGS 

Oct.  26-29.  Board  of  Trustees,  .Chicago,  111.,  AMA 
Headquarters. 

Oct.  30.  Archives  of  Pathology,  Chicago,  111.,  AMA 
Headquarters,  Board  Conference  Room,  9:30 
a.m. 

Oct.  30.  Residency  Review  Committee  for  Otola- 
ryngology  | Departament  of  Governnvnt  Medical 
Education,  Chicago,  111.,  Palmer  House,  9:00 
a.m. 

Oct.  31.  Contact  dinner  meeting  — Council  on 
Public  Health  and  Regulatory  Veterinary  Med- 
icine — AVMA  and  Executive  Committee,  Coun- 
cil on  Rural  Health,  Department  of  Health 
Education,  Chicago,  111.,  Drake  Hotel,  6:00  — 
10:30  p.m. 

Nov.  9.  AMA  Interspecialty  Committee,  Chicago, 
111.,  AMA  Headquarters,  Board  Conference 
Room,  9:00  a.m.  — 5:00  p.m. 

Nov.  11-12.  Committee  on  Alcoholism  and  Addic- 
tion, Chicago,  111. 

Nov.  26.  Ninth  National  Conference  on  the  Med- 
ical Aspects  of  Sports,  DHE,  Houston,  Tex., 
Hotel  American,  8:00  a.m.  — 10:00  p.m. 

Nov.  24-25.  Board  of  Trustees,  Houston,  Tex. 

Nov.  26.  Council  on  Legislative  Activities,  Hous- 
ton, Tex. 
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Nov.  26-29.  AMA  Clinical  Convention,  Houston, 
Tex. 

Dec.  5-6.  Residency  Review  Committee  for  Urol- 
ogy, DME,  Miami  Beach,  Fla.,  Americana  Ho- 
tel, 9:00  a.m. 

OTHER  MEETINGS 

Oct.  21-26.  American  Academy  of  Pediatrics  36th 
Annual  Meeting,  Washington  Hilton,  Washing- 
ton, D.  C. 

Oct.  26-28.  Postgraduate  conference.  Today’s  Hosp- 
ital Problems:  An  Interdisciplinary  Approach. 
A Leadership  course  for  chiefs  of  staff  hospital 
directors  and  governing  personnel.  To  be  held 
at  The  Tides  Hotel  and  Bath  Club,  Reding- 
ton  Beach,  Florida. 

Oct.  29-Nov.  1.  32nd  Annual  Convention  of  the 
American  College  of  Gastroenterology.  To  be 
held  at  The  Biltmore  Hotel  in  Los  Angeles,  Ca- 
lifornia. There  will  be  a three  day  course  in 
postgraduate  gastroenterology  following  the 
Convention,  at  The  Biltmore,  with  a faculty 
selected  from  the  Medical  Schools  in  and  around 
Los  Angeles.  Further  information  concerning 
the  program  for  the  Convention  and  registra- 
tion for  the  postgraduate  course  may  be  ob- 
tained by  writing  to:  Secretary,  American  Col- 
lege of  Gastroenterology,  33  West  60th  Street. 
New  York,  N.  Y.  10023. 

Nov.  6 to  17.  Postgraduate  course  in  laryngology 
and  bronchoesophagology.  Interested  registrants 
will  please  write  directly  to  the  Department  of 
Otolaryngology,  College  of  Medicine  of  the  Uni- 
versity of  Illinois  at  the  Medical  Center,  Box 
6998,  Chicago,  Illinois  60680. 

Nov,  25-26.  American  College  of  Chest  Phy- 
sicians Interim  Clinical  Meeting,  to  be  held  at 
Warwick  Hotel,  Houston,  Texas.  For  a copy 
of  the  program  and  other  details,  please  write 
to  the  Executive  Office  of  the  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 

ELEVENTH  ANNUAL  WYETH  FELLOWSHIP 
PROGRAM 

Aplications  for  two-year  Wyeth  Pediatric  Fel- 
lowships are  available  now  for  residencies  com- 
mencing July  1,  1968,  it  was  announced  by  the 

chairman  of  the  Selection  Committee,  Philip  S. 


Barba,  M.D.,  past  president  of  the  American 
Academy  of  Pediatrics,  120  Erdenheim  Road,  Phil- 
adelphia, Pennsylvania,  19118.  All  applications  for 
this,  the  eleventh  group  of  Fellowships,  must  be 
in  the  hands  of  the  Committee  by  December  1. 
1967. 

Sponsored  by  the  Wyeth  Fund  for  Postgradu- 
ate Medical  Education,  each  of  these  fellowships 
provides  $4,800  over  two  years  toward  the  ad- 
vanced training  required  for  board  certification 
in  pediatrics.  Wyeth’s  monthly  payments,  made 
directly  to  recipients,  are  in  addition  to  the  usual 
stipends  paid  to  residents  by  the  institutions  in 
which  they  train. 

Eligible  to  apply  are  interns,  physicians  who 
have  recently  completed  an  internship,  research 
Fellows,  or  physicians  completing  their  tour  of 
duty  with  the  Armed  Services  of  the  U.  S.  Pub- 
lic Health  Service.  Applicants  must  be  citizens 
of  the  United  States  or  Canada.  Those  who  have 
already  started  Pediatric  Residency  training  are 
not  eligible.  In  the  first  nine  years  of  this  Fel- 
lowship program,  176  physicians  have  received 
its  assistance  toward  their  advanced  training. 

Each  Fellow  may  choose  the  hospital  in  which 
he  will  train  provided  that  it  is  accredited  by 
the  Residency  Review  Committee  which  repres- 
ents the  American  Board  of  Pediatrics,  the  Amer- 
ican Academy  of  Pediatrics,  and  the  Council  of 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association. 

A voluntary  committee  of  distinguished  pediatri- 
cians, headed  by  Dr.  Barba,  Adjunct  Professor  of 
Pediatrics  at  Temple  University  School  of  Med- 
icine and  Emeritus  Associate  Professor  of  Pedia- 
trics at  University  of  Pennsylvania  School  of  Med- 
icine, has  the  responsibility  of  choosing  the  Pedi- 
atric Fellows.  The  committee  considers  the  fol- 
lowing factors:  evidence  of  good  character,  acad- 
emic achievement,  performance  of  duties,  and  need 
for  financial  assistance.  Wyeth  plays  no  part  in 
the  selection  of  recipients. 

Wyeth  Laboratories  inaugurated  this  Fellow- 
ship program  in  1958  to  encourage  interns  and 
other  young  physicians  who  want  to  specialize  in 
pediatrics,  who  have  proven  abilities,  but  who 
would  find  it  difficult  to  finance  the  required 
postgraduate  training. 


■mannouncing  ■ | 

Ronaomycm 

methacycline 


a major  new  broad-spectrum  antibiotic  with 
advantages  of  special  benefit  in  the  physician’s 
daily  practice  because  it  provides  greater  intensity 
of  activity  against  some  of  the  most  frequently 
encountered  bacterial  pathogens.  Rondomycin 
adds  depth  to  true  broad-spectrum  activity. . . over 
90%  success  rate  in  respiratory  tract,  acute 
urinary  tract,  and  skin  and  soft-tissue  infections. 


Rx  FOR  ADULTS 


Rx  FOR  CHILDREN 


150  mg.  capsule 


300  mg.  capsule 


75  mg./' 5 cc.  syrup 


one  q.i.d. 
or  two  b.i. 


Bottles 


one  b.i.d. 


d. 


Bottles  of  50 


of  16  and  100 


3-6  mg. /lb. /day 
in  divided  dosage 

Bottles 

of  2 oz.  and  1 pint 


Contraindicated:  In  individuals  hypersensitive  to 
methacycline. 

Warning:  In  the  presence  of  renal  dysfunction,  reduce 
usual  oral  dosage  and  consider  serum  level  determi- 
nations to  avoid  liver  damage. 

Discoloration  of  developing  teeth  may  occur  al- 
though such  toothstaining  has  not  been  reported  with 
methacycline  to  date. 

In  certain  hypersensitive  individuals  treated  with 
methacycline,  exposure  to  direct  sunlight  may  precipi- 
tate a photodynamic  reaction.  Such  reactions  have  not 
been  reported  with  Rondomycin  to  date.  In  individuals 
with  a history  of  photoallergic  reactions  to  tetracy- 
clines, exposure  to  direct  sunlight  should  be  avoided 
and  treatment  should  be  discontinued  at  first  evi- 
dence of  skin  discomfort. 

Precautions:  As  with  any  antibiotic,  overgrowth  of  non- 
susceptible  organisms  may  occasionally  occur.  If  such 
superinfections  are  encountered,  Rondomycin  should 
be  discontinued  and  replaced  by  appropriate  therapy. 

Before  treatment  of  gonorrhea,  if  concomitant  syphi- 
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lis  is  suspected,  a darkfield  examination  should  be 
made  of  any  lesion  and  serological  tests  for  syphilis 
should  be  made  monthly  for  at  least  three  months 
afterwards. 

Increased  intracranial  pressure  has  occurred  occa- 
sionally in  infants  treated  with  methacycline  but  has 
disappeared  promptly  and  without  sequelae,  once  ther- 
apy was  discontinued. 

Adverse  Reactions:  Glossitis,  stomatitis,  proctitis,  nau- 
sea, diarrhea,  vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur  rarely.  If  adverse  reactions,  individual 
idiosyncrasy,  or  allergy  occur,  discontinue  medication. 
Supply:  Rondomycin  (methacycline)  is  available  as 
150  mg.  capsules  containing  150  mg.  methacycline 
HCI  equivalent  to  140  mg.  of  base  and  300  mg.  cap- 
sules containing  300  mg.  of  methacycline  HCI  equiva- 
lent to  280  mg.  of  base.  Rondomycin  syrup  contains 
75  mg.  per  5 cc.  of  methacycline  HCI  equivalent  to 
70  mg.  per  5 cc.  of  base. 

More  detailed  professional  information  available  on 
request. 
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PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


VERTIGO 
NIERE’S  SYNDRO 

disabling 


INDICATIONS: 

There  jasóme  evidence  sjiggestingjhat  SERC  JBetahistine  Hydrochloride)  may 
reduce  the  frequency  af  episodes  of  vertigo  associated  with  Meniere's  syr^ 
drome  in  some  patipms.  Clinical  studies  designed  to  evaluate  the  efireatfoi 
SERC  (BetahistineXydrochloride)  have  been  concerned  only  witji^'Small  portion 
of  the  clinical  spectrum  of  Meniere’s  syndrome.  Such  a istHJ^group  of  patients 
have  been  characterized  by  a high  frequency  of  vertiginous  episodes  ranging 
from  one  a^day  to  once  per  two  weeks.  An  inference  of  efficacy  with  respect 
to  the  larger  population  of  Meniere's  syndrome  which  is  characterized  by 
occasional  episodes  of  vertigo  cannot  be  made. 

No  inference  can  be  made  from  available  data  that  SERC  (Betahistine  Hydro- 
chloride) has  any  role  in  the  prophylaxis  and/or  treatment  of  tinnitus  and/og 
ecreased  auditory  acuity  found  m Meniere's  syndrome.  In  addition,  it  bas^not 
been  demonstrated  that  the  usp  of  SERC  (Betahistine  HydrochlorideUofluences 
'the  future  course  of  a given/patient  with  respect  to  the  subsepoént  need  for 
surgical  procedures  directed  at  ameliorating  incapacitating  veftigo. 

The  safety  and  efficacy /of  SERC  (Betahistine  Hydrochloride)  in  the  treatment 
of  vertigo  associated  with  cerebral  arteriosclerosis  aqa vertigo  associated  with 
other  disease  states  h/ve  not  been  established. 

CONTRAINDICATIONS 

In  several  patients' with  a history  of  peptic  ulder,  there  has  been  an  exacerba- 
tion of  symptoms /concomitant  with  the  use  oí  SERC  (Betahistine  Hydrochloride). 
Although  there  aire  no  confirmatory  data/with  respect  to  a drug  pause-and- 
effect  relation,  ft  is  recommended  that  the  drug  be  contraindicatejain  patients 
with  active  peptic  ulcer.  This  finding  would  be  in  keeping  witt/SERC’s  (Beta- 
histine Hydrochloride)  hypothesized  hi/tamine-like  activity,  fqr  histamine  is  a 
powerful  gastric  secretagogue. 

Patients  with  pheochromocytoma  shqiild  be  treated  with  cgre. 

WARNINGS: 

The  possibility  of  a drug-induced  tíracerbation  of  a pedtic  ulcer  (see  Contra- 
indications’ s action)  should  be  kep  in  mind  when  the/administration  of  SERC 
(Betahistine  hydrochloride)  is  being  considered  for  a patient  with  a prior  history 
of  peptic  ulcer.  Although  this  drug  las  not  been  demonstrated  to  exert  a hyper- 
sensitivity efiect,  the  possibility  if  an  idiosyncratic/ reaction  should/be  con- 
sidered and  as  with  all  new  drug:,  all  patients  should  be  followed  /carefully 
during  and  after  drug  administration.  Although  clirical  intolerance/ to  SERC 
(Betahistine  Hydrochloride)  by  patients  with  bronctial  asthma  has/ not  been 
demonstrated,  caution  should  be  ekercised  in  these  individuals  sinfce  clinical 
experience  is  inadequate  at  this  tin\e  to  establish  safety  of  use. 

USE  IN  PREGNANCY: 

\Safety  of  SERC  (Betahistine  Hydrochloride)  in  pregnancy  has  not  bben  estab- 
lished. Therefore,  its  use  in  pregnancy,  lactation,  or  in  the  child-baaring  age 
rdouires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  motherland  child.  Animaf  reproductive  studies  with  rpts  have 
not  Stjown  any  adverse\Hects. 

PRECAUTIONS: 

In  the  ab^nce  of  studies  determining  whethe't  there  is  an  interaction  between 
this  histamme-like  drug  and  antihistamine  agents  it  is  recommended  that  SERC 
(Betahistine  Hydrochloride)  not  &*  used  concurrently  with  antihistamine  agent 

ADVERSE  EFFECTS 
pasional  patients  1 


jve  experienced  ribusea  and  headache. 


DOSAG 

The  usua'Ndult  dosage  hasNbqen  one  tablet  (/N)ig.)  administertdorally  two 
four  times  ;Nay.  The  dosage  nas  ranged  from  two  tablets  per  day  to  eight 
tablets  per  day/Tfqmore  than  eigftKteblets  are  recobmiended  to  be  tbk^n  in 
any  one  day.  SERC  matahistine  Hydrochtotide)  has  not  biten^evaluated  in 
pMptric  age  group  anOhqrefore  is  not  tetaqunended  for  use^bychildren. 
As  witft-alldrugs  SERC  (BetahT§tme^HydrochlorideT^+Mui|d  be  kept  ouiof-feach 
of  children 

SOW  SUPPLIED: 

S'ctrredteblets  of  4 mg.  eaciTirtottles  of  100  tablets. 

CAUTION: 

Federal  law  prohibits'iT§pmiag_£ithout  prescription. 


(betahistine  hydrochlbi 


»44iH!edtreift§4^  of  vertiginous 
Episodes  associated  with  Metrier^s  Syndrome. 

INITIAL  DOSAGE  SUGGESTION:  The  most  commonly'>eflort- 
ed  starting  dose  of  Sere  is  two  tablets  three  times  a aG 


.ill 


ij  IIMC. 


TOWN,  NEW  JERSEY 


Sere  is  “One  of  only  seven  new  drug  chemical  entities  marketed  last  year”  (1966) 


tHJft  ADANTtM 

0»At  r 
SUSRfNVON 


Since  1952 
much  has  been 
learned  world-wide 
about  the  nature 
of  genitourinary 
infections 


including  the  fact 
that  FURADANTIN' 

(nitrofurantoin) 


CHUCS 


remains 

[he  treatment  or  choice 


when  urinary  infection  is  suspected, 


try ! iiradantin  first 

• specific  • safe  • superior 


Furadantin  is  supplied  as  Tablets,  50  mg.  and  100  mg.,  bottles  of 
25,  100,  500  and  1000;  and  as  Oral  Suspension,  bottles  of  60  cc. 

EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacal  Co.,  Norwich,  New  York,  U.S.A. 


•REGISTERED  TRADEI 


when 

unseasonable 

colds 

clog  noses 


prescribe 

A'Ád 

New 

AFRIN 


BRAND  OF 


oxymetazoline  hydrochloride 
nasal  spray  and  solution 

and  give  your  patient 
greater  duration  of  relief  than  any 
other  local  nasal  decongestants -virtually 
without  rebound  congestion 


Relief  for  congested  noses  that  bloom  in  the  spring  — 
from  “between-season”  colds  and  "in-season"  allergies 


COMPARE  AFRIN  with 

other  leading  topical  nasal  decongestants 

Ephedrine  | up  to  2 hours 

Phenylephrine  HCI  | up  to  4 hours 

Because  Afrin  has  a long  duration  of  action, 
administration  twice  daily,  in  the  morning 
and  at  bedtime,  is  generally  recommended  — 
in  contrast  to  the  six  to  eight  daily  doses  usu- 
ally required  with  other  decongestant  sprays 
and  drops.  Afrin  is  more  potent,  longer  act- 
ing and  better  tolerated  than  any  other  sym- 
pathomimetic  topical  nasal  decongestant. 

Naphazoline  HCI  up  to  6 hours 

Xylometazoline  HCI  up  to  6 hours 

Tetrahydrozoline  HCI  up  to  8 hours 

AFRIN  (oxymetazoline)  Hydrochloride  up  to  12  hours  of  relief  with  one  dose 

0123456789  10  11  12 

Expected  duration  of  relief  based  on  manufacturers'  recommended  dosage  intervals 


Clinical  considerations:  Side  Effects  — Afrin  is  therapeutically  effective  in  very  low  concentration 
(1:2000).  Side  effects,  if  any,  are  transitory  and  mild.  Local  stinging  and  slight  burning  can  occur 
with  any  topical  nasal  decongestant.  Effects  on  blood  pressure  or  the  central  nervous  system 
have  not  been  reported  with  oxymetazoline  hydrochloride  but  have  occurred  with  other  imidazo- 
line decongestants:  the  possibility  that  they  might  occur  with  this  preparation  should  be  con- 
sidered Precautions  — Should  be  used  only  in  adults  and  children  over  6 years  of  age.  It  should 
be  used  with  care  in  patients  with  hypertension  or  hyperthyroidism.  For  further  details,  consult 
Schering  literature  available  from  your  Schering  Representative  or  Medical  Services  Dept., 
Schering  Corporation,  Union,  N.  J.  07083. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones: 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 
cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Artículos  referentes  a resultados  de 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

d)  Artículos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar 
como  una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografías  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  numeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j)  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (artículo  de  revista). 

4.  Wintrobe,  M.  Ai.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 
following:  title  (not  to  exceed  8Ó7 characters 
and  spaces),  author’s  name  (s)  ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppiseh,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
506,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


ANUNCIOS 


RESIDENCY  IN  PHYSICAL  MEDICINE 
"The  position  of  Resident  in  Physical  Medicine 
and  Rehabilitation  is- available  at  the  San  Juan 
Veterans  Administration  Hospital.  The  residency 
program  is  affiliated  with  the  School  of  Medicine 
of  the  University  of  Puerto  Rico  and  with  various 
teaching  rehabilitation  centers  in  the  United  States 
of  America.  A physician  who  has  been  in  general 
practice  for  more  than  four  years  or  who  has 
completed  an  approved  one  year’s  residency  in  any 
other  medical  or  surgical  specialty  may  be  eligible 
to  receive  one  year’s  credit  towards  his  complete 
clinical  training,  which  is  three  years.  A career 
residency  training  program  is  available  to  those 
physicians  who  have  completed  their  obligated 
military  service  in  the  Armed  Forces  of  the  United 
States  of  America. 

For  further  information  contact  Herman  J.  Flax, 
M.D.»  Chief,  PM&R  Service,  Sap  Juan  Veterans 
Administration  Center,  520  Ponce  de  León  Avenue, 
San  Juan,  Puerto  Rico  (00901) , Telephone  782-2830, 

BUILDING  FOR  SALE  OR  RENT 
Comer  building  in  the  Bushwick  section  of 


Brooklyn,  N.  Y.;  formerly  occupied  by  a general 
practitioner.  Neighborhood  predominantly  inha- 
bited by  Puerto  Rican  people.  All  office  equip- 
ment included. 

Contact:  Joseph  H.  Padula,  1556  Broadway, 
Brooklyn,  N.  Y.  10021. 

MEDICAL  TECHNICIAN 
Trained  at  Frankford  Hospital  School  of  Med- 
ical Technology  in  Philadelphia,  Pennsylvania.  Con- 
tact Miss  Sheryl  Stiber,  11  Betances  St.,  Floral  Park, 
Hato  Rey,  765-4845. 

BANCO  DE  OJOS 

Recuerde  al  Banco  de  Ojos  de  Puerto  Rico  es- 
ta semana.  Sea  humanitario.  Done  sus  ojos.  Envié 
su  contribución. 

OFICINA  PARA  ALQUILAR  O VENDER 

Se  alquila  o se  vende,  en  Las  Américas  Profes- 
sional Center  oficina  de  716  pies  cuadrados.  In- 
formación: Teléfonos  765-8135,  residencia,  723- 
8452,  oficina. 
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DBI-TD  Does  Differ 
From  the  Sulfonylurea 


SULFONYLUREAS  stimulate  insulin 
release  by  the  pancreatic  beta  cells.  Endogenous 
insulin  is  often  present  in  excess  in  stable  adult 
diabetics  who  are  overweight.1'2  This  insulin  is 
apparently  inefficient  in  transporting  glucose 
into  skeletal  muscle,  although  it  retains  its  activity 
in  adipose  tissue.3'4  Insulin  is  not  only  a potent  lipogenic 
hormone,  it  is  also  antilipolytic  (suppresses  fat  mobilization 
from  tissues)  and  thus  can  contribute  to  weight  gain. 


DBI-TD,  on  the  other  hand,  acts  independently  of  the 
pancreas  to  promote  increased  glucose  utilization  in  skel- 
etal muscle.6'7  DBI-TD  increases  the  entry  of  glucose 
into  muscle  cells,  possibly  by  facilitating  the  action  of 
insulin  on  muscle;  it  does  not  increase  glucose  uptake 
by  the  fat  cells  or  prevent  them  from  releasing  fatty 
acids  and  glycerol.  Thus,  in  the  overweight  stable 
adult  diabetic  who  often  releases  excessive  endog- 
enous insulin  in  response  to  hyperglycemia, 

DBI-TD  supplements  the  insulin  action 
and  may  compensate  for  its  physiologic 
inefficiency  in  this  regard.4'6'7 


CONCLUSION: 


DBI-TD  acts  directly  to  enhance  muscle  glucose  utilization, 
whereas  sulfonylureas  appear  to  depend  upon  a supply  of 
insulin  releasable  from  the  patient’s  pancreas  for  their 
hypoglycemic  effect.  Unlike  injected  insulin  or  the  endogenous 
insulin  released  under  the  stimulus  of  the  sulfonylureas,  DBI 
does  not  promote  the  conversion  of  glucose  to  fat  or  prevent 
the  mobilization  of  fatty  acids  from  the  adipose 
tissue  depots  of  the  body. 


This  is  Why  DBI-TD 
should  be  your 
Drug  of  First  Choice 
for  Most  Stable 
Adult  Diabetics 

who  arc  overweight 
and  diet-unresponsive 

THEf^oS  ou 


DBI-TD 

(phenformin  HCI) 

timed-disintegration  capsules  50  mg. 


SOU  lift 


ALONE  among  oral  hypoglycemic  agents... 
provides  more  benefits  for  most  stable  adult  diabetics 


■ Lowers  blood  sugar 


■ Increases  muscle  glucose  utilization 


■ Reduces  insulin  oversecretion 


■ Promotes  gradual  weight  loss* 


* Although  anorexia  has  been  suggested  as  a possible  basis 
for  weight  loss,  controlled  studies  do  not  support  this.  In 
nondiabetic  subjects  who  are  overweight,  comparable  doses 
of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar. 


Dosage:  1 to  3 capsules  daily. 
Side  Effects:  Gastrointestinal, 
occurring  more  often  at 
higher  dosage  levels,  abate 
promptly  upon  dosage  reduc- 
tion or  temporary  withdrawal. 
Precautions:  Occasionally  an 
insulin-dependent  patient  will 
show  “starvation”  ketosis 
icetonuria  without  hyperglycemia)  which  must  be  differentiated 
am  “insulin  lack”  ketosis  which  is  accompanied  by  acidosis, 
id  treated  accordingly.  Lactic  acidosis  has  been  reported  in 
indiabetics  and  diabetics  treated  with  insulin,  with  diet,  and 
‘th  DBI.  Question  has  arisen  regarding  possible  contribution 
DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and 
otemia  and  also  those  with  severe  hypotension  secondary  to 
yocardial  or  bow'd  infarction.  Periodic  B.U.N.  determination 
ould  be  made  when  DBI  is  administered  in  the  presence  of 
ronic  renal  disease.  DBI  should  not  be  used  when  there  is 
inificant  azotemia.  Any  cardiovascular  lesion  that  could  result 
severe  or  sustained  hypotension,  which  may  itself  lead  to 


development  of  lactic  acidosis,  should  be  considered  cause  for 
immediate  discontinuation  of  DBI  at  least  until  normal  blood 
pressure  has  been  restored  and  is  maintained  without  vaso- 
pressors. Should  lactic  acidosis  occur  from  any  cause,  vigorous 
attempts  should  be  made  to  correct  circulatory  collapse,  tissue 
hypoxia,  and  pH.  Contraindications:  Severe  hepatic  disease, 
renal  disease  with  uremia,  cardiovascular  collapse.  Not  recom- 
mended without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved, 
use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided. 
Also  available:  DBI  tablets  25  mg.  Consult  product  brochure. 
References:  1.  Yalow,  R.S.  and  Berson,  S.A.:  Diabetes  9:254, 
1960.  2.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963.  3.  Gun- 
dersen,  K.  and  Antoniades,  H.:  Proc.  Soc.  Exp.  Biol.  Med. 
104:411,  1960.  4.  Williams,  R.H.:  Textbook  of  Endocrinology, 
Ed.  3,  Philadelphia,  Saunders,  1962.  5.  Gordon,  E.S.:  Advances 
Internal  Med.  12:66,  1964.  6.  Butterfield,  W.J.H.  and  Whichelow, 
M.J.:  Diabetes  11:281,  1962.  7.  Searle,  G.L.  and  Cavalieri,  R.R.: 
Presented  at  26th  Ann.  Meet.  Amer.  Diabetes  Ass.,  Chicago, 
June  25-26,  1966. 


U.  S.  Vitamin  and  Pharmaceutical  Corporation,  New  York,  New  York  10017 


¡PIENSE  EN  EL  DIA  MENOS  PENSADO! 

¿QUIEN  LE  ASEGURA  QUE  UN  ACCIDENTE  O ENFERMEDAD  NO  LE  OCASIONARA  UN  DESCALABRO  ECONOMICO? 

LA  SSS  LE  ASEGURA  PROTECCION  A SU  SALUD  ..¡Y  A SU  PRESUPUESTO! 


La  SSS  —Seguros  de  Servicios  de  Salud—  es  la  más  completa  protección  médica 
para  personas  y familias  de  todos  los  niveles  económicos.  Usted  sólo  paga  una 
módica  prima  ajustada  a sus  ingresos.  Pero,  en  caso  necesario,  recibe  al  momento 
todos  los  servicios  indispensables  con  el  médico,  hospital  o laboratorio  de  su 
selección.  La  SSS  pone  a su  disposición  to- 
das las  ventajas  de  la  medicina  privada,  a tra- 
vés de  1056  médicos  participantes,  34  hospi- 
tales y 65  laboratorios.  Algunos  de  nuestros 
planes  incluyen  hasta  servicios  dentales,  con 
269  dentistas  asociados.  Para  más  detalles, 

• llene  el  cupón  que  publicamos  aquí  y envíelo 
a la  dirección  que  aparece  en  el  mismo.  Tam- 
bién puede  visitar  nuestras  oficinas  o lla- 
mar a los  teléfonos  765-3232  en  San  Juan, 

842-7367  en  Ponce. 


SSS,  Apartado  3628 
G.  P.  0. 

San  Juan,  P.R.  00936 
Señores: 

Favor  de  enviarme  detalles  adicionales  sobre  los  planes  SSS  y 
sus  beneficios  para  mí. 

NOMBRE  

DIRECCION  


(Calle  y número,  o apartado) 
CIUDAD  O PUEBLO  ZIP  CODE  


LA  SSS  LE  DA  TRIPLE  SEGURIDAD  — Salud  protegida  a diario.  Servicios  de  primera.  Salvaguardia  económica. 
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For  the  “problem”  cough... 


new  Lr(jS^cir~~2 

twice  the  cough-stopping  power 


New  Tussar-2  is  a potent,  adult  cough 
remedy. . .with  two  antitussives  to  provide 
fast,  prolonged  cough-stopping  action.  One 
antitussive  is  codeine  phosphate.  The  other 
...non-narcotic  carbetapentane,  with 
150%  more  antitussive  activity  than  co- 
deine and  none  of  codeine’s  side  effects. 
Now ...  no  longer  any  need  to  fortify  your 
present  cough  remedy  with  additional  nar- 
cotics. Tussar-2  has  all  the  antitussive 
strength  you’ll  need.  New  Tussar-2  acts  in 
5 to  10  minutes . . . relief  lasts  up  to  4 hours. 


INDICATIONS:  For  relief  of  severe  coughs  due  to  respiratory 
conditions  such  as  common  cold,  bronchitis,  and  influenza. 
DOSAGE:  One  teaspoonful  3 to  4 times  a day  as  needed  for 
cough,  but  no  more  than  8 teaspoonfuls  in  any  24  hour  period. 

EACH  30  ml  (ONE  FLUID  OUNCE)  CONTAINS 

Codeine  Phosphate  U.S.P.  (May  be  habit  forming)  60  mg. 


Carbetapentane  Citrate  N.F.  45  mg. 

Chlorpheniramine  Maleate  12  mg. 

Phenylpropanolamine  Hydrochloride  60  mg. 

Glyceryl  Guaiacolate  300  mg. 

Sodium  Citrate  U.S.P.  780  mg. 

Citric  Acid  U.S.P.  120  mg. 

Chloroform  U.S.P.  90  mg. 

Methylparaben  U.S.P.  0.1% 


CAUTION:  Use  with  care  for  persons  with  high  fever,  persist- 
ent cough,  high  blood  pressure,  heart  disease,  diabetes  or 
thyroid  disease.  If  drowsiness  occurs,  patient  should  not 
drive  a car  and  should  take  medication  only  at  home.  Not  to 
be  administered  to  infants  or  children  unless  directed  by  a 
physician. 


ARMOUR  PHARMACEUTICAL  COMPANY,  Chicago,  Illinois  60690,  U.S.A. 


Now  Available 
New 

BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
800 mg  FILM  COATED  TABLETS 


It’s  made  for  b.i.d. 


More  and  more  physicians  are  taking  the  option 
of  b.i.d.  dosage  with  DECLOMYCIN...so  stock 
this  new  dosage  form  they’ve  been  asking 
for.  Remember. . .when  doctors  write  for  new 
DECLOMYCIN  300  mg  tablets  it  means... 

One  mid-morning  One  mid-evening 

the  total  daily  dosage  requirement  and  schedule  for  adults 

Effective  in  a wide  range  of  everyday  infections  vaginitis,  dermatitis,  overgrowth  of  nonsuscepti-  exposure  and  at  low  dosage),  patient  should  be 
—respiratory,  urinary  tract  and  others— in  the  ble  organisms,  tooth  discoloration  (if  given  dur-  warned  to  avoid  direct  exposure.  Stop  drug  im- 
young  and  aged-the  acutely  or  chronically  ill  mg  tooth  formation)  and  increased  intracranial  mediately  at  the  first  sign  of  adverse  reaction 
-when  the  offending  organisms  are  tetracy-  pressure  (m  young  infants).  Also,  very  rarely,  It  should  not  be  taken  with  high  calcium  drugs 
cline-sensitive.  anaphylactoid  reaction.  Reduce  dosage  in  im-  or  food;  and  should  not  be  taken  less  than  one 

Side  effects  typical  of  tetracyclines  include  paired  renal  function  Because  of  reactions  to  hour  before,  or  two  hours  after  meals, 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  artificial  or  natural  sunlight  (even  from  short  Tablets:300mgof demethylchlortetracycline HCI. 
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Consideraciones  Clínicas:  Indicaciones  — TINACTIN  Solución  o Crema  proporcionan  un  excelente  tratamiento  tópico  de  la  tinea  pedis,  tinea  cruris, 
tinea  corporis  y tinea  manuum  debidas  a infecciones  por  Trichophyton  rubrum,  Trichophyton  mentagrophytes.  Trichophyton  tonsurans,  Microsporum 
cams,  Microsporum  audouini,  Epidermophyton  floccosum,  y de  la  tinea  versicolor  producida  por  Malassezia  furfur.  Contraindicaciones  — Ninguna 
conocida.  Precauciones  — Si  al  cabo  de  4 semanas  de  tratamiento  con  TINACTIN  Solución  o Crema  no  se  nota  mejoría  de  las  lesiones,  debe  revi- 
sarse el  diagnóstico.  En  infecciones  mixtas  en  las  que  están  presentes  bacterias  u hongos  no  sensibles,  tales  como  Candida  albicans,  se  recomienda 
suplementar  el  tratamiento  con  antiinfecciosos  tópicos  o generales.  En  infecciones  mixtas  de  levaduras  y hongos  sensibles,  frecuentemente  las 
levaduras  desaparecen  al  curarse  la  infección  micótica.  El  tratamiento  con  TINACTIN  Solución  o Crema  debe  suspenderse  si  la  afección  cutánea 
empeora.  Reacciones  Adversas  — TINACTIN  Solución  o Crema  no  son  sensibilizantes  y generalmente  no  producen  ardor  ni  irritación  en  la  piel 
intacta  o dañada,  tanto  en  áreas  descubiertas  como  intertriginosas.  Se  han  informado  algunos  casos  de  leve  irritación  atribuible  a los  componentes 
de  esta  preparación,  aunque  no  se  han  llegado  a confirmar.  Pese  a que  toda  nueva  substancia  que  se  aplica  tópicamente  es  en  potencia  sensi- 
bilizante, no  se  ha  observado  caso  alguno  de  sensibilización,  evidenciada  por  una  dermatitis  eccematosa  alérgica,  producida  por  tolnaftato.  Se  ha 
confirmado  un  caso  de  sensibilización  producida  por  el  butilato  de  hidroxitolueno.  Disponible  como  TINACTIN  Solución  al  1%,  en  frasco  plástico 
de  10  cm3;  TINACTIN  Crema  al  1%,  en  tubo  de  15  gramos.  Para  información  detallada  sobre  TINACTIN  Solución  y Crema,  consulte  el  prospecto  o 
la  literatura  suministrada  por  nuestros  representantes,  o solicítela  al  Departamento  de  Servicios  Médicos,  Schering  Corporation,  Bloomfield,  N.  J. 
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La  LECHE  EVAPORADA  CARNATION  ha  sido  usada  por  gene- 
raciones en  Puerto  Rico  por  su  probada  reputación,  calidad 
y frescura.  La  LECHE  EVAPORADA  CARNATION  significa  bebés 
fuertes  y saludables. 


ACUTE 

MYOCARDIAL  INFARCTION 

Clinical  Review  of  559  Cases 
in  Southern  Puerto  Rico 

Héctor  F.  Rodríguez,  MD,  FACP 
Evelyn  Cintrón,  MD 
Miguel  Pérez  Arzola,  MD,  FACP 
Kenneth  Master,  MD 


The  death  rate  in  continental  United 
States  is  appreciably  higher  than  that  of 
Puerto  Rico;  in  1964,  it  was  941.3  per  100, 
000  population  versus  718.2  in  the  island. 
When  the  leading  causes  of  death  are  analyz- 
ed (Table  I)  a significantly  lower  incidence 
of  fatal  heart  disease  and  malignant  neo- 
plasms is  found  in  Puerto  Rico.  A previous 
communication  ( 1 ) has  emphasized  the  high- 
er age-specific  mortality  rate  from  coronary 
heart  disease  in  the  United  States  as  compar- 
ed to  Puerto  Rico.  Prospective  epidemiologic 
studies  have  been  undertaken  to  investigate 
this  apparent  difference  in  mortality  rate. 

The  objectives  of  this  communication  are 
twofold : to  analyze  the  possible  changes  in 
the  incidence  of  acute  myocardial  infarction 
during  a ten  year  period  in  Southern  Puerto 
Rico  and  to  compare  the  difference  in  the 
mortality  rate  between  service  and  private 
patients  that  sustained  an  acute  coronary 
thrombosis. 

Material  and  Methods 

The  city  of  Ponce  has  three  private  hospitals 
with  a total  bed  capacity  of  400  patients  and  a 434 
bed  charity  district  hospital  serving  twenty  towns 
of  Southern  Puerto  Rico  on  a referral  basis. 

All  clinical  records  of  patients  with  acute  myo- 
cardial infarction  admitted  to  the  four  hospitals 

From  the  Department  of  Medicine  of  the  Ponce 
District  Hospital. 


during  a ten  year  period  (January  1956  to  De- 
cember 1965)  were  reviewed.  In  each  case  the 
diagnosis  was  confirmed  objectively  by  t He  patient’s 
history  and  clinical  picture,  electrocardiographic 
tracings,  laboratory  studies  such  as  white  blood  cell 
count,  sedimentation  rate,  serum  glutamic  oxalo- 
acetic transaminase  determination,  or  by  autopsy. 
Only  those  records  which  indicated  unequivocal 
evidence  of  acute  myocardial  infarction  were  select- 
ed for  this  study. 

Both  groups,  the  service  and  private  patients, 
were  studied  separately,  special  consideration  being 
given  to  such  factors  as  year  of  admission,  age 
and  sex,  town  of  origin,  contributing  factors,  as- 
sociated diseases,  time  between  onset  of  the  infarc- 
tion and  hospital  admission,  variations  in  treat- 
ment, complications,  and  mortality.  The  material 
consisted  of  559  cases,  311  of  these  being  service 
patients  (55.6%)  and  248  (44.4%)  private  ones. 

Results  and  Discussion 

Figure  1 presents  the  559  admissions  for 
acute  myocardial  infarction  by  year  and  by 
the  type  of  patient.  As  shown  in  the  chart, 
a definite  increase  in  the  number  of  cases 
occurred  in  both  groups  in  the  last  five  years. 
Thus  182  cases  were  diagnosed  in  the  first 
five  years  and  377,  twice  as  many,  in  the  last 
five. 

Age  and  Sex: 

The  ages  of  the  patients  varied  from  23 
to  108  years,  the  average  age  being  64.7 
years  for  the  service  patients  and  62.5  for  the 
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TABLE  I:  LEADING  CAUSES  OF  DEATH,  UNITED  STATES 
AND  PUERTO  RICO,  1964 


United  States 

Puerto  Rico 

Causes 

Rate* 

% 

Causes 

Rate* 

% 

Diseases  of  the  Heart 

367.0 

30.0 

Diseases  of  the  Heart 

130.5 

18.1 

Malignant  Neoplasms 

151.6 

16.1 

Malignant  Neoplasms 

83.5 

11.6 

Vascular  Lesions  of  the  C.  N.  S. 

104.0 

1 1.1 

Diarrhea  and  Enteritis 

52.8 

7.3 

Accidents 

54.1 

r>.7 

Vascular  Lesions  of  the  C.  N.  S. 

52.5 

7.3 

Influenza  and  Pneumonia 

31.2 

3.3 

Accidents 

37.6 

5.2 

Diseases  of  Early  Infancy 

31.1 

3.3 

Diseases  of  Early  Infancy 

36.4 

5.0 

Generalized  Arteriosclerosis 

10.4 

2.1 

Influenza  and  Pneumonia 

33.0 

4.7 

Diabetes  Mellitus 

16.8 

1.8 

Tuberculosis 

19.6 

2.7 

Other  Diseases  of  the  Circ.  Syst. 

13.6 

1.4 

Inmaturity 

18.4 

2.6 

Cirrhosis  of  the  Liver 

12.3 

1.3 

Generalized  Arteriosclerosis 

18.1 

2.5 

Diabetes  Mellitus 

15.7 

2.2 

Cirrhosis  of  the  Liver 

15.2 

2.1 

All  Causes 

041.3 

All  Causes 

718.2 

• Rate  = deaths  per  100,000  population 


CASES  MYOCARDIAL  INFARCTION 

TYPE  OF  PATIENT  AND  YEAR 


‘56  '57  '58  59  '60  61  «2  63  '$4  65 


private  ones.  Table  II  lists  the  age  distribu- 
tion of  all  cases  by  decades.  An  interesting 
finding  in  this  series  was  the  fact  that  even 
though  the  average  age  for  female  private 
patients  was,  as  expected,  higher  than  that  of 
males  (67.7  against  60.2.)  no  such  difference 
was  found  in  service  patients  (64.6  years  of 
age  for  females  and  64.7  years  for  males). 

As  in  other  series,  a predominance  of  the 
male  sex  was  noted  in  both  groups  of  patients, 
males  constituting  67.2%  of  all  cases. 


Mortality: 

The  overall  mortality  rate  (Table  III) 
for  the  entire  series  was  one  of  25.6%,  with 
143  deaths  in  the  559  cases,  or  a corrected 
one  of  16.8%  (84  deaths  in  500  cases)  if  the 
59  patients  who  died  within  the  first  24  hours 
are  excluded.  When  the  two  groups  are  com- 
pared it  is  evident  that  the  fatality  rate  was 
significantly  higher  in  the  service  patients,  a 
difference  that  was  found  to  be  statistically 
significant.  A higher  death  rate  was  observed 
in  the  females  of  both  groups,  the  overall 
fatality  rate  for  males  being  21.1%  and  that 
of  females  one  of  34.8%.  This  higher  mor- 
tality in  women  has  been  reported  by  others 
(2,  3,  4),  who  have  attributed  it  to  the  older 
age  of  the  average  female  with  acute  myo- 
cardial infarction.  This  can  not  be  accepted 
by  us  as  the  sole  explanation  in  view  of  the 
fact  that  we  found  no  significant  difference 
in  age  between  the  two  sexes  among  the 
service  patients. 

Figure  2 indicates  the  fatality  rate  by  age 
showing  that  it  was  higher  in  the  older  pa- 
tients. There  was  only  one  death  in  the  64 
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TABLE  II:  DISTRIBUTION  ACCORDING  TO  AGE  AND  SEX, 
SERVICE  AND  PRIVATE  PATIENTS 


Age  in  Years 

Male 

Service  Patients 

Female 

Totals 

Male 

Private  Patients 

Female 

Totals 

under  30 

0 

0 

0 

2 

0 

2 

30-39 

3 

4 

7 

7 

1 

8 

40-49 

11 

6 

17 

26 

4 

30 

50-59 

45 

19 

64 

45 

11 

56 

60-69 

71 

44 

115 

49 

30 

79 

70-79 

54 

20 

74 

31 

18 

49 

80-89 

19 

7 

26 

8 

14 

22 

Over  90 

3 

5 

8 

1 

1 

2 

Totals: 

206 

105 

311 

169 

79 

248 

Average  age:  Service  Patients 

Males:  64.7  years 
Females:  64.6  years 
F.ntire  group:  64.7  years 


Private  Patients 

Males:  60.2  years 
Females:  67.7  years. 
Entire  group:  62.5  years 


patients  under  50  years  of  age.  This  is  also 
a finding  which  coincides  with  other  reports 
and  is  attributed,  not  to  age  itself,  but  to  a 
greater  tendency  of  older  people  to  have 
more  complications  and  more  serious  attacks. 

Figure  3 depicts  the  time  of  occurrence 
of  death  after  admission.  Forty  per  cent  of  all 
deaths  occurred  within  24  hours  after  ad- 
mission and  an  additional  40%  in  the  next 
six  days.  Thus,  only  27  patients,  20%  of  all 
deaths,  died  after  the  first  week;  22  of  these 
were  charity  patients. 

The  therapeutic  regimen  was  the  same  in 
the  private  patients  as  in  the  service  patients. 
It  consisted  of  02  administration,  adequate 
analgesia,  prompt  treatment  of  hypotension, 
congestive  heart  failure  and  arrhythmias,  rest, 
adequate  general  care,  and  anticoagulant  the- 
rapy unless  contraindicated.  Yet,  the  mortal- 
ity rate  was  higher  among  the  service  pa- 
tients. In  an  attempt  to  determine  the  rea- 
sons for  this  difference,  several  factors  were 
analysed. 

Geographic  Distribution  of  Cases: 

The  analysis  of  the  geographic  distribution 


of  patients  did  show  differences  in  the  groups 
under  comparison,  as  76%  of  the  private 
patients  were  residents  of  Ponce  as  compared 

CASE  FATALITY  RATE  BY  AGE 
and  TYPE  of  PATIENT.  Ponce, 
Puerto  Rico.  1956-65. 


AGE 
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TABLE  III:  FATALITY  RATE  BY  TYPE  OF  PATIENT  AND  SEX 


Service  Patients 

Private 

Patients 

Total 

Sex 

Cases  Deaths  Rate 

Cases 

Deaths 

Rate 

Cases 

Deaths 

Rate 

Males 

206 

52  25.2 

169 

27 

15.9 

375 

79 

21.1 

Females 

105 

43  40.9 

79 

21 

26.6 

184 

64 

34.8 

Total 

311 

95  30.5 

248 

48 

19,3 

559 

143 

25.6 

to  only 

38%  of 

the  charity  patients. 

Thus, 

death  rate 

for  the 

group  who 

lived  in 

other 

62%  of 

service  cases  with  acute  myocardial 

towns. 

infarction  were  brought  to  the  Ponce  District 
Hospital  from  the  surrounding  towns  of  the 
southern  region,  presumably  being  exposed 
to  the  added  risk  of  traveling.  However,  it 
was  found,  to  our  surprise,  that  this  was  not 
a factor  in  raising  the  mortality.  In  the  service 
patients  the  mortality  of  the  residents  of 
Ponce  was  38%,  higher  than  the  overall 
death  rate  for  the  group  and  in  the  private 
patients  a 19%  fatality  rate  was  found  in 
patients  residing  in  Ponce,  the  same  as  the 
TIME  OF  OCCURRENCE  OF  DEATH 
AFTER  ADMISSION.  SERVICE 
AND  PRIVATE  PATIENTS.  PONCE, 
PUERTO  RlCO.  1956-65. 


Delay  in  Admission: 

When  the  possibility  of  delay  in  the  ad- 
mission of  patients  after  the  onset  of  the 
infarction  was  studied,  a significant  difference 
was  encountered.  Of  251  service  patients  in 
whom  the  time  of  onset  of  the  infarction  was 
specified,  97  or  38.7%  were  admitted  within 
8 hours  of  the  onset  of  pain;  in  the  private 
patients,  a higher  percentage  were  admitted 
early,  as  1 13  of  205,  or  55.1%  were  hospital- 
ized within  8 hours.  Only  19  or  9.3%  of  the 
private  cases  were  admitted  four  days  or 
more  after  the  infarction  occurred,  while  this 
delay  was  present  in  51  or  20.3%  of  the 
charity  patients.  This  factor  was  considered 
as  an  unfavorable  influence  in  the  eventual 
outcome  of  the  infarction. 


50- 


PRIVATE 
gg  SERVICE 


W.thin  24  24-48  2-7  Over  I 

Hours  Hours  Days  Week 


Type  of  Infarction: 

Analysis  of  the  location  of  the  infarcts  of 
both  groups  (Table  IV)  revealed  a higher 
incidence  of  combined  anterior  and  posterior 
lesions  in  the  service  patients,  21  of  them 
having  combined  lesions,  against  only  two  of 
the  private  cases.  These  lesions  are  usually 
associated  with  a high  mortality  and  this  was 
true  also  in  this  series  since  12  of  the  21 
service  patients  and  the  two  private  patients 
succumbed. 

Complicating  Factors: 

Evaluation  of  complicating  factors  such 
as  diabetes  mellitus,  angina,  hypertension,  the 
presence  of  previous  infarction,  heartfailure, 
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shock  and  arrhythmias  (dables  V,  VI  and 
VII)  was  also  carried  out.  Diabetes  mellitus 
increased  the  risk  of  a fatal  outcome  but  it 
mostly  affected  the  male  sex;  that  is,  its  pre- 
sence in  female  patients  did  not  increase  the 
mortality.  Angina  pectoris  did  not  have  signi- 
ficant prognostic  influence  on  the  death  rate. 
A previous  infarction  did  affect  the  progno- 
sis, although  not  as  much  as  one  would  ex- 
pect. The  presence  of  hypertension  as  an  as- 
sociated factor  (Table  VI)  did  not  increase 


the  mortality  in  either  group.  Heart  failure 
and  shock,  however,  indicated  a very  poor 
prognosis,  specially  shock,  which  led  to  a fatal 
outcome  in  two  thirds  of  the  cases.  Compari- 
son of  the  two  groups  showed  that  more  serv- 
ice cases  developed  congestive  heart  failure 
but  shock  was  a more  frequent  manifestation 
in  the  private  patients,  although  the  number 
of  cases  affected  by  shock  were  much  less. 

Tables  VII  and  VIII  summarize  the  dif- 
ferent types  of  arrhythmias  and  conduction 


TABLE  IV:  TYPES  OF  MYOCARDIAL  INFARCTION 


Service 

Patients 

Private 

Pts. 

Totals 

Location 

No. 

% 

No. 

% 

No. 

% 

Anterior 

91 

29.3 

63 

25.4 

154 

27.5 

Diaphragmatic 

85 

27.3 

74 

29.8 

159 

28.4 

Anteroseptal 

50 

16.1 

67 

27.0 

117 

20.9 

Posterolateral 

22 

7.1 

13 

5.2 

35 

6.3 

Anterolateral 

23 

7.4 

17 

6.9 

40 

7.2 

Combined 

21 

6.8 

2 

0.8 

23 

4.1 

Strictly  posterior 

6 

1.9 

1 

0.4 

7 

1.3 

Subendocardial 

7 

2.3 

8 

3.2 

15 

2.7 

Undetermined 

6 

1.9 

3 

1.2 

9 

1.6 

Total 

301 

100 

248 

99.9 

559 

100.0 

TABLE  V;  COMPLICATING  FACTORS 


Factors 

Service 

Cases 

Deaths 

Private 

Cases 

Deaths 

Total 

Cases 

Deaths 

No. 

% 

No. 

% 

Rate 

No. 

% 

No. 

% 

Rate 

No. 

% 

No. 

% 

‘Rate 

Diabetes 

66 

21.2 

23 

24.2 

34.1 

54 

21.8 

14 

29.2 

26.0 

120 

21.5 

37 

25.9 

30.8 

Female 

35 

33.3 

10 

— 

28.6 

26 

34.2 

6 

— 

23.1 

61 

33.2 

16 

— 

26.2 

Male 

31 

15.0 

13 

— 

41.9 

28 

16.6 

8 

- 

20.7 

59 

15.7 

21 

- 

35.6 

Angina 

70 

22.3 

16 

16.8 

22.9 

77 

31.0 

10 

20.8 

13.0 

147 

26.3 

26 

18.2 

17.7 

Females 

23 

21.9 

9 

— 

39.1 

18 

23.1 

3 

— 

16.7 

41 

22.3 

12 

— 

28.8 

Male:» 

47 

22.8 

7 

- 

14.9 

59 

34.9 

7 

— 

11.5 

106 

28.3 

14 

- 

13.2 

Previous 

Infarction 

20 

6.8 

8 

8.4 

38.1 

12 

4.8 

3 

6.2 

25.0 

32 

5.9 

11 

7.7 

34.3 

TABLE  VI: 

COMPLICATING  FACTORS 

Service 

Private 

Total 

Cases 

Deaths 

Cases 

Deaths 

Cases 

Deaths 

Factors 

No. 

% 

No. 

% 

Rate 

No. 

% 

No. 

% 

Rate 

No. 

% 

No. 

% 

Rate 

Hypertension 

102 

32.8 

31 

32.6 

30.4 

93 

37.5 

15 

31.2 

16.1 

195 

34.9 

46 

32.2 

23.6 

Heart  Failure 

125 

40.2 

57 

60.0 

45.6 

60 

24.2 

20 

41.7 

33.3 

185 

33.1 

77 

53.8 

41.6 

Shock 

36 

11.6 

28 

29.5 

77.7 

48 

19.4 

30 

62.5 

62.5 

84 

15.0 

58 

40.6 

69.0 

466 
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TABLE  VII:  ARRHYTHMIAS  AND  CONDUCTION  DEFECTS 


Type  of 


Service  Pts. 


Cases 


Private  Pts. 
Cases 


Total 


Cases 


Abnormality 

No. 

% 

No. 

% 

No. 

% 

VPC 

54 

17.4 

46 

18.5 

100 

17.9 

RBBB 

23 

7.4 

18 

7.3 

41 

7.3 

APC 

13 

4.2 

14 

5.6 

27 

4.8 

AV  Block 

35 

11.3 

15 

6.0 

50 

8.9 

1st  degree 

23 

8 

31 

2d  degree 

5 

6 

11 

3d  degree 

6 

1 

7 

LBBB 

21 

6.8 

4 

1.6 

25 

4.5 

I.  V.  Block 

8 

2.6 

2 

0.8 

10 

1.8 

Vent,  tachycardia 

8 

2.6 

6 

2.4 

14 

2.5 

Nodal  rhythm 

7 

2.3 

3 

1.2 

10 

1.8 

Atrial  fibrillation 

19 

6.1 

14 

5.6 

33 

5.9 

Other 

16 

5.2 

3 

1.2 

19 

3.4 

Total 

129 

41.5 

93 

37.9 

222 

39.7 

TABLE  VIII:  DEATHS  IN  PATIENTS 

rity  cases,  were  complicated  by  these  diseases. 

WITH  ARRHYTHMIAS 

These  included  peripheral  vascular  disorders, 

Number 

Per  Cent 

Rate 

four  of  them  recjuiring  amputations;  severe 

Service  Patients  35 

36.8 

27.2 

pulmonary  iibrosis  and  emphysema;  bleeding 

Private  Patients  24 

50.0 

25.8 

peptic  ulcer;  cerebrovascular  accidents;  ma- 

Total  59 

41.3 

26.6 

lignancy  ir 

i four  patients;  chronic  renal  di- 

abnormalities  encountered  in  both  series.  For- 
ty per  cent  of  the  entire  group  had  distur- 
bances in  rhythm  or  conduction.  Even  though 
the  frequency  of  arrhythmias  was  similar  in 
both  groups,  it  is  apparent  from  the  table 
that  the  more  serious  ones,  such  as  complete 
atrio-ventricular  block,  nodal  rhythm,  and  in- 
traventricular conduction  defects  occurred 
more  frequently  in  the  charity  cases. 

Associated  Debilitating  Diseases: 

It  was  felt  that  another  factor  which 
might  play  a role  in  affecting  the  mortality- 
in  these  groups  was  the  presence  of  other 
serious,  debilitating  diseases.  A significant 
difference  was  encountered  when  this  was 
analyzed.  While  28,  or  11.3%  of  the  private 
patients,  had  other  systemic  disorders,  90,  or 
29%,  a much  higher  percentage,  of  the  cha- 


sease  affecting  six  patients;  thromboembolic 
episodes  in  nine  charity  patients  (none  in  the 
private  patients)  ; and  tuberculosis  in  four 
service  cases. 

Summary 

A review  of  559  cases  of  acute  myocardial 
infarction  seen  in  a ten  year  period  in  four 
hospitals  in  Southern  Puerto  Rico  has  been 
the  subject  of  this  report.  The  series  includ- 
ed 311  service  and  248  private  patients.  An 
analysis  of  the  incidence  by  years  revealed  a 
definite  increase  in  the  number  of  cases  treat- 
ed for  acute  myocardial  infarction  in  this  area 
in  the  last  five  years. 

A comparative  review  of  the  service  and 
private  patients  showed  a significantly  higher 
death  rate  among  the  former.  This  agrees 
with  previous  reports  by  Griffith  and  Malach 
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and  Rosenberg  (5,  6),  who  reported  fatality 
rates  of  52%  and  47%  respectively  in  their 
studies  of  charity  patients  with  acute  myo- 
cardial infarction. 

Analysis  of  the  groups  revealed  that  there 
was  a greater  delay  in  the  admission  of  serv- 
ice patients,  that  they  suffered  more  often 
combined  anterior  and  posterior  injuries,  had 
more  serious  arrythmias  and  conduction  ab- 
normalities, developed  heart  failure  more  fre- 
quently, and  had  a greater  incidence  of  as- 
sociated debilitating  diseases.  Another  un- 
deniably important  reason  for  better  survival 
of  private  patients  was  the  fact  that  an  ap- 
preciable number  of  them  had  special  nur- 
sing service  in  the  first  week  after  the  onset 
of  the  myocardial  infarction. 

Resumen 

Se  presenta  un  estudio  de  559  casos  de 
infarto  agudo  del  miocardio  tratados  durante 
un  período  de  diez  años  en  cuatro  hospitales 
de  Ponce.  La  serie  incluye  311  pacientes  in- 
solventes y 248  pacientes  privados.  El  análisis 
de  la  incidencia  por  años  reveló  un  aumento 
definitivo  en  el  número  de  casos  tratados  por 
infarto  agudo  del  miocardio  en  esta  area  en 
los  últimos  cinco  años. 

Un  estudio  comparativo  de  los  casos  in- 
solventes y los  privados  reveló  una  mortalidad 
mayor  entre  los  casos  insolventes.  Este  ha- 
llazgo está  de  acuerdo  con  informes  de  Grif- 
fith y Malach  y Rosenberg  quienes  reporta- 


ron mortalidad  de  52%  y 47%  respectiva- 
mente en  sus  estudios  de  enfermos  insolventes 
con  infarto  agudo  del  miocardio. 

Análisis  de  diversos  factores  demostró: 
una  mayor  dilación  en  el  ingreso  de  los  pa- 
cientes insolventes;  una  frecuencia  más  alta 
de  lesiones  combinadas,  arritmias  severas,  fa- 
llo cardiaco,  y enfermedades  debilitantes  aso- 
ciadas. Otro  factor  de  innegable  importancia 
en  la  supervivencia  mayor  de  los  pacientes 
privados  fue  el  hecho  de  que  un  número 
apreciable  de  ellos  tuvieron  enfermeras  espe- 
ciales (particulares)  durante  la  primera  se- 
mana de  enfermedad. 

References 

1.  Garcia-Palmieri,  M.  R.,  Feliberti,  Ai.,  Costas,  R., 
Benson,  H.,  Blanton,  J.  H.,  and  Aixalá,  R.: 
Coronary  heart  disease  mortality.  A Death  Cer- 
tificate Study.  J.  Chron.  Dis.  15:1,  1965. 

2.  Tillman,  C .:  Acute  myocardial  infarction.  Arch. 
Int.  Med.  111:159,  1963. 

3.  Wahlberg,  F .:  A study  of  acute  myocardial  in- 
farction at  the  Seraphimer  Hospital  during  1950- 
1959.  Am.  Heart  J.  65:749,  1963. 

4.  Flughes,  W,  L.,  Kalbfleisch,  J.  M.,  Brandt,  E.  N. 
and  Costiloe,  ].  P .:  Myocardial  infarction  prog- 
nosis by  discriminant  analysis.  Arch.  Int.  Med. 
111:338,  1963. 

5.  Griffith,  G.  C.,  Leak,  D.,  Balakishna,  H.\  Con- 
servative anticoagulant  therapy  of  acute  myo- 
cardial infarction.  Ann.  Int.  Med.  57:254,  1962. 

6.  Malach,  M,  and  Rosenberg,  B.  A,:  Acute  myo- 
cardial infarction  in  a city  hospital.  Am.  J. 
Cardiol.  1:682,  1958. 


ASCARIS 

AND  UNCINARIA  IN  PREGNANCY 


J.  R.  Cintrón  Villaronga,  BSc,  MD 


Intestinal  parasitosis  is  a common  problem 
in  Puerto  Rico,  particularly  in  socioecono- 
mically depressed  regions.  Pregnant  women 
are  no  exception  to  this  general  rule; 
they  are  probably  affected  to  the  same  extent 
and  degree  as  are  their  non-pregnant  sisters, 
husbands  and  children.  Until  recently  there 
had  been  no  attempt  to  treat  this  problem 
separately  in  obstetrical  textbooks.  Now  it  is 
dealt  with  by  Rovinski  and  Guttmacher  ( 1 ) 
in  a short  but  concise  chapter.  Furthermore, 
there  has  been  reluctance  in  some  areas  to 
treat  parasites  during  pregnancy;  in  part  due 
to  fear  of  adversely  affecting  the  outcome  of 
pregnancy.  This  fear  is  in  turn  provoked  by 
the  erroneous  concept  that  pregnancy  is  a 
disease  state.  It  is  known  that  pregnancy  is 
the  physiological  state  which  most  closely 
borders  on  the  pathological  (2)  in  many 
aspects,  yet  that  does  not  make  it  a disease. 
Also,  the  treatment  of  parasites  has  been 
held  responsible  for  causing  abortions;  but 
this  has  only  been  a general  impression  which 
has  not  been  studied  objectively. 

It  is  the  purpose  of  this  study  to  evaluate 
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the  treatment  of  Ascaris  and  Uncinaria  in 
pregnancy,  as  it  relates  to  some  obstetrical 
complications  which  might  arise  from  it.  An 
attempt  will  be  made  to  determine  if  the  in- 
cidence of  such  complications  is  significantly 
higher  than  in  normal  pregnancies,  and  if 
there  is  cause  and  effect.  It  is  not  intended 
to  test  drug  efficacy,  for  this  has  been  done 
previously. 

Ascaris  was  chosen  for  study  because  of 
its  high  frequency  of  occurrence,  the  serious 
and  even  posibly  fatal  effects  which  can  be 
caused  by  migration  of  adult  worms  (3)  and 
the  serious  threat  it  poses  to  young  infants 
(1).  Uncinaria  was  chosen  also  because  of  its 
high  incidence  and  prevalence  here,  again 
because  of  the  dangers  to  the  infants,  and 
most  important  because  of  the  anemia  it 
produces.  Each  worm  has  been  estimated  to 
ingest  0.02  to  0.22  ml  of  blood  daily  (3) . The 
commonest  cause  of  maternal  death  during 
labor  in  parts  of  West  Africa  is  cardiac  failure 
resulting  from  severe  anemia  induced  by 
hookworm  infestation.  In  Ceylon,  Uncinaria 
is  also  a frequent  cause  of  abortion,  and  an 
important  factor  in  the  high  maternal  and 
infant  mortality  in  the  area  ( 1 ) . Supported 
by  the  above  information,  and  other  to  be 
presented  later,  this  study  has  been  based  on 
the  premise  that  Ascaris  and  Uncinaria 
should  be  treated  during  pregnancy. 
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Material  and  Methods 

For  shortly  over  a year  we  have  adhered, 
whenever  posible,  to  the  policy  of  routine  treat- 
ment of  Ascaris  and  Uncinaria  regardless  of  the 
stage  of  pregnancy  and  in  spite  of  other  compli- 
cations of  pregnancy.  The  patients  so  treated  in  the 
Health  Sub-Region  of  Ponce,  make  up  the  mate- 
rial for  this  study.  A cross-sectional  analysis  of  this 
population  was  made,  in  such  a way  as  to  include 
all  those  pregnant  patients  who  were  registered 
at  that  time  for  prenatal  care,  and  those  who  had 
delivered  within  four  or  six  months.  All  records 
were  obtained  from  the  index  of  active  patients  in 
all  clinics  visited,  and  analyzed  by  the  same  person. 
For  every  patient  found  to  have  Ascasis  or  Unci- 
naria or  both,  another  one  was  chosen  who  did 
not  have  either  of  them.  Actually  three  groups 
of  patients  were  studied:  1.  Infected  patients  who 
were  treated.  2.  Infected  patients  who  were  not 
treated  for  one  reason  or  the  other,  and  3.  Patients 
not  infected  with  the  parasites  in  study.  The  last 
two  served  as  controls. 

The  three  groups  were  evaluated  for  the  fol- 
lowing parameters:  1.  Bleeding.  2.  Premature  rup- 
ture of  membranes.  3.  Premature  labor.  4.  Perina- 
tal mortality  and  morbidity.  Consideration  of  the 
last  one  had  to  be  eliminated  due  to  poor  atten- 
dance at  the  post  partum  clinic.  Information  on 
premature  labor  and  premature  rupture  of  mem- 
branes was  not  complete.  Most  information  avail- 
able concerned  bleeding.  Drugs  were  used  accor- 
ding to  availability,  usually  in  the  maximal  dosage. 
Piperazine  in  one  form  or  another  was  given  for 
Ascaris,  a total  of  3 grams  in  a single  dose.  Te- 
trachloroethylene  was  given  for  Uncinaria  most 
frequently,  4 to  5 ml,  in  a single  dose;  at  limes 
only  3ml.  Less  often  Crystoids®  (Hexylresorcinol) 
was  given  in  the  usual  dose  of  4 to  5 capsules  in 
a single  dose.  Fasting  was  required  when  Uncinaria 
was  treated.  No  purgative  was  given  in  either 
case. 

Results 

Of  a total  of  1,526  records  reviewed,  782 
(51.2%)  were  found  to  have  stool  examina- 
tion reported.  Of  the  782  patients  who  were 
reported,  124  (15.8%)  had  positive  stools, 
'See  Table  I) 


TABLE  I:  POSITIVE  STOOLS 


Cases 

No. 

% 

Reviewed 

1526 

Stools  Reported 

782 

51.2 

Stools  Positive 

124 

15.8 

• Positive  will  be  taken  to  mean-  Ascaris,  Uncinaria 
or  both. 


Distribution  of  positive  stools  revealed 
Ascaris  to  be  more  frequent,  followed  by  Un- 
cinaria and  a combination  of  both  in  that 
order.  (See  Table  II). 


TABLE  II:  FREQUENCY  OF 
POSITIVE  STOOLS 


Parasite 

No. 

% 

Ascaris 

82 

66.1 

Uncinaria 

36 

29.0 

Both 

6 

4.9 

Treatment  was  given  to  a total  of  86  pa- 
tients, 69.3%  of  those  with  positive  stools; 
38  patients  went  untreated,  30.7%  of  posi- 
tives. (See  Table  III). 


TABLE  III:  TREATMENT 


Patient  Group 

No. 

% 

Treated 

86 

69.3 

Not  Treated 

38 

30.7 

Different  preparations  of  piperazine  (Bry- 
rel®  Oxyuriol®,  and  Ascarsan®  were  used 
with  similar  frequency  for  Ascaris,  all  in  the 
same  dose.  For  Uncinaria,  tetrachloroethy- 
lene  was  used  predominantly,  Crystoids  ® 
only  occasionally.  (See  Table  IV  & V). 
TABLE  IV:  TREATMENT  - ASCARIS 


Drug 

No. 

% 

Piperazine 

54 

Ascarsan 

22 

40.7 

Oxyuriol 

20 

37.0 

Bryrel 

12 

23.3 

The  coincidence  of  Ascaris  and  Uncinaria 
was  always  treated  with  piperazine  first, 
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TABLE  V:  TREATMENT  - 

UNCINARIA 


Drug 

No. 

% 

Tetrachlorethylcne 

24 

88.8 

Crystoids 

3 

11.2 

Total 

27 

followed  by  tetrachloroethylene  (5  cases). 


Treatment  was  usually  given  as  soon  as  a 
patient  was  found  to  have  the  parasites.  Re- 
lating treatment  to  trimesters  of  pregnancy, 
it  was  given  most  frequently  in  the  second 
trimester,  least  in  the  first.  (See  Table  VI). 

TABLE  VI:  TREATMENT  BY 
TRIMESTERS 


Trimester 

Ascaris 

Uncinaria 

Both 

Totals 

% 

First 

1 

2 

3 

3.6 

Second 

37 

18 

3 

58 

67.4 

Third 

11 

9 

1 

25 

29.0 

Complications:  Since  vaginal  bleeding 
was  always  reported,  both  before  and  after 
treatment,  this  factor  will  be  analyzed  sepa- 
rately. The  incidence  of  bleeding  was  not  sig- 
nificantly higher  in  the  group  of  treated  pa- 
tients. All  three  groups  of  patients  were 
considered.  (See  Table  VII) 

TABLE  VII:  BLEEDING  PATIENTS 


Patient  Group 

No. 

Bleeding 

% 

Uninfected 

124 

8 

6.4 

Untreated 

37 

2 

5.4 

Treated 

86 

7 

8.1 

TABLE  VIII: 

OTHER 

COMPLICATIONS 

Complication 

Uninfected 

Untreated 

Treated 

Premature  labor 

1 

1 

False  labor 

2 

1 

Epistaxis 

1 

Hysterical  reaction 

Bleeding  following  treatment  occurred 
only  in  one  patient,  and  that  was  spotting  in 
the  second  trimester.  There  was  only  one 


confirmed  abortion,  and  this  was  a case  in 
the  untreated  group.  Another  patient  required 
two  blood  transfusions  in  the  second  trimes- 
ter, and  later  completed  the  treatment  for 
parasites  without  further  bleeding.  One  pa- 
tient required  referral  to  the  District  Hospital 
in  the  second  trimester  because  of  bleeding. 
This  one  was  in  the  uninfected  group. 

Other  complications  which  could  be  as- 
sesed  were  as  follows:  Confirmed  premature 
labor  occurred  in  one  uninfected  and  in  one 
untreated  patient.  False  labor  occurred  in 
two  uninfected  and  in  one  treated  patient. 
Premature  rupture  of  the  membranes  could 
not  be  adequately  evaluated. 

Unrelated  complications  were  as  follow: 

One  case  of  epistaxis  4 weeks  after  treat- 
ment, one  case  of  a hysterical  reaction  the 
same  day  of  treatment. 

Results  of  treatment  could  not  be  eva- 
luated because  only  six  patients  returned  for 
repeat  stool  examination. 

Discussion 

Conn,  in  Current  Therapy  (4),  states  that 
world  wide  experience  of  treating  patients 
with  piperazine  indicates  it  is  safe  and  side 
are  effects  infrequent.  Cecil  and  Loeb  (3) 
state  that  millions  of  patients  have  been 
treated  with  tetrachloroethylene;  many  ane- 
mic and  cachectic.  Patients  with  1.5  g.  of 
hemoglobin,  massive  edema,  and  cardiac  fai- 
lure have  been  given  full  dosage  without 
untoward  effect.  Rovinski  and  Guttmacher 
( 1 ) state  that  there  is  no  contraindication  to 
piperazine  treatment  in  pregnancy;  and  no 
evidence  of  teratogenicity.  As  for  tetrachlo- 
ethylene,  they  state  there  is  no  evidence  of 
toxicity  or  teratogenicity.  However,  of  117 
references  cited,  only  four  deal  specifically 
with  Ascaris  or  Uncinaria;  and  only  one  in 
relation  to  pregnancy  (1937).  Moreover, 
Keller  and  Massinger  (5)  from  Munich, 
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Germany,  state  that  antihelminthic  drugs  are 
too  toxic  in  pregnancy.  So  it  can  be  seen  there 
is  not  full  agreement  as  to  safety. 

In  an  effort  to  add  to  what  is  already 
known,  treatment  of  these  two  parasites  was 
correlated  to  some  obstetrical  complications, 
trying  to  prove  or  disprove  cause  and  effect. 
The  most  important  findings  are  summarized 
in  table  VII.  Here  it  can  be  seen  that  the 
incidence  of  bleeding  or  spotting  is  very 
similar  in  the  three  groups  of  patients.  In- 
mediately  following  treatment  bleeding  oc- 
cured  in  only  one  patient.  The  only  abortion 
occurred  in  an  untreated  patient.  Serious  ble- 
eding was  not  related  to  treatment  in  any 
case. 

The  number  of  cases  is  small ; the  need 
for  further  study  is  evident.  In  fact,  another 
study  is  now  underway;  this  time  a vertical 
study.  Through  a special  follow-up,  full  eva- 
luation will  be  made  of  the  parameters  which 
were  not  available  now.  These  are  perinatal 
mortality  and  morbidity  including  congenital 
anomalies,  premature  rupture  of  the  mem- 
branes, and  premature  labor.  In  addition, 
liver  function  is  being  tested  in  each  case. 
Follow-up  stool  examinations  are  being  se- 
cured in  a greater  number  of  cases. 

It  is  to  be  noticed  that  in  this  study  most 
of  the  patients  were  in  the  second  trimester  of 
pregnancy.  This  may  be  explained  in  part  by 
shyness  of  participating  physicians  to  give 
treatment  too  early  or  too  late  in  pregnancy. 
Also  patients  come  to  the  clinics  frequently 
after  the  first  trimester.  As  to  differences 
among  the  three  piperazine  preparations 
used,  the  numbers  are  too  small  to  judge. 
Regarding  the  30%  of  patients  that  went 
untreated,  several  factors  come  into  play. 
Being  this  a horizontal  study,  many  records 
were  seen  too  early;  before  treatment  had 
been  planned  or  given.  There  were  cases  of 
failure  of  the  patient  to  take  the  medicine, 


and  of  the  physician  to  prescribe  them.  The 
same  and  other  reasons  apply  to  why  only 
50%  of  patients  had  stool  examination  re- 
ported in  their  records.  If  100%  had  had 
stool  reported,  there  would  have  been  248 
cases  for  study  instead  of  124. 

Summary 

Treatment  of  Ascaris  and  Uncinaria  in 
pregnancy  was  studied.  Most  patients  treated 
were  in  the  second  trimester  of  pregnancy. 
There  were  two  groups  of  controls.  The  com- 
mon obstetrical  complications  that  were 
studied  were  found  not  to  be  caused  directly 
by  the  treatment  in  any  case.  Among  them, 
bleeding  was  evaluated  most  completely. 

Resumen 

Se  estudió  el  tratamiento  de  Ascaris  y 
Uncinaria  durante  el  embarazo.  La  mayor 
parte  de  las  pacientes  tratadas  estaban  en  el 
segundo  trimestre  del  embarazo.  Hubo  dos 
grupos  de  controles.  Algunas  complicaciones 
obstétricas  comunes  que  fueron  estudiadas  no 
fueron  causadas  directamente  por  el  trata- 
miento en  ningún  caso.  Entre  ellas,  las  he- 
morragias fueron  lo  que  mejor  se  evaluó. 
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LA  CASA  DEL 
MEDICO  EN  PONCE 


Sr.  Luis  A.  Ferré 


Señoras  y señores: 

Se  me  ha  pedido  que  dirija  breves  pala- 
bras en  esta  ocasión  en  que  se  inaugura  esta 
Casa  — Casa  del  Médico  — que  ha  sido  as- 
piración de  la  clase  médica  de  Ponce  desde 
hace  más  de  treinta  años.  Lo  hago  con  placer 
y devoción,  porque  sé  que  con  ella  se  crista- 
liza el  deseo  de  los  médicos  de  Ponce,  de 
servir  mejor  y con  mayor  eficacia  a la  co- 
munidad puertorriqueña. 

La  Medicina  es  un  sacerdocio.  Más  que 
el  conocimiento  científico,  necesita  amor  al 
prójimo,  devoción  al  que  sufre,  deseo  de 
servir  con  máxima  eficiencia  a restablecer  al 
enfermo  y calmar  su  dolor.  Cada  médico  es 
un  buen  samaritano  que  anda  por  el  mundo 
derramando  la  bondad  de  su  sabiduría  para 
dar  consuelo  al  que  sufre  y salud  al  enfermo. 
Esa  es  la  primer  condición  de  todo  médico. 
Peí  o también  el  médico  es  un  hombre  de 
ciencia.  Y como  hombre  de  ciencia  tiene  que 
buscar  todos  los  medios  para  hacer  su  labor 
científicamente  eficaz  y objetiva. 

Entre  estas  dos  responsabilidades  se  desa- 
rrolla la  labor  de  la  clase  médica.  El  sacerdote 
de  dolor  y el  hombre  de  ciencia  del  cuerpo 
humano.  Ninguno  de  los  dos  aspectos  puede 
olvidarse.  Por  eso  es  muy  importante  que, 
hoy  que  se  da  tanto  énfasis  al. estudio  analí- 

Discurso  pronunciado  en  ocasión  de  la  inaugu- 
ración de  la  Casa  del  Médico  en  Ponce,  Puerto 
Rico,  el  13  de  enero  de  1967 . 


tico  y científico  de  la  enfermedad,  los  mé- 
dicos tengan  ocasión  de  meditar  a menudo 
sobre  el  aspecto  humano  de  su  labor,  su  com- 
prensión de  la  sicología  del  enfermo,  y su 
obligación  espiritual  para  con  él. 

En  adición  a estas  dos  misiones,  hay  tam- 
bién la  misión  social  de  la  clase  médica.  En 
una  sociedad  democrática  como  la  nuestra, 
la  clase  médica  es  responsable  de  la  salud  de 
toda  la  comunidad,  y es  su  deber  desarrollar 
todos  los  medios  disponibles  para  que  su  co- 
nocimiento y su  capacidad  se  extiendan  tan 
lejos  como  sea  posible  en  atender  la  salud  y 
curación  de  todo  aquel  que  esté  enfermo. 
Dado  el  progreso  de  nuestra  ciencia  médica, 
y los  recursos  de  que  dispone  nuestro  pueblo, 
es  natural  que  sea  la  aspiración  de  todo  puer- 
torriqueño — no  importa  sus  medios  econó- 
micos — el  recibir  la  atención  mejor  y más 
adecuada  para  curar  su  dolencia  o enferme- 
dad. Esta  es  la  misión  social  de  la  clase  mé- 
dica, y es  grato  señalar  que  los  pronuncia- 
mientos del  presidente  de  la  Asociación,  Dr. 
Luis  A.  Izquierdo,  vienen  claramente  inspi- 
rados en  este  propósito.  El  problema  de  la 
adicción  a drogas,  el  problema  del  alcoholis- 
mo, entre  otros,  son  serios  problemas  que  la 
clase  médica  ya  ha  anunciado  que  habrá  de 
encarar. 

Todo  este  programa  de  trabajo  y servicio, 
necesita  no  sólo  esfuerzo  y devoción,  sino,  ade- 
más, organización.  Por  eso  esta  Casa  del  Mé- 
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dico  en  Ponce,  es  un  paso  significativo.  Es 
un  paso  para  organizar  mejor  la  labor  de  la 
clase  médica  y hacer  más  útil  y extenso  su 
servicio.  En  este  recinto  se  reunirá  la  clase 
médica  para  estrechar  primero  que  nada  los 
lazos  de  amistad  y compañerismo,  evitando 
las  divisiones  que  a veces  en  el  pasado  ha 
mantenido  a distinguidos  galenos  distancia- 
dos. Aquí  podrá  cambiarse  de  impresión  a 
menudo  sobre  los  adelantos  técnicos  en  los 
distintos  campos  de  la  Medicina  y Cirugía, 
por  medio  de  conferencias  y seminarios. 
Aquí  también  podrá  llevarse  a cabo  un  pro- 
grama de  educación  ciudadana  para  la  pre- 
vención de  enfermedades,  porque  es  esencial 
anticiparse  a la  enfermedad  y reducir  la  labor 
médica.  Y aquí  se  podrán  discutir  los  proble- 
mas de  mejor  organización  de  los  servicios 
hospitalarios  y servicios  médicos,  para  obtener 
mayor  rendimiento  en  el  esfuerzo  de  la  clase 
médica. 

Uno  de  los  problemas  de  la  medicina  mo- 
derna, es  la  necesidad  de  aumentar  el  número 
de  médicos  especializados  para  beneficio  de 
la  comunidad.  Por  tanto,  hay  que  buscar  los 
medios  de  utilizar  el  conocimiento  de  la  clase 
médica  con  el  mayor  rendimiento  posible. 

La  clase  médica  tiene  que  hacer  un  estu- 
dio extenso  de  sus  potencialidades,  y tiene, 
además,  que  hacer  un  estudio  comprensivo  de 
las  facilidades  hospitalarias  de  la  comunidad, 
para  hacer  que  todas  funcionen  coordina- 
damente, evitando  duplicaciones  y pérdida 
de  esfuerzo.  Para  lograr  este  fin,  la  profesión 
médica  debe  ponerse  de  acuerdo  y determinar 
qué  especialidades  pueden  tratarse  en  los  dis- 
tintos hospitales,  de  modo  que  la  labor  se 
realice  en  la  forma  más  eficiente  posible.  Esto 
puede  hacerse  sin  que  los  hospitales  de  la 
comunidad  y privados  pierdan  su  indepen- 
dencia, aunque  limitando  el  área  de  sus  acti- 
vidades especiales  a ciertos  campos.  De  esta 
manera,  se  evitaría  la  duplicación  de  inver- 


sión en  equipo  y se  utilizaría  el  personal  mé- 
dico con  mayor  eficacia. 

La  clase  médica  tiene  que  estudiar  la  for- 
ma de  simplificar  el  sistema  de  examen  mé- 
dico, para  eliminar  procedimientos  anticuados 
que  roban  tiempo  del  médico,  cuestan  dinero 
y no  producen  resultado  útil  alguno.  La  ex- 
periencia adquirida  en  las  clínicas  de  emer- 
gencia, en  donde  se  ha  tenido  que  saltar  por 
encima  de  estas  anticuadas  prácticas,  de- 
muestran que  ello  es  posible. 

En  este  mismo  sentido  se  hace  necesario 
estudiar  la  forma  de  desarrollar  una  clase  de 
supertécnicos  que  puedan  hacer  parte  del  tra- 
bajo que  hoy  hace  el  médico,  y que  es  labor 
que  sólo  requiere  ciertos  conocimientos  limi- 
tados, librando  al  médico  de  esta  labor  ruti- 
naria, de  manera  que  él  sólo  haga  uso  de  sus 
conocimientos  más  vastos  en  los  casos  que 
realmente  exige  este  conocimiento. 

Otro  de  los  problemas  con  que  se  con- 
fronta el  médico  junto  con  los  hospitales,  es 
el  aumento  enorme  en  los,  costos  de  hospita- 
lización. Los  gastos  de  los  hospitales  son  cada 
día  mayores  y es,  por  tanto,  necesario  que  se 
establezcan  ciertas  normas  para  limitar  el  uso 
de  las  camas  a aquellos  casos  que  realmente 
lo  requieran,  estableciendo  clínicas  de  diag- 
nóstico para  pacientes  ambulatorios,  que  se 
hagan  cargo  de  los  enfermos  que  no  necesiten 
recluirse  en  el  hospital. 

Otro  aspecto  de  la  saludj  que  requiere  es- 
tudio, es  el  aspecto  de  las  enfermedades  men- 
tales y el  tratamiento  de  enfermedades  cró- 
nicas y de  la  vejez.  Todos  estos  problemas  se 
acentúan  cada  día,  porque  el  término  de  vida 
se  alarga,  y el  número  de  personas  con  estas 
enfermedades  se  aumenta.  La  clase  médica 
tiene  que  ayudar  a formular  planes  conjun- 
tamente con  el  Gobierno,  para  dar  fin  al  bo- 
chornoso espectáculo  de  los  hospitales  de  en- 
fermos mentales.  Muchos  de  estos  enfermos 
no  tienen  atención  médica  alguna,  porque  se 
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consideran  incurables;  sin  embargo,  la  expe- 
riencia en  países  como  Suecia,  en  donde  se 
ha  enfocado  este  problema  con  sentido  de 
responsabilidad  social,  demuestra  que  mu- 
chos de  estos  pacientes  pueden  curarse  con 
adecuada  atención  médica. 

Otro  aspecto  de  la  salud  al  que  tienen 
que  dedicar  los  médicos  su  inteligente  en- 
foque, es  la  medicina  preventiva,  la  profila- 
xis. Muchas  enfermedades  se  contraen,  mu- 
chas epidemias  se  extienden,  por  falta  de  co- 
nocimiento del  público  de  medios  efectivos 
de  profilaxis.  La  educación  profiláctica  de 
la  comunidad  es  otro  de  los  servicios  que  se 
puede  prestar  por  esta  Casa  del  Médico,  por 


medio  de  conferencias  y hasta  de  programas 
televisados  con  regularidad. 

Son  muchos  los  problemas  de  salud  que 
confronta  nuestro  pueblo,  y son  escasos  los 
médicos.  Es  por  eso  que  se  impone  mayor 
“team  work”  entre  los  hospitales,  el  Gobier- 
no, la  clase  médica  y la  comunidad  en  gene- 
ral, para  lograr  el  sueño  de  que  todo  ciuda- 
dano pueda  tener  la  debida  atención  médica. 
Instituciones  como  esta  Casa  del  Médico,  son 
instrumentos  útiles  para  lograr  dicho  pro- 
pósito, y por  eso  me  complazco  en  felicitar  a 
la  clase  médica  de  Ponce,  y desearles  conti- 
nuados éxitos  en  esta  excelente  y generosa 
iniciativa. 


CASE  REPORT 


IDIOPATHIC  EDEMA 

with  Review  of  the  Literature 


M.  Pérez  Arzola,  MD,  FACP 


Intermittent,  cyclical  episodes  of  edema 
have  been  recognized  for  many  years  in  adult 
females  in  the  absence  of  any  demonstrable 
cardiorenal,  allergic  or  hepatic  disease.  The 
episodes  are  usually  worse  in  the  immediate 
premenstrual  period  but  may  also  appear  at 
any  time  during  the  menstrual  cycle  and 
may  even  occur  sporadically  in  post  menopau- 
sal patients.  The  edema  is  slightly  pitting,  it 
increases  during  the  day  if  the  patient  has 
been  standing  on  her  feet  for  many  hours, 
and  is  improved  by  bed  rest;  in  a good  num- 
ber of  these  patients  high  environmental  tem- 
perature has  a tendency  to  aggravate  the 
symptoms.  Together  with  the  edema  there  is 
a rapid  weight  gain,  occasionally  5 to  8 
pounds  over  the  course  of  the  day,  with  re- 
turn to  lower  values  overnight.  There  also 
may  be  accompanying  nocturia  with  a ten- 
dency to  reverse  the  urinary  diurnal  rhythm. 
With  the  fluid  retention  there  may  occur 
behavioral  changes  such  as  increased  irrita- 
bility, insomnia,  headaches,  paresthesias  and  a 
feeling  of  bloating. 

Many  of  the  females  afflicted  by  this  con- 
dition are  obese  and  usually  have  deep-seated 
psychological  problems.  There  is  very  often  a 
similar  psychiatric  background  of  being  tense, 
compulsive  individuals  usually  facing  multi- 
ple responsibilities  or  in  competitive  attitudes 
with  men. 

Several  theories  have  been  postulated  to 
explain  the  fluid  retention,  the  two  most 


commonly  supported  at  the  present  time 
being  those  of  (a)  increased  antidiuretic 
hormone  activity,  (b)  increased  aldosterone 
activity. 

Case  Report 

This  48  years  old  white  Catholic  nun  had  been 
complaining  of  unexplained  intermittent  edema 
since  around  1956  accompained  by  weight  fluc- 
tuations corresponding  to  the  periods  of  swelling. 
She  had  been  thoroughly  studied  for  the  usual 
causes  of  edema  and  no  cause  was  found.  Speci- 
fically cardiorenal,  hepatic,  circulatory  and  allergic 
studies  had  all  been  within  normal  limits.  The 
weight  gain  occurred  mainly'  during  the  day  and 
disappeared  partially  or  almost  completely  over- 
night or  after  a few  days  in  the  recumbent  posi- 
tion. A weight  fluctuation  of  4 to  5 lbs.  was  the 
rule  between  the  bedtime  and  the  morning  weights. 
The  edema  was  mainly  localized  in  the  lower  ex- 
tremities but  also  involved  the  abdomen,  hands 
and  face.  The  swelling  worsened  after  a day  of 
strenous  physical  activity  or  after  severe  emotional 
upsets. 

Past  history  was  significant  in  the  fact  that  she 
underwent  a hysterectomy  in  1954  for  severe  meno- 
metrorrhagia.  She  denied  any  past  or  family  his- 
tory of  diabetes  mellitus,  hypertension  or  cardiac 
abnormalities. 

On  physical  examination  we  found  a well  de- 
veloped, slightly  obese,  female  looking  very  tense. 
The  rest  of  the  physical  examination  was  negative 
except  for  generalized  edema,  involving  mainly  the 
abdomen  and  lower  extremities. 

Laboratory  studies:  Hemoglobin,  14.3  g/100  ml 
(87%)  . WBC,  6750/cu.mm,  with  a normal  differen- 
tial. Serum  potassium  was  3.8  mEq/L;  sodium, 
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140  mEq/L.  Urine  analysis  essentially  negative. 
Oral  glucose  tolerance  curve:  fasting,  107  mg%; 
y2  hr.,  163  mg%;  1 hr.,  139  mg%;  2 hrs.,  129mg%; 
3 hrs.,  112  mg%;  4 hrs.,  79  mg%. 

Twenty-four  hours  aldosterone  urine  output, 
34  micrograms  (Normal  2-14  micrograms  /24 
hours)  ; BSP,  2%  retention  in  45  minutes;  Hanger's 
test,  negative  after  48  hours;  BUN,  10  mg%.  Total 
proteins  was  7.2  gm%;  albumin,  4.6;  globulin,  2.6 
(A/G  ratio  1.8)  . 

Electrocardiograms  and  chest  X-rays  were  within 
normal  limits.  13H  uptake,  28%  retention  in  24 
hours.  Three  LE  cell  preparations  were  reported 
as  negative. 

After  a water  load  of  1,200ml  (20ml/ Kg  of 

ideal  weight)  , and  during  a 4 hours  of  active  am- 
bulation the  patient  eliminated  only  585  ml  of 
urine  (49%  of  volume  ingested)  . This  test  was 
repeated  the  following  day,  but  with  the  patient 
in  absolute  recumbent  position  and  she  eliminated 
1570  ml  (131%)  in  4 hours.  After  2 days  the  test 
was  again  performed  during  active  ambulation  but 
only  after  the  patient  had  ingested  60  ml  of  50% 
ethanol.  This  time  she  eliminated  1125cc  of  urine 
(94%)  in  4 hours.  Due  to  the  apparent  strong 
influence  of  antidiuretic  hormone  in  the  accu- 
mulation of  fluid  by  this  patient  as  evidenced  by 
the  good  diuretic  results  obtained  after  alcohol  in- 
gestion, a trial  of  amphetamine  (a  mild  ADH  sup- 
pressing drug)  5 mg  daily,  was  given  and  progres- 
sively increased  to  5 mg  q.i.d.  With  this  regime  the 
patient’s  weight  has  remained  stabilized  around 
148  lbs  and  the  weight  difference  between  bed- 
time and  early  morning  has  not  fluctuated  more 
than  li/2  lbs.  for  the  past  month. 

Comments 

Idiopathic  cyclic  edema  is  a fairly  com- 
mon but  poorly  understood  problem.  Follow- 
ing the  discovery  of  aldosterone  and  the  elu- 
cidation of  its  dramatic  effects  on  water  and 
electrolyte  balance,  some  connection  was 
sought  between  the  episodes  of  edema  on 
these  patients  and  possible  inappropriate  se- 
cretion of  this  hormone.  Indeed  as  far  back 
as  1956  increased  amounts  of  aldosterone 
were  found  in  the  urine  of  these  patients 
on  normal  diets,  and  this  increase  was  more 


pronunced  upon  the  patient  assuming  the 
erect  position  (1,5).  Since  most  cases  of  idio- 
pathic cyclic  edema  are  much  worse  in  the 
upright  posture  and  a large  group  of  them 
lose  their  edema  when  admitted  to  the  hos- 
pital and  put  to  bed,  the  above  findings  of 
Thorn  and  co  workers  correlated  well  with 
the  clinical  situation. 

Following  the  report  of  Muller  in  1958 
(2)  it  has  been  well  known  that  the  aldos- 
terone output  is  significantly  increased  in 
normal  subjects  in  the  upright  posture.  The 
aldosterone  output  varies  also  inversely  with 
changes  in  the  intravascular  volume,  there- 
fore the  increased  aldosterone  output  in  the 
erect  position  might  be  related  to  concomi- 
tant changes  in  blood  volume.  The  inappro- 
priately high  production  of  aldosterone  in 
cases  of  idiopathic  cyclic  edema  could  be 
secondary  then  to  a pathological  derange- 
ment brought  about  by  hypothalamic  influ- 
ences during  times  of  emotional  stress  (as 
seen  frequently  in  these  female  patients),  or 
be  produced  by  initial  capillary  leakage  in 
the  erect  position  and  consequent  intravas- 
cular hypovolemia.  If  the  second  possibility  is 
the  correct  assumption  then  idiopathic  cyclic 
edema  would  constitute  a classical  ex- 
ample of  secondary  aldosteronism  (as  exem- 
plified also  by  cardiac  failure,  nephrosis  and 
portal  cirrhosis)  where  the  hypersecretion  of 
aldosterone  follows  a diminution  of  circula- 
ting bood  volume  from  the  capillary  leakage 
and  consequent  stimulation  of  the  pressore- 
ceptors in  the  renal  juxtaglomerular  cells. 
Primary  aldosteronism  as  described  by  Conn 
in  1956  (3)  is  characterized  by  no  edema, 
although  an  occasional  case  has  been  reported 
where  the  “mineralocorticoid  escape”  has  not 
taken  place  and  edema  has  resulted  • (4) . 
Evidence  that  the  hyperaldosteronism  seen 
in  patients  with  idiopathic  edema  is  second- 
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ary  is  suggested  also  by  a patient  with  mas- 
ive  idiopathic  cyclic  edema  who  continued 
to  have  edema  despite  bilateral  total  adrena- 
lectomy, when  physiologic  replacement  the- 
rapy was  instituted.  (1). 

In  a number  of  cases  of  idiopathic  cyclic 
edema  increased  capillary  permeability  has 
been  demonstrated.  Strutten  and  co  workers 
(5)  have  postulated  that  such  a defect  under- 
lies most  cases  of  idiopathic  edema  and  that 
the  secondary  aldosteronism  as  seen  in  them 
is  brought  about  by  the  translocation  of  large 
amounts  of  fluid  from  the  intravascular  to 
the  extravascular  space.  Rovner  (7)  has  de- 
monstrated increased  aldosterone  production 
but  normal  renin  output  on  these  cases  under 
normal  salt  intakes.  This  is  suggestive,  in  his 
opinion,  of  increased  sensitivity  of  these  pa- 
tient’s adrenal  byosynthetic  pathway  to  the 
effects  of  angiotensin  II. 

Although  sodium  retention  and  dimin- 
ished urinary  sodium  as  seen  in  most  of  these 
cases  suggest  that  salt  retaining  factors  are 
primarily  responsible  and  water  retention  is 
secondary,  some  cases  of  idiopathic  cyclic 


edema  have  shown  rapid  weight  gain,  oligu- 
ria and  normal  urinary  sodium  (6).  Further- 
more, this  impairment  is  sometimes  corrected 
in  the  upright  posture  in  some  of  these  cases 
by  the  prior  ingestion  of  ethanol  (5).  All 
this  is  highly  suggestive  of  inappropriate  anti- 
diuretic hormone  activity,  but  this  possibility 
has  not  been  proven  conclusively  mainly  be- 
cause of  the  difficulties  involved  in  ADH 
bioassays. 

Mostow,  Hamwi  and  Skillman  (8)  de- 
monstrated in  1962  a high  incidence  of  re- 
active hypoglycemia  and  familial  diabetes  in 
cases  of  idiopathic  edema.  Sims,  Mac  Kay 
and  Shirai  in  1965  (9)  studied  11  cases  of 
idiopathic  edema  of  which  8 (72%)  had 
abnormal  glucose  or  cortisone-glucose  toler- 
ance tests,  7 (65%)  had  family  history  of 
diabetes  and  4 (36%)  had  histories  suggestive 
of  reactive  hypoglycemia.  Electron  micros- 
copic studies  of  gastrocnemius  biopsies  on 
these  cases  showed  significant  thickening  of 
the  capillary  basement  membranes.  Two  ex- 
planations might  be  offered  for  the  coexist- 
ence of  thickened  capillary  basement  mem- 


TABLE  I:  IDIOPATHIC  EDEMA  - PROGRAM  FOR  STUDY 


1 . Daily  weights  on  arising  and  before  going  to  bed  (after  emptying  the  bladder)  . "Normal”  females  may 
retain  up  to  2 lbs.  in  24  hours.  Over  2 lbs.  retention  is  consistent  with  idiopathic  edema. 

2.  Water  loading  test 

a)  With  the  patient  standing  and  walking,  and  fasting  from  the  night  before,  no  coffee  or  smoking 
is  allowed: 

8:00  A.M. — 20ml  of  water  per  kilogram  of  ideal  weight  are  given.  The  urine  volumes  are  then 
measured  every  hour  for  the  next  4 hours  (normally  over  50%  of  the  ingested  volume  is  elimina- 
ted during  the  4 hours  period)  . 

b)  Repeat  the  same  test  with  the  patient  recumbent  during  the  4 hours  period. 

c)  Repeat  the  test  as  in  (a)  (with  active  ambulation  during  the  4 hours  period)  , but  in  addition 
to  the  water  60ml  of  50%  ethanol  are  given  to  the  patient.  A good  diuretic  response  obtained 
with  alcohol  tends  to  incriminate  ADH  over-activity. 

TABLE  H:  IDIOPATHIC  EDEMA  - TREATMENT 


1 . ADH  excess  type:  dextroamphetamine  (mild  ADH  suppresor)  _ Dexamyl®  15  mg.  in  A.  M.  is  given,  and 
if  tolerated  by  the  patient  Dexedrine®  5 mg.  is  given  at  noon  time  and  at  4:00  P.  M. 

2.  Aldosterone  excess  type:  Aldactone®  and  usual  diuretics. 
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branes,  familial  diabetes  and  altered  carbo- 
hydrate metabolism  on  these  cases: 

1-  The  changes  in  basement  membrane 
are  an  early  manifestation  of  a diabetic  or 
pre-diabetic  state  as  suggested  by  Camerini- 
Davalos  (10). 

2-  The  changes  in  basement  membrane 
are  due  to  some  metabolic  defect  in  the 
formation  or  resorption  of  the  glycoprotein 
of  the  capillary  wall  and  altered  carbohydrate 
tolerance  and  hypoglycemic  episodes  are  sec- 
ondary to  impaired  delivery  of  insulin  from 
the  beta  cells  to  tissues  as  affected  by  this 
thickened  basement  membrane. 

In  any  event,  this  diabetic  microangio- 
pathy in  cases  of  idiopathic  edema  may  be 
the  factor  responsible  for  increased  permea- 
bility with  increased  extravasation  of  fluid 
from  intravascular  spaces  when  standing,  the 
hypersecretion  of  aldosterone  when  ambula- 
tory being  then  secondary  to  this  pheno- 
menon. 

Why  idiopathic  edema  occurs  almost  ex- 
clusively in  women  remains  unanswered  but 
we  may  speculate  on  this  subject.  The  rarity 
of  this  condition  before  the  menarche  and 
after  the  menopause  tends  to  implicate  the 
cyclical  changes  in  hormone  secretion,  mine- 
ral and  water  balance  and  alveolar  carbon 
dioxide  levels  that  accompany  menstruation 
as  the  critical  factors  in  the  production  of 
idiopathic  edema.  It  is  known  that  estrogen 
and  progesterone  may  induce  sodium  reten- 
tion (11)  and  that  a large  number  of  “nor- 
mal” women,  particularly  if  overweight,  re- 
tain large  amounts  of  salt  and  water  during 
the  immediate  premenstrual  period.  Increased 
nervousness,  irritability  and  restlessness  are 
all  too  commonly  associated  with  this  period. 
The  cyclical  changes  in  female  sex  hormone 
secretion  seem  to  serve  therefore  as  a condi- 
tioning mechanism  through  which  excessive 


retention  of  salt  and  water  may  occur. 

To  emphasize  the  importance  of  emo- 
tional factors  in  this  syndrome  the  term 
“psychlical  edema”  has  also  been  suggested 
(6).  An  appreciation  of  the  relative  import- 
ance of  both  psychological  and  organic  fac- 
tors in  these  patients  may  help  to  minimize 
the  use  of  diuretics  and  other  drugs  and 
prevent  unnecessary  surgical  procedures. 

Summary 

A case  of  idiopathic  edema  is  presented 
and  the  history,  pathogenesis  and  manage- 
ment of  this  baffling  medical  condition  are 
discussed.  The  possibility  that  it  may  be  a 
manifestation  of  subclinical  diabetes  or  even 
pre-diabetes  is  particularly  emphasized. 
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CASE  REPORT 


DUBIN-JOHNSON’S  DISEASE 


Jorge  W.  Mayoral,  MD 
Gervasio  Prado,  MD 


In  1954  Dubin  and  Johnson  (1)  and  in- 
dependently Sprinz  and  Nelson  (2)  described 
a clinical  entity  which  although  previously 
noted  had  not  been  classified  until  then.  In 
their  original  communication  Dubin  and 
Johnson  reported  12  cases  and  Sprinz  and 
Nelson  reported  4 cases.  Two  of  the  cases 
were  included  in  both  series.  The  salient 
clinical  features  are  as  follows: 

Jaundice:  Intermittent  in  character  with 
increased  direct  reacting  bilirubin,  precipi- 
tated or  aggravated  by  various  stress  condi- 
tions such  as  infections,  operations,  pregnan- 
cy, emotional  problems,  puberty  and  exces- 
sive fatigue.  Both  bile  and  urobilinogen  are 
present  in  the  urine. 

Non-visualization  of  the  gall  bladder  by 
the  oral  ingestion  of  the  dye  in  most  cases. 

Delay  in  the  excretion  of  bromsulpha- 
lein,  methylene  blue  and  indocyanine  green 
dyes  by  the  liver. 

Abnormal  flocculation  tests  in  some  cases. 

Abnormal  pigmentation  of  the  liver  cells 
with  a non-iron,  non-bile,  non-melanin  con- 
taining pigment.  The  pigment  apparently 
belongs  to  the  family  of  lipofuscins  because 
of  the  centrolobular  distribution  and  its  his- 
tochemical  properties.  It  has  also  been  pos- 
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tulated  that  it  belongs  to  the  melanin  type 
of  pigments. 

There  is  no  evidence  of  hemolysis,  pa- 
renchymal liver  damage  or  obstruction  to 
the  biliary  passages. 

The  disease  is  benign  and  compatible 
with  a normal  life  span.  The  most  common 
symptoms  are  easy  fatigability,  pain  in  the 
right  upper  quadrant  of  the  abdomen,  weak- 
ness and  anorexia.  In  some  cases  the  liver 
is  enlarged.  The  disease  appears  to  be  fam- 
ilial. Wolf  et  al  (4)  reported  two  Puerto 
Rican  families  in  which  8 members  were 
affected. 

Dubin  and  Johnson  reported  an  incid- 
ence of  0.3%  in  4,000  cases  of  liver  dis- 
ease studied  by  liver  biopsy.  Only  one  Ne- 
gro has  been  reported  with  this  disease. 

It  is  well  known  that  bilirubin  is  formed 
from  hemoglobin  broken  down  by  the  reti- 
culoendothelial system,  thus  the  unconju- 
gated, indirect  reacting  bilirubin  is  formed. 
At  the  hepatic  cellular  level  and  acted  upon 
by  the  glucoronyl  transferase  enzyme,  the 
indirect  unconjugated  bilirubin  is  conjugat- 
ed to  form  direct  reacting  bilirubin  to  be 
excreted,  in  the  bile  (Fig.  1).  Congenital 
disturbances  of  this  mechanism  at  the  he- 
patic cellular  level  give  rise  to  various  types 
of  jaundice,  some  transient,  but  most  of 
them  lifelong  and  more  or  less  intermit- 
tent. These  are: 
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intestinal  transformation 


Fig.  1:  Schematic  outline  of  the  hemoglobin 
metabolism  in  relation  to  diseases  associated  with 
glucoronyl  transferase  deficit  and/or  abnormal 
hepatic  release  of  bilirubin. 

Physiological  jaundice  of  the  newborn 
explained  by  transient  hepatic  cell  deficien- 
cy of  glucoronyl  transferase  which  is  more 
pronounced  in  prematures. 

Constitutional  hepatic  dysfunction  or  Gil- 
bert’s syndrome  caused  by  a moderate  con- 
genital deficiency  of  this  enzyme  (GTF), 
lifelong  in  duration  but  compatible  with 
normal  health. 

Familial  non-hemolytic  jaundice  (Crig- 
gler-Najjar)  where  the  enzymatic  deficien- 
cy is  almost  complete,  with  high  bilirubin 
concentration  of  indirect  type  and  with  the 
serious  complication  of  kernicterus. 

Chronic  idiopathic  jaundice  (Dubin- 
Johnson)  where  the  enzyme  and  the  hepa- 
tic cells  are  normal  but  bile  excretion  is 
altered  and  intracellular  deposits  are  pres- 
ent. 

A syndrome  similar  to  Dubin-Johnson 
has  been  described  but  without  the  intra- 
cellular pigment  and  has  been  called  the 
Rotor  syndrome  after  the  author  who  first 
described  it. 


The  reverse  of  the  Rotor  syndrome  has 
been  described,  namely  the  presence  of  in- 
tracellular pigment  but  no  other  abnormal- 
ities in  the  liver  function  tests.  This  con- 
dition has  been  named  lipochrome  hepatitis 
(Table  I ) The  hepatic  cells  in  all  these, 
ie.,  Dubin-Johnson,  Rotor,  lipochrome  he- 
patitis are  normal  in  all  their  functions  ex- 
cept that  of  transportation  and  excretion 
of  bile  and  other  substances  disposed  of  by  the 
hepatic  cell.  The  BSP  test  shows  that  the 
dye  is  removed  from  the  circulation,  but 
in  view  of  the  fact  that  its  transportation 
and  excretion  is  impaired,  it  returns  to  the 
general  circulation  and  it  is  detected  at  high- 
er concentration  at  2 hours  and  even  24 
hours  after  its  administration  (Fig.  2). 

The  bilirubin  clearance  test  shows  an 
increase  in  the  direct  reacting  bilirubin  thus 
showing  that  the  hepatic  cell  is  capable  of 
conjugating  free  bilirubin  to  diglucoronic 
bilirubin  but  due  to  an  impairment  in  ex- 
cretion its  blood  level  rises.  The  main  de- 
fect is  not  thought  to  be  in  its  transport 
through  the  bile  cannaliculi,  but  its  true 
nature  remains  unknown.  The  following  is 
another  case  of  this  interesting  malady. 

Case  Report 

A 6 year  old  girl  was  admitted  to  a local  hos- 
pital on  June  28,  1964  because  of  high  fever  and 
cough  of  several  days  duration,  urinary  discomfort 
and  hyperpigmented  urine.  Physical  examination 
revealed  a well  nourished  and  developed  white  girl 
who  was  acutely  ill.  Temperature  37.7  C.,  pulse 
100/min.  Occasional  scattered  ronchi  were  heard 
throughout  both  lung  fields.  The  examination 
otherwise  was  non-remarkable,  except  for  question 
able  icteric  tinge. 

Red  Blood  Count,  3.29  m/cu.mm.;  White  blood 
count,  10,750,  hemoglobin,  10  g%;  segmented, 
70%;  lymphocytes,  22%;  monocytes,  3%.  Routine 
urine  analysis  negative  except  that  it  was  positive 
for  bile  and  urobilinogen.  Total  bilirubin.  2.25 
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TABLE  I:  FINDINGS  IN  CONGENITAL  NON  HEMOLYTIC  JAUNDICE  SYNDROMES 


Finding 

Neonatal 

Gilbert's 

Crigler-Najjar 

Dubin-Johnson 

Rotor 

Lipochrome 

hepatitis 

Familial  incidence 

No 

Yes 

Usually 

Usually 

Usually 

Not  known 

Serum  bilirubin: 

A)  conjugated 

Normal 

Normal 

Normal 

Increased 

Increased 

Normal 

B)  unconjugated 

Increased 

Increased 

Increased 

Increased 

Increased 

Normal 

Urine: 

A)  bile 

No 

No 

No 

Yes 

Yes 

No 

B)  urobilinogen 

Increased 

Normal 

Decreased 

Increased 

Normal 

Normal 

Liver  function  tests: 

Hanger's  test 

Negative 

Negative 

Negative 

May  be  positive 

Negative 

Negative 

Thymol  turbidity 

Normal 

Normal 

Normal 

May  be  increased 

Normal 

Negative 

Aik.  phosphatase 

Normal 

Normal 

Normal 

May  be  increased 

Normal 

Normal 

B.  S.  P. 

Not  investigated 

Normal 

Normal 

Increased  up  to  30% 

Increased 
up  to  50% 

Normal 

Bilirubin 

clearance 

Not  investigated 

Normal 

Normal 

Increased  in 
conjugated 

Elimination  retarded 

Normal 

Oral  cholecystography 

Not  investigated 

Normal 

Normal 

Non-visualization 

Normal 

Normal 

Pigmentary  deposit  in 
hepatic  cell 

No 

No 

No 

Present 

No 

Present 

Other  names  of  syndrome 

Neonatal  icterus 

Constitutional 
hepatic  dys- 
function 

Congenital 
familial  non- 
hemolytic jaundice 

Chronic  idiopathic 
jaundice 

Familial 

hemolytic 

jaundice 

non-  Bunka 

MINUTES 

Fig.  2:  Blood  concentration  of  bromsulphthalein 
after  intravenous  injection  in  patient  as  compared 
to  normal. 

mg%;  Direct  bilirubin,  1.83  mg%;  Indirect  biliru- 
bin, 0.42  mg%.  Erythrocyte  Fragility  Test  was  nor- 
mal. Reticulocyte  count,  1.2%.  Peripheral  smear 
showed  mild  hypochromia,  no  spherocytes,  no  ab- 
normal red  cells  (interpreted  by  Dr.  G.  Prado)  . 

The  patient  was  treated  symptomatically  with 
improvement. 

Second  admission  from  August  3,  1964  to  August 
13,  1964.  This  time  she  had  symptoms  of  an  upper 


Fig.  3:  Liver  biopsy  showing  typical  intracellu- 
lar pigmented  granules. 


respiratory  infection  with  fever  and  cough.  Physical 
examination  was  unremarkable. 

Red  Blood  Count,  3.82  m/cu.mm.;  Hemoglobin, 
10.0  g%;  White  Blood  Count,  8,000;  Reticulocyte 
count,  2%.  Thymol  turbidity,  1.5  units;  Alkaline 
Phosphatase,  7 B.U.  Urine  for  bile  was  negative. 
Urine  for  urobilinogen  positive  1/10.  Total  serum 
bilirubin,  1.83mg;  Indirect  serum  bilirubin,  0.50; 
Direct  serum  bilirubin,  1.33.  Stool  stercobilinogen 
normal.  Hanger’s:  24  hours,  traces;  48  hours,  1 plus. 
Prothrombin  time:  Control,  15  seconds;  Patient, 
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15.8  seconds.  BSP  at  45  minutes  6%  retention  and 
at  120  minutes  12%  retention.  Gall  bladder  series 
showed  no  visualization  with  a double  dose  of  dye. 

Liver  biopsy  (Dr.  D Babb)  (Fig.  3)  . The  only 
abnormality  seen  is  an  excess  of  rather  coarse 
granular,  golden  brown  pigment  which  is  in  the 
liver  cells  themselves.  The  Kupffer  cells  are  nor- 
mal. The  pigment  has  zonal  distribution  and  is 
negative  for  bile  and  iron  stains. 

Comments 

We  believe  this  patient  fits  all  the  crite- 
ria of  Dubin-Johnson’  disease.  She  is  the  only 
child.  No  other  member  of  the  family  has 
suffered  from  jaundice.  The  other  conditions 
which  have  to  be  differentiated  have  been 
listed  above  (Table  I).  Gilbert’s  disease  is 
not  likely  because  it  has  predominantly  indi- 
rect bilirubin  and  normal  liver  biopsy  as  well 
as  normal  visualization  of  the  gall  bladder. 
Hemolytic  jaundice  was  ruled  out  by  ap- 
propiate  studies.  The  Rotor  syndrome,  bel- 
ieved by  some  to  be  a variant  of  Dubin- 
Johnson’s,  has  a normal  liver  biopsy. 

Summary 

A six  year  old  girl  with  the  clinical  and 
laboratory  findings  of  idiopathic  congenital 
jaundice  or  Dubin-Johnson’s  syndrome  is  re- 
ported and  some  aspects  of  this  condition 
in  relation  to  similar  icteric  diseases  are 
discussed.  Its  apparent  high  incidence  in 
Puerto  Ricans  is  attested  by  the  fact  that  a 
relatively  high  number  of  Puerto  Ricans 
have  been  reported  with  this  condition.  This 
should  alert  us  to  its  search  in  cases  where 
the  etiology  of  the  jaundice  is  not  readily  ap- 
parent. 

Resumen 

Se  describe  el  caso  de  una  niña  de  seis 
años  de  edad  con  hallazgos  clínicos  y pa- 


tológicos compatibles  con  la  enfermedad  de 
Dubin-Johnson.  Discutimos  su  relación  con 
condiciones  ictéricas  que  pueden  confundir 
el  diagnóstico.  Se  comenta  sobre  la  alta  in- 
cidencia de  esta  enfermedad  en  puertorri- 
queños. 
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EDITORIAL 


LA  LIBERTAD  DE  ELEGIR 

Se  ha  escrito  tanto  sobre  la  libertad  que  el  tema  casi  se  ha  convertido  en 
tópico.  ¿Entonces  por  qué  escribir  sobre  tan  manoseado  asunto?  preguntarán  con 
aparente  razón  algunos  lectores.  La  contestación  es  sencilla.  Rozamos  de  nuevo  el 
tema  porque  la  libertad  es  un  don  tan  valioso  que  es  menester  esclarecer,  re- 
calcar y recordar  insistentemente  su  radical  significado. 

La  libertad  es  para  los  cristianos  regalo  de  Dios.  Ofrenda  volisisima  que 
costó  los  sufrimientos  y la  muerte  de  Cristo.  Esto  señala,  no  sólo  su  importancia, 
sino  también  su  origen. 

Vale  advertir  que,  no  obstante  tales  hechos,  hay  gente  que  interpreta  la 
libertad  como  el  derecho  a hacer  “lo  que  nos  viene  en  ganas”.  En  otras  palabras, 
hay  personas  que  piensan  que  la  libertad  sólo  implica  liberación  de  toda  su  jeción 
física.  Pero  este  tipo  de  libertad  es  solamente  una  caricatura,  pues  tal  “libertad” 
es  la  del  animal  salvaje  que,  de  hecho,  no  es  libre. 

Solamente  el  hombre  puede  ser  libre.  Al  hombre  se  le  puede  atar,  se  le  pue- 
de encarcelar,  atemorizar,  golpear,  pero  aún  en  tan  extremas  condiciones  de  su- 
jeción física,  el  hombre  puede  permanecer  libre.  Esto  es  así  porque  su  libertad  no 
está — como  en  el  animal — al  nivel  del  cuerpo,  sino  al  nivel  del  espíritu.  Por  eso 
nada  ni  nadie  puede  arrebatar  al  hombre  su  libertad.  Es  el  hombre  mismo 
quien  puede  perderla.  De  ahí  que  para  conservarla  sea  preciso  luchar  contra  no- 
sotros mismos,  reconquistándola,  por  así  decirlo,  constantemente. 

Ahora  bien,  el  hombre  no  es  humanamente  libre  hasta  tanto  se  constituye 
por  sí  mismo  en  persona.  Tal  estado  de  dignificación  humana  solamente  se  con- 
sigue cuando  logramos  someter  las  cosas  del  cuerpo  al  dominio  del  espíritu.  Esto 
no  quiere  decir  que  para  ser  libres  sea  forzoso  que  seamos  impasibles,  horros  de 
sensibilidad,  imaginación,  deseos,  etc.  Es  natural  que  el  hombre  sienta  penas  y 
que  disfrute  alegrías,  pero  es  imprescindible  que  sus  sensaciones  jamás  nublen  la 
razón  ni  constriñan  la  voluntad  para  ejercer  la  libertad. 

Aclarado — aunque  en  síntesis — el  concepto  de  lo  que  constituye  la  libertad 
del  hombre  en  el  mundo,  pasemos  a discutir  brevemente  una  de  sus  formas:  la 
libertad  de  elegir,  la  libertad  que  tiene  el  hombre  de  elegir  el  color  de  su  corbata, 
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la  religión  de  su  preferencia,  el  médico  de  su  fe  y confianza,  etc.  La  facultad  de 
elegir  es  inalienable  en  todo  ser  humano  y en  el  campo  de  la  buena  práctica  de. la 
medicina  es  fundamental.  Porque  las  relaciones  entre  médico  y enfermo  solamen- 
te se  convierten  en  convivencia  diádica  al  amparo  de  esa  libertad. 

No  olvidemos  que  el  tratamiento  de  toda  enfermedad  es,  en  última  instan- 
cia, un  acto  de  colaboración  entre  paciente  y terapéuta,  una  “ camaradería  iti- 
nerante” en  la  que  ambos  cooperan  hacia  un  mismo  fin:  la  curación  del  mal.  La 
importancia  de  la  relación  médico-enfermo  es  tan  bien  conocida  que,  es  cosa  har- 
to sabida  desde  los  tiempos  de  Hipócrates,  que  ella  sirve,  en  no  pocas  ocasiones,  co- 
mo medicamento  curativo  del  enfermar  humano. 

Aquí  conviene  consignar  que  debido  a la  obsoleta  estructura  de  nuestro  sis- 
tema de  beneficencia  pública,  los  enfermos  pobres  de  Puerto  Rico  no  han  disfru- 
tado de  la  libertad  de  elegir  el  médico  ni  el  hospital  de  su  preferencia.  Vale  tam- 
bién señalar  que,  entre  los  principales  postulados  de  la  Asociación  Médica  de 
Puerto  Rico,  destaca  su  aspiración  a que  todos  los  puertorriqueños  participen  — 
independientemente  de  su  condición  económica,  social,  política,  racial  ni  religio- 
sa — del  mejor  servicio  médico  y también  del  principio  de  que  todo  enfermo  ten- 
ga la  libertad  de  elegir  al  médico  y el  hospital  de  su  confianza. 

Pues  bien,  recientemente  tuvimos  la  oportunidad  de  extirpar  esta  grave  in- 
justicia. Porque  las  autoridades  federales  entienden  — y asimismo  lo  ha  entendido 
la  Asociación  Médica  de  Puerto  Rico — que  es  necesario  a la  salud  y a la  dignidad 
del  hombre  que  éste  disfrute,  cuando  enferma,  de  la  libertad  de  elegir  el  médico 
y el  hospital  de  su  propia  elección.  Con  tan  laudable  fin,  el  gobierno  federal  pre- 
sentó un  proyecto  ante  el  Congreso  que  enmienda  la  ley  de  Seguro  Social  de  1967 . 

Como  es  bien  sabido,  la  aprobación,  de  esa  enmienda  daría  a los  pobres  de 
Puerto  Rico  la  facultad  de  elegir  su  médico  y también  su  hospital,  libertad  de  la 
cual  solamente  gozan  aquí  las  personas  que  cuentan  con  suficientes  recursos  eco- 
nómicos para  seleccionar  los  médicos  y los  hospitales  de  su  predilección. 

Dejamos  de  lado  el  recuento  de  la  fuerte  oposición  que  recibió  la  citada  en 
mienda  por  parte  de  algunas  representaciones  de  Puerto  Rico,  porque  lo  que  aho- 
ra nos  importa  es  recalcar  que  la  enmienda  fue  aprobada,  aunque  con  la  lasti- 
mosa condición  de  que  no  empezará  a regir  aquí  hasta  el  1972,  inhumano  dife- 
rimiento  que  indudablemente  se  debe  a a la  presión  ejercida  por  las  represen- 
taciones opositoras  ya  mencionadas. 

Ahora  nos  place  subrayar  que  la  espléndida  y esforzada  labor  que  los  Di- 
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rectores  de  nuestra  asociación  están  realizando  en  Puerto  Rico  y en  Washington 
a fin  de  deshacer  la  injusticia  que  sufren  aquí  las  personas  médicamente  indi- 
gentes es  digna  del  más  alto  encomio. 

Estamos  persuadidos  — por  cuanto  hemos  dicho — que  si  los  rectores  de  la 
Asociación  Médica  de  Puerto  Rico  no  lograran  hacer  — durante  el  transcurso  de 
su  incumbencia — ninguna  otra  cosa  que  actualizar  los  ideales  que  informa  la 
Operación  Igualdad,  esta  hermosa  labor,  dado  el  alto  valor  cristiano  que  entraña, 
sería  más  que  suficiente  para  ganar  la  gratitud  y el  cariño  de  todo  el  pueblo  de 
Puerto  Rico. 


L.  A.  Balasquide,  M.  D. 
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Causes  of  Children’s 
Deafness  Changing 

The  causes  of  children’s  deafness  are 
changing  fairly  rapidly. 

“Acquired”  deafness  due  to  infection,  in- 
jury, etc.,  is  declining,  partly  because  of  ef- 
fective antibiotics  and  other  medical  treat- 
ment. 

On  the  increase,  however,  is  congenital 
deafness  caused  by  premature  births,  Ger- 
man measles  infection  of  pregnant  mothers, 
and  incompatibility  of  the  Rh  factor  in  the 
mother’s  and  child’s  blood. 

Of  these,  premature  birth  is  of  increas- 
ing importance,  primarily  because  more  pre- 
mature babies  are  surviving. 

Prematurity  causes  other  disabilities  in 
addition  to  deafness.  In  the  future,  schools 
of  the  deaf  will  be  dealing  with  more  of 
these  complications,  “which  may  interfere 
with  training  the  hard  of  hearing,”  the  re- 
port said. 

When  two  investigators  surveyed  admis- 
sion records  of  the  Pennsylvania  School  for 
the  Deaf  in  1960-61  and  again  in  1964-65, 
they  found  noteworthy  changes  in  the  dis- 
tribution of  kinds  of  deafness. 

There  was  a doubling  of  cases  of  “con- 
genital, nonhereditary”  deafness  — mostly 
due  to  prematurity  — in  the  four  years  be- 
tween surveys. 

Deafness  due  to  infections  and  illness  was 
almost  cut  in  half  during  this  same  period. 
The  authors  attribute  much  of  this  decline 
to  increasing  use  of  antibiotics  to  combat 
these  infections. 

Almost  unchanged,  however,  was  the 


percentage  of  cases  due  to  viral  infections 
unaffected  by  antibiotics. 

The  effects  of  Rh  incompatibility  reach- 
ed a peak  in  children  born  between  1949 
and  1951,  and  declined  thereafter.  This  may 
coincide  with  better  recognition,  treatment, 
and  survival  of  these  children,  the  authors 
said. 

The  report  appears  in  the  August  issue 
of  the  Archives  of  Otolaryngology,  publish- 
ed by  the  AMA. 

Authors  are  Jacob  M.  Danish,  M.D.  and 
Max  Levitan,  Ph.D.,  of  the  Woman’s  Med- 
ical College  of  Pennsylvania,  Philadelphia. 
Dr.  Levitan  is  now  at  George  Mason  Col- 
lege of  the  University  of  Virginia,  Fairfax, 
Va. 

What’s  New  in  Adoption 

It’s  becoming  easier  to  adopt  a child, 
the  black  market  in  babies  is  almost  gone, 
and  adoption  agencies  have  some  new  ideas 
on  who  is  qualified  to  be  an  adoptive  par- 
ent. 

Sometimes  even  a single  person  is  con- 
sidered a suitable  parent  by  adoption  agen- 
cies— although  this  is  still  a rarity,  notes 
the  August  issue  of  Today’s  Health  maga- 
zine, published  by  the  American  Medical 
Association. 

The  changing  attitudes  toward  adoption 
are  in  part  due  to  changing  social  condi- 
tions in  this  country,  writes  author  Charles 
Carner. 

These  is  no  longer  a scarcity  of  adopta- 
ble children — at  least  certain  kinds  of  chil- 
dren. The  shortage,  instead,  is  in  mature, 
qualified  adults  who  will  take  on  the  con- 
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siderable  responsibilities  of  raising  an  adopt- 
ed child. 

Though  adoptions  have  increased  more 
than  50  per  cent  in  the  past  decade,  from 
93,000  to  142,000  annually,  the  illegitimacy 
rate  in  the  U.  S.  has  trebled  since  1940 — 
to  275,000  a year. 

Of  an  estimated  2/2  million  children 
under  18  who  were  born  out  of  wedlock, 
about  31  per  cent  have  been  adopted.  Agen- 
cies are  aggressively  seeking  more  parents, 
particularly  for  the  hard-to-place  child. 

And  who  is  the  “hard-to-place”  child? 
Sixty-three  per  cent  of  illegitimate  births 
are  non-white  children,  but  the  number  of 
non-white  couples  volunteering  as  parents 
falls  far  short  of  this  number.  The  handi- 
capped child  also  has  a hard  time  finding 
a home. 

There  is  no  shortage  of  Jewish  parents 
seeking  adoptable  children,  but  there  is  a 
need  to  find  homes  for  interracial  Jewish 
children — those  born  out  of  wedlock  to  white 
Jewish  women  and  Negro  Christian  men. 

A New  York  City  group  known  as  the 
Commission  on  Synagogue  Relations,  com- 
posed of  rabbis  and  laymen,  is  working  in 
conjunction  with  the  Louise  Wise  Services, 
the  major  agency  that  serves  predominantly 
Jewish  unwed  mothers.  In  the  past  three 
years,  the  groups  have  placed  117  children 
through  this  program. 

Of  these,  mostly  with  Negro  fathers, 
eleven  were  placed  with  white  couples,  five 
of  whom  are  Jewish  and  six  of  whom  are 
Christian.  The  rest  were  placed  with  Negro 
Christian  families. 

About  25  children  have  been  placed 
across  the  nation  with  especially  appropri- 
ate single  parents.  A Chicago  attorney  spe- 
cializing in  adoption  cases  tells  of  a physical 
therapist,  a woman,  who  adopted  a physical- 


ly handicapped  child. 

She  helped  the  youngster  become  more 
self-sufficient  over  a period  of  about  three 
years.  Today,  he  is  a reasonably  well-ad- 
justed youngster. 

“As  a rule,  however,  agencies  don’t  be- 
lieve that  trading  one  single  biological  par- 
ent for  a single  adoptive  parent  is  an  im- 
provement,” the  attorney  said. 

The  black  market  in  babies  which  thriv- 
ed after  World  War  II  has  virtually  ended 
as  a result  of  several  factors.  Several  states 
tightened  adoption  laws  as  a result  of  a 
Senate  committee  investigations  in  the  1950s. 

Several  groups  worked  together  to  de- 
velop model  legislation  which  has  been  ad- 
opted, with  some  modification,  by  several 
states.  Among  those  cooperating  were  the 
American  Academy  of  Pediatrics,  American 
College  of  Obstetricians  and  Gynecologists, 
American  Academy  of  General  Practice, 
American  Bar  Association,  the  Children’s 
Bureau,  the  Child  Welfare  League  of  Amer- 
ica, and  the  AMA’s  Committee  on  Maternal 
and  Child  Care. 

This  new  legislation  provides  for  non- 
agency adoptions,  but  requires  a preliminary 
family  study  by  a recognized  adoption  agen- 
cy. 

“Independent  placement”  is  not  illegal 
in  most  states,  providing  no  child  broker 
profits  from  arranging  the  adoption,  and 
the  mother  has  agreed  to  the  placement. 
Cost  usually  runs  from  $1,000  to  $2,000; 
the  adoptive  parents  usually  pay  the  moth- 
er’s hospital  bills,  plus  a lawyer’s  fees  for 
drawing  up  adoption  papers.  Non-agency 
adoptions  by  out-of-state  families  have  been 
eliminated. 

While  loop-holes  which  disregarded  the 
child’s  welfare  have  been  tightened,  other 
arbitrary  policies  governing  adoption  by 
agencies  have  been  eased,  mainly  as  a re- 
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suit  of  the  changed  ratio  of  children  and 
qualified  adoptive  parents. 

This  is  an  agency  change  in  viewpoint 
“from  serving  as  a child  finder  for  adoptive 
parents  to  serving  as  a parent  finder  for 
adoptable  children”,  author  Carner  wrote. 

Some  agencies  specialize  in  serving  raci- 
ally mixed  children.  Pearl  S.  Buck’s  agency 
in  Bucks  County,  Pennsylvania,  is  particu- 
larly interested  in  Oriental-American  babies 
and  the  children  of  American  servicemen. 

Since  the  late  1940s,  WAIF-Interna- 
tional  Social  Service  has  arranged  adoption 
of  17,000  “trans-racial”  children,  mostly 
from  Korea,  Hong  Kong,  and  West  Ger- 
many. 

One  of  the  most  successful  programs  for 
racially  mixed  children  operates  in  Toron- 
to. Started  in  1952,  it  now  is  a cooperative 
venture  between  the  Social  Planning  Coun- 
cil of  Metropolitan  Toronto,  the  Children’s 
Aid  Society  of  Metropolitan  Toronto,  and 
the  Catholic  Children’s  Aid  Society.  Financ- 
ed by  the  Laidlaw  Foundation  and  the  Can- 
adian Save  the  Children  Fund,  the  groups 
recruit  both  white  and  Negro  adoptive  par- 
ents for  Negro  and  part-Negro  children.  Be- 
tween 1963  and  1965  the  agencies  placed 
93  Negro  children,  70  with  white  parents 
and  23  with  Negro  parents. 

Perhaps  the  most  heartwarming  effort 
of  all,  Carner  said,  involves  partially  handi- 
capped children  in  California.  An  11 -year 
study  by  the  Children’s  Home  Society  of 
California  shows  that  several  children,  aged 
5 to  16,  with  difering  degrees  of  handicap, 
have  successully  joined  adoptive  homes. 

An  adoption  agency’s  greatest  challenge 
remains  the  proper  matching  of  child  and 
parents. 

“In  the  1930s,  parents  had  to  be  sterile 
before  they  could  adopt  children.  Fifteen 
years  ago,  two  children  were  the  maximum. 


Now  we  place  as  many  as  six  children  with 
a family,”  said  David  S.  Franklin,  D.S.W., 
director  of  research,  the  Children’s  Home 
Society  of  California. 

“No  longer  should  we  rule  out  a couple 
because  they  say  something  ‘questionable’. 
(Agencies)  should  help  them  understand 
their  attitudes,  work  with  them  a little  long- 
er so  that  they  won’t,  for  example,  look 
down  on  the  biological  parents  of  the  child 
— because  this  tends  to  make  them  look 
down  on  the  child.  They  (parents)  have 
to  accept  a wide  range  of  differences,  and 
relax  hard  and  fast  rules,”  he  said. 

Smoking  and  Health 

A Public  Health  Service  report  summar- 
izing three  and  one-half  years  of  research 
into  the  health  consequences  of  smoking  was 
issued  today  by  the  Department  of  Health, 
Education,  and  Welfare.  Its  conclusions 
were  that  the  1964  findings  of  the  Surgeon 
General’s  Advisory  Committee  on  Smoking 
and  Health  have  been  confirmed,  and  in 
many  ways  strengthened. 

Part  I of  the  report,  which  sets  forth  cur- 
rent information  on  the  health  consequences 
of  smoking,  was  submitted  to  the  Congress 
in  July  by  Secretary  John  W.  Gardner  as 
part  of  his  report  required  by  the  Federal 
Cigarette  Labeling  and  Advertising  Act  of 
1965.  Part  II,  which  provides  technical  re- 
ports on  the  relationship  of  smoking  to  car- 
dio-vascular,  chronic  bronchopulmonary  dis- 
ease, cancer  and  other  conditions,  is  publish- 
ed for  the  first  time. 

The  new  200-page  report,  which  con- 
tains Parts  I and  II,  has  a foreword  by  Sur- 
geon General  William  H.  Stewart  It  lists 
more  than  70  scientists  within  and  outside 
the  Public  Health  Service  who  participated 
m its  preparation.  Among  these  were  the 
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ten  members  of  the  Surgeon  General’s  1964 
Advisory  Committee. 

Four  major  conclusions  are  stated  in  the 
1967  report: 

1.  Cigarette  smokers  have  substantially 
higher  rates  of  death  and  disability  than 
their  nonsmoking  counterparts  in  the  popu- 
lation. This  means  that  cigarette  smokers 
tend  to  die  at  earlier  ages  and  experience 
more  days  of  disability  than  comparable 
nonsmokers. 

2.  A substantial  portion  of  earlier  deaths 
and  excess  disability  would  not  have  occur- 
red if  those  affected  had  never  smoked. 

3.  If  it  were  not  for  cigarette  smoking, 
practically  none  of  the  earlier  deaths  from 
lung  cancer  would  have  occurred;  nor  a 
substantial  portion  of  the  earlier  deaths  from 
chronic  bronchopulmonary  diseases  (com- 
monly diagnosed  as  chronic  bronchitis  or 
pulmonary  emphysema  or  both)  ; nor  a por- 
tion of  the  earlier  deaths  of  cardiovascular 
origin.  Excess  disability  from  chronic  pul- 
monary and  cardiovascular  diseases  would 
also  be  less. 

4.  Cessation  or  appreciable  reduction  of 
cigarette  smoking  could  delay  or  avert  a 
substantial  portion  of  deaths  which  occur 
from  lung  cancer,  a substantial  portion  of 
the  earlier  deaths  and  excess  disability  from 
chronic  bronchopulmonary  diseases,  and  a 
portion  of  the  earlier  deaths  and  excess  dis- 
ability of  cardiovascular  origin. 

The  report  points  out  that,  since  the  1964 
report,  the  emphasis  of  the  present  problem 
has  changed  away  from  the  question,  “Does 
cigarette  smoking  cause  disease?”  to  the  more 
precise  questions : 

1.  How  much  mortality  and  excess  dis- 
ability are  associated  with  smoking? 

2.  How  much  of  this  early  mortality  and 
excess  disability  would  not  have  occurred  if 
people  had  not  taken  up  cigarette  smoking? 


3.  How  much  of  this  early  mortality  and 
excess  disability  could  be  averted  by  the  ces- 
sation or  reduction  of  cigarette  smoking? 

4.  What  are  the  biomechanisms  whereby 
these  effects  take  place  and  what  are  the 
critical  factors  in  these  mechanisms? 

Among  the  important  research  projects 
which  have  added  to  knowledge  since  the 
1964  report  are  new  information  from  four 
continuing  population  studies  on  the  rela- 
tionship of  smoking  and  mortality  and  a na- 
tional survey  on  the  relationship  between 
smoking  and  illness. 

The  extent  of  the  association  between 
cigarette  smoking  and  early  deaths  and  ex- 
cess disability  is  suggested  in  the  following 
statements  from  the  new  report: 

— Of  men  between  the  ages  of  35  and 
60,  approximately  one-third  of  all  deaths 
are  “excess”  deaths  in  the  sense  they  would 
not  have  occurred  as  early  as  they  did  if 
cigarette  smokers  had  the  same  death  rates 
as  non-smokers. 

— Cigarette  smoking  is  now  the  most  im- 
portant cause  of  chronic  bronchopulmonary 
diseases  and  greatly  increases  the  risk  of 
dying  from  these  diseases. 

— Men  who  smoke  cigarettes  have  a 
death  rate  from  coronary  heart  disease  7Q 
percent  higher  than  that  of  non-smokers. 
This  increases  to  200  percent  and  even  high- 
er in  the  presence  of  other  known  “risk  fac- 
tors” such  as  high  blood  pressure  and  high 
serum  cholesterol. 

— Seventy-seven  million  days  of  work  are 
lost  each  year  in  the  United  States  which 
would  not  have  been  lost  if  cigarette  smok- 
ers had  the  same  rates  of  illness  as  non- 
smokers. 

— A relationship  between  cigarette  smok- 
ing and  death  rates  from  peptic  ulcer  has 
been  confirmed,  and  data  now  suggest  that  a 
similar  relationship  exists  between  cigarette 
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smoking  and  morbidity  from  this  cause. 

Responsible  for  preparation  of  the  re- 
port was  a branch  of  the  National  Center 
for  Chronic  Disease  Control,  the  National 
Clearinghouse  for  Smoking  and  Health,  of 
which  Dr.  Daniel  Horn  is  director.  Staff  di- 
rector for  the  report  was  Dr.  Albert  C.  Kol- 
bye,  Jr. 

Cholera 

Cholera,  an  ancient  communicable  dis- 
ease, once  again  poses  a threat  to  the  United 
States  and  other  western  countries  because 
of  rapid  international  travel. 

Details  of  the  cholera  threat  to  the  west- 
ern world  are  described  in  the  September  16 
issue  of  Hospitals,  Journal  of  the  American 
Hospital  Association,  by  Eugene  J.  Ganga- 
rosa,  M.D.,  of  the  U.  S.  Public  Health  Serv- 
ice’s Communicable  Disease  Center  in  At- 
lanta, Ga. 

Cholera  has  spread  throughout  South- 
east and  South  Asia,  penetrating  as  far  west 
as  Iraq  in  the  Middle  East  since  the  pan- 
demic of  1960  in  Indonesia.  Doctor  Gan- 
garosa  considers  the  speed  of  international 
jet  airliner  travel  a major  factor  in  the 
spread  and  exposure  of  this  disease. 

The  Public  Health  Service  official  warns 
that  the  five-day  incubation  period  of  cho- 
lera allows  the  international  traveler  to  re- 
turn home  several  days  before  the  disease 
becomes  clinically  apparent.  Symptoms  range 
from  the  most  apparent,  massive  dehydra- 
tion and  collapse,  to  mild  diarrhea  that  is 
not  incapacitating  in  any  way.  In  some  cases, 
Doctor  Gangarosa  points  out,  a carrier  of 
the  disease  may  have  no  symptoms.  “It  is 
important  at  this  time,  particularly  in  cities 
that  are  focal  points  for  international  traf- 
fic, to  subculture  routinely  for  cholera  vi- 
brios stool  specimens  from  patients  with  gas- 
troenteritis who  recently  have  visited  chole- 


ra-infected areas,”  Doctor  Gangarosa  said. 

Although  only  two  cases  of  cholera  have 
been  reported  in  the  United  States  since 
1911,  travelers  to  infected  areas  are  advis- 
ed to  receive  vaccinations.  “The  standard 
vaccination  procedure  requires  two  inocula- 
tions, with  an  interval  of  at  least  seven  days 
between  the  two,”  Doctor  Gangarosa  stated. 
Because  the  period  of  immunity  is  short  and 
the  degree  of  protection  is  limited,  a booster 
dose  should  be  obtained  at  six-month  in- 
tervals as  long  as  there  is  danger  of  infec- 
tion, he  explained. 

Studies  and  experiments  with  different 
types  of  vaccine  are  being  carried  out  in 
cholera-infected  areas  to  determine  the  best 
vaccine  that  will  provide  the  longest  dura- 
tion of  protection.  Studies  are  being  con- 
ducted by  the  National  Communicable  Dis- 
ease Center  of  the  Public  Health  Service  in 
East  Pakistan  at  the  SEATO  Cholera  Re- 
search Laboratory  and  by  Japanese  and  Fi- 
lipino investigators  in  the  Philippine  Islands. 

AMA  Statement  on  Marihuana  Use 

The  use  of  marihuana  is  “probably  dis- 
proportionately higher  among  young  persons 
with  developing  psychiatric  problems  than 
among  those  without  them,”  the  American 
Medical  Association’s  Council  on  Mental 
Health  and  its  Committee  on  Alcoholism 
and  Drug  Dependence  said  today. 

Their  statement,  in  the  August  7 Journal 
of  the  American  Medical  Association,  ex- 
presses concern  not  only  over  the  psycholo- 
gical dependence  marihuana  can  cause,  but 
also  over  the  occasional,  casual  use  of  mari- 
huana by  adolescents  and  young  adults  in 
and  around  urban  centers  and  college  towns 
and  the  indications  that  such  use  may  be 
spreading  among  high  school  students. 

No  physical  dependence  or  tolerance  for 
marihuana  has  been  demonstrated.  Neither 
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has  it  been  shown  as  yet  that  marihuana 
causes  any  lasting  mental  or  physical  changes, 
according  to  the  statement. 

It  was  stressed,  however,  that  marihuana 
is  of  concern  as  a medicolegal  problem  be- 
cause it  is  a drug,  because  its  possession  and 
distribution  violate  federal  and  many  state 
laws  and  because  even  occasional  use  has 
psychiatric  implications. 

“Persons  who  use  marihuana  continual- 
ly and  as  the  symptomatic  expression  of  psy- 
chological conflict,  a means  of  gaining  so- 
cial acceptance,  or  a way  of  escaping  pain- 
ful experiences  of  anxiety  or  depression  may 
be  said  to  be  psychologically  dependent  on 
the  substance,”  the  statement  said. 

“Continuous  use  may  be  associated  with 
the  development  of  psychiatric  illness,  al- 
though few  chronic  users  are  admitted  to 
psychiatric  inpatient  facilities.” 

The  extent  of  psychological  dependence 
on  marihuana  in  the  U.  S.,  as  opposed  to 
non-dependent  use,  is  not  known,  but  it 
may  reasonably  be  presumed  to  be  less  than 
to  narcotic  drugs.  Marihuana’s  satisfactions 
aren’t  sufficient  for  the  drug  dependence- 
prone  person,  according  to  the  statement. 

“It  is  likely  that  those  who  do  become 
dependent  on  marihuana  or  other  drugs  are 
psychiatrically  disturbed,  and  that  drug  use 
is  but  one  of  a complex  of  psychological 
and  behavioral  symptoms  manifested  by 
them,”  the  statement  said. 

“Persons  physically  dependent  on  other 
substances,  such  as  heroin,  almost  always 
have  had  experience  with  marihuana,  al- 
though not  necessarily  prior  to  experiences 
with  so-called  hard  drugs,”  it  was  pointed 
out. 

The  statement  noted  that  urban  areas 
and  college  towns  attract  those  who  parti 
cipate  in  the  drug  traffic,  and  it  had  this 


to  say  about  young  people: 

“It  is  in  the  nature  of  adolescence  to  seek 
new  and  exciting  experiences,  to  question 
self,  family,  and  society,  to  try  on  and  dis- 
card new  guises  of  behavior,  to  reconcile 
opposing  pulls  and  strains,  and  to  act  like 
child  and  adult. 

“Such  experience  contribute  to  personal 
growth  and  ultimately  to  intellectual  devel- 
opment and  social  progress,  though  in  some 
instances  the  behavior  may  appear  to  some 
viewes  as  thoughtless,  irresponsible,  or  rebel- 
lious.” 

The  urban  ghetto,  “where  feelings  of 
hopelessness,  powerlessness,  oppression,  and 
futile  dissatisfaction”  promote  marihuana 
use  is  another  problem  area.  Marihuana  use 
among  the  poverty-stricken  urban  dweller 
goes  along  with  the  use  of  other  depend- 
ence-inducing substances  and  “a  broad 
range  of  asocial  and  antisocial  activity,”  ac- 
cording to  the  statement. 

Unlike  narcotics,  barbiturates  and  other 
sedatives,  and  amphetamines  and  other  sti- 
mulants, marihuana  has  no  known  use  in 
medical  practice  in  most  countries,  includ- 
ing the  United  States.  India  has  a program 
for  reducing  cannabis  use  in  the  various 
forms  of  local  medicine. 

The  hemp  plant,  Cannabis  sativa,  was 
described  as  early  as  1200  B.C.  as  a source 
of  long  textile  fibers,  and  its  “narcotic” 
properties  were  documented  by  the  Chinese 
in  200  A.D.  Its  numerous  derivatives,  which 
can  be  smoked,  eaten,  or  drunk,  have  be- 
come known  by  a variety  of  names,  includ- 
ing hashish,  bhang,  ganja,  dagga,  and  ma- 
rihuana. 

The  term  “marihuana,”  used  primarily  in 
the  Americas  and  England,  refers  to  the 
preparations  of  leaves  and  flowering  tops  of 
the  cannabis  plant,  which  are  dried,  some- 
times mixed  with  tobacco,  and  smoked  in 
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cigarettes.  In  slang  terms,  these  are  “reef- 
ers,” joints,”  or  “sticks”  containing  “hay,” 
“grass,”  “pot,”  “weeds,”  or  “tea.” 

Legally,  the  preparations  of  cannabis  are 
dealt  with  in  international  treaties  and  in 
the  western  countries,  including  the  United 
States,  in  the  same  general  manner  as  nar- 
cotics. In  the  U.  S.,  they  are  controlled  un- 
der the  Marihuana  Tax  Act,  administered 
by  the  Federal  Bureau  of  Narcotics. 

Recognizing  marihuana  intoxication  is 
easy,  but  physicians  "have  great  difficulty 
in  recognizing  the  nonintoxicated  marihua- 
na-dependent person  or  experimenter,  the 
statement  pointed  out. 

Treatment  is  complex.  “Drug  depend- 
ence is  a multifaceted  problem,  embracing 
not  only  medical  issues  but  almost  every  as- 
pect of  our  culture  and  socioeconomic  sys- 
tem. Obviously,  there  is  no  simple  solution,” 
the  statement  said. 

“The  major  focus  of  effective  treatment 
cannot  be  on  the  repeated  drug  abuse  alone, 
because  psychological  dependence  is  almost 
universally  symptomatic  of  serious  underly- 
ing personality  problems,  severe  neurotic  con- 
flicts, or  psychotic  reactions. 

“The  task  of  the  physician  is  to  learn 
from  the  patient  what  really  bothers  him 
at  both  conscious  and  unconscious  levels,  and 
what  needs  are  being  spuriously  met  at  both 
these  levels  by  taking  marihuana.” 

“It  is  important  for  the  physician  to  re- 
member that  a person  who  has  a psycholo- 
gical dependence  on  marihuana  is  sick  and 
deserving  of  understanding  and  treatment, 
even  though  he  may  have  been  involved 
in  unlawful  activity,”  the  statement  said. 

Through  marihuana  use,  a behavioral 
pattern  often  has  been  established  in  which 
the  patient  “has  experienced  rejection  by 
the  wider  society  and  acceptance  perhaps 
only  by  those  with  similar  problems.  He 


may  therefore  have  alienated  himself  from 
more  desirable  associates  and  family,  or  per- 
haps never  have  achieved  a period  of  reason- 
ably satisfactory  adjustment  to  which  he  may 
return. 

“Each  patient  represents  a unique  thera- 
peutic problem  calling  for  ingenuity  on  the 
part  of  all  who  endeavor  to  help.  The  prog- 
nosis for  persons  psychologically  dependent 
on  marihuana,  and  particularly  for  experi- 
menters, is  good  in  most  cases,”  the  state- 
ment said. 

Legal  control  is  one  of  the  most  impor- 
tant and  effective  aspects  of  preventing  ma- 
rihuana use,  the  statement  said.  In  addi- 
tion, these  suggestions  were  offered: 

“Frank  and  forceful  public  discussions, 
■focusing  on  the  futility  and  inherent  dangers 
in  experimentation  with  drugs  such  as  ma- 
rihuana and  the  consequences  of  any  sub- 
sequent psychological  dependence. 

“Expanded  counseling  services  in  schools 
could  present  more  effective  and  more  suit- 
able alternatives  to  young  people  for  deal- 
ing with  their  problems. 

“Continuing  emphasis  on  the  incompa- 
tibilities between  a primarily  punitive  ap- 
proach toward  those  who  experiment  with 
or  become  psychologically  dependent  on  ma- 
rihuana and  modern  concepts  of  treatment 
and  rehabilitation  could  lead  to  further  im- 
provements of  legislation  and  enhance  op- 
portunities for  the  drug-dependent  person  to 
obtain  treatment. 

“Persistent  vigilance  by  law-enforcement 
agencies  in  eliminating  illegal  sources  of 
the  drugs  needs  public  support  and  suffi- 
cient means  by  which  to  do  the  job. 

“Finally,  only  a community  understand- 
ing, compassion,  interest,  and  active  aid  will 
enable  the  rehabilitated  drug-dependent  per- 
son to  find  a satisfactory  place  in  society.” 


CARTA 


American  Medical  Association 
“DOCTOR-TO-DOCTOR  PROGRAM” 


c/o  The  World  Medical  Association,  Inc. 
10  Columbus  Circle,  New  York,  N.  Y.  10019 

Because  of  the  Great  Need  for  Current 
Medical  Books  and  Publications  in  many 
areas  abroad,  The  World  Medical  Associa- 
tion is  giving  full  support  and  cooperation 
to  the  DOCTOR-TO-DOCTOR  PRO- 
GRAM of  the  American  Medical  Asso- 
ciation. 

The  Program  has  two  functions:  first, 
to  provide  current  medical  literature  to  over- 
seas physicians  who  cannot  obtain  it  other- 
wise and  second,  to  open  up  avenues  of 
communication  between  all  physicians  and 
their  overseas  colleagues  establishing  there- 
by a basic  medium  for  better  understanding. 

To  implement  this  program  we  need  to 
have  the  titles  of  the  current  journals  the 
U.S.A.  doctor  will  contribute.  The  period- 
icals most  often  requested  are  the  specialty 
journals,  but  the  general  medical  publications 
such  as  journal  of  the  American  Medical 
Association,  New  England  Journal  of  Medi- 
cine, New  York  State  Journal  of  Medicine, 
etc.,  are  also  welcome.  The  demand  is  really 
for  journals  with  greater  scientific  coverage. 

After  we  have  received  the  titles  of  jour- 
nals offered,  we  will  select  from  our  cross- 
indexed  file  the  name  and  address  of  an 
overseas  colleague  in  the  same  field  of  med- 
icine or  specialty  who  had  previously  re- 
quested to  be  included  in  our  mailing  list. 

In  order  to  “open  the  door”  to  communi- 
cation between  the  donor  and  recipient 
we  ask  the  donor  doctor  from  the  U.S.A. 


when  sending  the  first  journal  to  his  over- 
seas colleague  to  write  him  a brief  note  in- 
troducing himself,  describing  his  medical  in- 
terest and  even  other  personal  data.  (In 
this  way  we  hope  their  mutual  medical  in- 
terest will  lead  to  further  correspondence 
and  eventually  to  sympathetic  understand- 
ing of  each  others  problems  and  aspira- 
tions) . 

Postage  will  be  paid  by  the  donor  of 
the  periodical.  International  surface  postage 
rates  for  journals  (“printed  matter”)  as  of 
May  1,  1967,  are  as  follows:  60  for  first  2 
oz. ; 40  for  each  additional  2 oz  or  fraction. 
Journals  may  be  mailed  in  a large  manila 
envelope  or  may  be  rolled  as  a cylinder  in 
wrapping  paper,  tying  same  with  string  and 
affixing  label. 

Your  favorable  response  to  this  appeal 
will  be  an  evidence  of  the  genuine  interest 
the  U.S.A.  doctors  have  in  their  colleagues 
around  the  world.  It  will  be  a big  step  to- 
wards international  good-will  and  under- 
standing. 

We  hope  in  the  near  future  to  expand 
this  Program  and  make  it  truly  interna- 
tional by  soliciting  journal  donors  from 
other  developed  and  even  developing  coun- 
tries. So,  please,  send  the  titles  of  the  jour- 
nals you  wish  to  contribute  to  this  Program 
to  the  undersigned,  and  you  will  receive 
the  name  of  your  correspondent  colleague. 
This  introduction  to  a foreign  colleague  we 
trust  will  lead  to  an  interesting  and  reward- 
ing experience. 
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REUNIONES 

14-18  nov. — Asamblea  Anual  de  la  Asociación  Mé- 
dica de  Puerto  Rico,  en  el  Hotel  San  Juan. 

7-11  nov . — Convención  Anual  de  la  Sociedad  Mé- 
dica del  Distrito  Sur. 

PLAZAS  DE  MEDICO  VACANTE 

El  Departamento  de  Salud  informa  que  tiene 
una  serie  de  plazas  de  médico  disponibles  en  dis- 
tintas categorías  y pueblos  de  Puerto  Rico  para 
trabajar  con  el  gobierno. 

Los  interesados  deben  comunicarse  con  el  Dr. 
José  E.  Rechany,  Ayudante  Especial  del  Secretario 
de  Salud. 

EXAMEN  PARA  GRADUADOS  DE 
UNIVERSIDADES  EXTRANJERAS 

El  "Educational  Council  for  Foreign  Medical 
Graduates”  anuncia  las  siguientes  fechas  límite  pa- 
ra solicitudes  a examen: 

Fecha  limite:  Examen  en: 

14  de  noviembre  1967  14  de  febrero  1968 

11  de  junio  1967  11  septiembre  1968 

Para  mayor  información  sobre  estos  exámenes, 
debe  el  interesado  dirigirse  a la  siguiente  direc- 
ción: 

3930  Chestnut  Street 

Philadelphia,  Pa.  19104  U.S.A. 

Cable:  EDCOUNCIL, 

Philadelphia,  Pennsylvania 

MICROFILM  DEL  BOLETIN 

Recientemente  la  Sección  de  Preservación  de 
la  Biblioteca  Nacional  de  Medicina  terminó  de  co- 
piar en  microfilm  todo  el  contenido  de  los  volú- 
menes 1 al  37  del  Boletín  de  la  Asociación  Médica 
de  Puerto  Rico  correspondientes  a los  años  1903  a 
1945.  Este  trabajo  se  llevó  a cabo  con  la  coopera- 
ción de  la  Escuela  de  Medicina.  En  esta  forma  se 


conservará  permanentemente  la  colección  del  Bo- 
letín, la  cual  ya  empieza  a deteriorarse.  El  valor 
histórico  de  esta  colección  es  incalculable. 

NUEVOS  MIEMBROS  (“FELLOWS")  DEL 

COLEGIO  AMERICANO  DE  CIRUJANOS 

Los  siguientes  compañeros  médicos  han  sido 
aceptados  como  miembros  del  Colegio  Americano 
de  Cirujía  este  año: 

Dr.  Francisco  E.  Oliveras 
Dr.  José  D.  Pagán  Pagán 
Dr.  David  H.  Chafey 
Dr.  Efraín  A.  Defendini 
Dr.  Alberto  E.  Sánchez 
Dr.  Antonio  R.  Silva 

MEDALLA  DR.  EUGENIO  FERNANDEZ 
GARCIA 

El  Dr.  Julio  V.  Santiago  recibió  la  medalla  Dr. 
Eugenio  Fernández  García,  que  otorga  la  Asocia- 
ción General  Antituberculosa  de  Puerto  Rico  al 
estudiante  de  la  Escuela  de  Medicina  de  Puerto 
Rico  que  haya  realizado  estudios  sobresalientes  en 
tuberculosis  y otras  enfermedades  respiratorias.  El 
Dr.  Santiago  obtuvo  su  grado  de  medicina  en  ma- 
yo de  1967.  Hizo  la  presentación  de  la  medalla  el 
Dr.  José  Luis  Porrata,  Presidente  de  la  AGAPR. 

ASOCIACION  MEDICA  MUNDIAL 

La  Asociación  Médica  Mundial  está  en  campa- 
ña de  reclutamiento  de  miembros.  Si  está  intere- 
sado en  pertenecer  a esta  Asociación,  diríjase  a, 
Dr.  Alberto  Z.  Romualdez,  Secretario  General,  10 
Columbus  Circle,  New  York,  N.  Y.  10019. 

Esta  Asociación  es  una  de  fines  no  pecuniarios, 
exenta  de  contribuciones  al  gobierno  y dedicada  a 
promover  el  buen  entendimiento  entre  los  médicos 
de  todo  el  mundo. 

Las  próximas  asambleas  de  esta  Asociación  se- 
rán como  sigue:  del  5 al  10  de  agosto  de  1968,  en 
Sydney,  Australia;  del  15  al  22  de  junio  de  1969, 
en  París,  Francia;  del  13  al  17  de  septiembre  de 
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1971,  en  Toronto,  Canadá;  en  agosto  de  1972,  en 
Amsterdam,  Netherlands;  y en  agosto  o septiem- 
bre de  1973,  en  Koln,  Alemania. 

NEW  BOOKS  (Cont’d) 

Other  books  received  recently  by  the  University 
of  Puerto  Rico  School  of  Medicine  and  School 
of  Dentistry  Library. 

Dentistry: 

1.  Angle,  Edward  H.  Treatment  of  malocclussion 
of  the  teeth.  Angles  system.  7th  ed„  greatly  en- 
larged and  entirely  rewritten.  Philadelphia,  White 
Dental  Manufacturing  Co.,  1907. 

2.  Bahn,  Arthur  N.  Microorganisms  of  dental 
significance,  selected  list,  1966.  Chicago,  Illinois, 
American  Dental  Association,  1966. 

3.  Brauer,  John  Charles.  Dentristy  for  children. 
5th  ed.  N.  Y.  Blakiston  Division,  McGraw-Hill, 
1964. 

4.  Broomell,  I.  N.  Anatomy  and  histology  of 
the  mouth  and  teeth,  5th  .ed,  rev.  Philadelphia, 
Blakiston,  1917. 

5.  Clarke,  Carl  Dame.  Prosthetics.  Butler,  Md., 
Standard  Arts  Press,  1965. 

6 Craddock,  F.  W.  Dental  writing.  Dunedin, 
University  of  Otago  Press,  1962. 

7.  Dewey,  Martin.  Practical  orthodontia.  4th 
rev.  ed.  St.  Louis,  Mosby,  1927. 

8.  Hiñe,  M.  K.  Review  of  dentistry.  4th  ed.  St. 
Louis,  C.  V.  Mosby  Co.,  1966. 

9 Johnson,  C.  N.  Principles  and  practice  of  fil- 
ling teeth.  Philadelphia,  S.  S.  White  Dental  Man- 
ufacturing Co.,  1900. 

10.  Johnson,  C.  N.  A text-book  of  operative 
dentistry.  Phila.,  Blakiston’s  Son  and  Co.,  1908. 

11.  Johnston,  John  F.  Modern  practice  in  crown 
and  bridge  prosthodontics.  2d  ed.  Philadelphia, 
W.  B.  Saunders  Co.,  1965. 

12.  Kronteld,  Rudolf.  Histopathology  of  the 
teeth  and  their  surrounding  structures.  2d  ed„ 
thoroughly  revised.  Philadelphia,  Lea  & Febiger, 
1939. 

13.  Manson,  Julius  David.  Periodontics  for  the 
dental  practitioner:  a manual  of  practical  perio- 
dontics. London,  Kimpton,  1966. 

14.  Montgomery,  George  L.  Pathology  for  stu- 
dents of  dentistry.  3rd  ed.  Edinburgh,  London,  E 
& S.  Livingstone,  1966. 


15.  Oral  surgery  directory  of  the  world.  3rd. 
Pittsburgh,  1961-66. 

16.  Stones,  Hubert  Horace.  Oral  and  dental 
diseases:  aetiology,  histopathology,  clinical  features 
and  treatment;  a textbook  for  dental  students  and 
a reference  book  for  dental  and  medical  practition- 
ers. 5th  ed.  Baltimore,  The  Williams  and  Wilkins 
Co.,  1966. 

Hospitals: 

1.  A Balanced  teaching  hospital;  a symposium 
at  Birmingham.  London,  N.  Y„  Published  for 
the  Nuffield  Provincial  Hospitals  Trust  by  the 
Oxford  University  Press,  1965. 

2.  Colombia,  Universidad  Nacional.  Oficina  de 
Planeación  Académica.  El  Centro  Médico  Univer- 
sitario y la  Facultad  de  Ciencias  de  la  Salud.  Bo- 
gotá, 1965. 

3.  Huffman,  Edna  K.  Manual  for  medical 
record  librarians.  Rev.  5th  ed.  Berwyn,  111., 
Physicians’  Record  Co.,  1963. 

4.  Hospital  policy  decisions:  process  and  act- 
ion. N.  Y„  Putrtam,  1966. 

5.  Kincaid,  W.  H.  Programmed  instruction  in 
the  use  of  ICDA  (International  Classification  of 
Diseases,  Adapted  for  Indexing  Hospital  Records 
by  Diseases  and  Operations)  Ann  Arbor,  Michi- 
gan, Commission  on  Professional  and  Hospital 
Activities,  1963. 

6.  Pittsburgh.  University.  Health  Law  Center. 
Student’s  guide  to  hospital  law.  Pittsburgh,  1965. 

Education: 

1.  Presidents  and  deans  of  American  colleges 
and  universities.  Nashville,  Tenn.,  Who’s  Who 
in  American  Education,  Inc.,  1962-63. 

2.  White  Alex  Sandri.  The  new  directory  of 
medical  schools.  1966  ed.  Allenhurst,  N.  J„  Aurea 
Publications,  1965. 

3.  The  World  of  Learning.  16th  ed.  1965-66. 
London,  Europa  Publication,  1966. 

Library  Science: 

1.  Special  Libraries  Association.  Illinois  Chap- 
ter. Special  libraries:  a guide  for  management. 
N.  Y.,  Special  Libraries  Association,  1966. 

2.  National  Bureau  of  Standards  Report,  Rep- 
ort of  a study  of  requirements  and  specifications 
for  serial  and  monograph  microrecording  for  the 
National  Library  of  Medicine.  Wash.,  D.  C.,  U.  S. 
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Dept,  of  Commerce,  1966. 

3.  Library  Association.  Hospital  libraries:  re- 
commended standards  for  libraries  in  hospitals. 
London,  Library  Association,  1965. 

4.  Kent,  Allen,  ed.  Library  planning  for 
automation.  Wash.,  Spartan  Books  1965. 

Bibliography: 

1.  American  Medical  Association.  Style  book 
and  editorial  manual.  4th  ed.  Chicago,  A.  M.  A., 
Scientific  Publications  Division,  1966. 

2.  The  Association  of  Life  Insurance  Medical 
Directors  of  America.  Cummulative  index  of  the 
transactions  and  proceeding  of  the  Association  of 
Life  Insurance  Medical  Directors  of  America,  n. 
p.,  1966. 

3.  Forrester,  Donald  J.  A contribution  toward 
a bibliography  on  the  lung  nematodes  of  mam 
mals.  London,  School  of  Hygiene  and  Tropical 
Medicine,  1966. 

4.  Parke,  Davis  and  Co.  Detroit.  Scientific  con- 
tributions from  the  laboratories.  1866-1966.  De- 
troit, 1966. 

5.  Pittsburgh.  University.  Dept,  of  Psychiatry. 
Staunton  Clinic.  Bibliography-Research  in  general 
practice.  Pittsburgh,  1966. 

6.  U.  S.  National  Cystic  Fibrosis  Research 
Foundation.  Cystic  fibrosis:  a bibliography.  New 
York,  1967. 

Biochemistry: 

1.  Dicks,  Martha  W.  Vitamin  E content  of 
foods  and  feeds  for  human  and  animal  con- 
sumption. Laramie,  Division  of  Biochemistry,  A- 
gricultural  Experiment  Station,  Univ.  of  Wyom- 
ing, 1965. 

2.  Dutton,  Geoffrey  J , ed.  Glucuronic  acid. 
N.  Y„  Academic  Press  1966. 

3.  Goodwin  T.  W.,  ed.  Chemistry  and  bio- 
chemistry of  plant  pigments.  London,  N.  Y„ 
Academic  Press  1965. 

4.  Hendrickson,  J.  B.  The  molecules  of  natu- 
re; a survey  of  the  biosynthesis  and  chemistry  of 
natural  products.  N.  Y.,  W.  A.  Benjamin,  1965. 

5.  King,  J.  Practical  clinical  enzymology.  Lon- 
don, D.  Van  Nostrand  Co.,  1965. 

6.  Lehninger,  Albert  L.  Bionergetics:  the  mo- 
lecular basis  of  biological  energy  transformations. 
New  York,  W.  A.  Benjamin,  1965. 


7.  Patton,  Alva  Rae.  Biochemical  energetics  and 
kinetics.  Philadelphia,  Saunders,  1965. 

8.  Review  of  physiological  chemistry.  10th  ed. 
Los  Altos,  Calif.,  Lange  Medical  Publications, 
1965. 

Pharmacology: 

1.  Cardona-Llera  Eduardo  L.  Some  aspects  ol 
the  determination  of  ethyl  alcohol  levels  for  me- 
dico-legal purposes.  Thesis.  San  Juan,  School  of 
Medicine,  University  of  Puerto  Rico,  1967 

2.  Hayes  Wayland  Jackson.  Clinical  handbook 
on  economic  poisons,  emergency  information  for 
treating  poisoning.  Atlanta,  Georgia,  Communica- 
ble Disease  Center,  U.  S.  Dept,  of  Health,  Educa- 
tion and  Welfare,  1963. 

3.  Hayes,  W.  J.  Manual  clínico  sobre  sustan- 
cias tóxicas.  Washington,  D.  C„  Organización 
Mundial  de  la  Salud,  1966. 

( Continued  in  December  issue.) 

Nacionales 

AMERICAN  COLLEGE  OF  PHYSICIANS 
POST  GRADUATE  COURSES  ■ 

Nov.  27-30.  Aledical  Genetics.  University  of  Mi- 
chigan Medical  School,  Ann  Arbor,  Michigan. 
Dec.  4-8.  Radioisotopes  and  Nuclear  Radiations  in 
Medicine.  University  of  California,  Berkeley,  Ca- 
lifornia. 

Dec.  11-15.  Advances  in  Medical  Oncology.  Uni- 
versity of  Texas  Medical  Center,  Houston,  Texas. 
Jan.  15-19.  Neurology  and  the  Internist.  University 
of  Miami  School  of  Medicine,  to  be  held  at 
The  Eden  Roc  Hotel,  Miami  Beach,  Florida. 
Feb.  5-9.  Psychiatry  and  the  Internist,  University 
of  Southern  California  School  of  Medicine,  Los 
Angeles,  California. 

Feb.  28-March  2.  Hypertensive  Cardiovascular  Di- 
seases: Mechanism  and  Treatment.  Clinical  Re- 
search Institute  of  Montreal,  Montreal,  P.  Q., 
Canada. 

INTERNATIONAL  COLLEGE  OF  SURGEONS 
REGIONAL  MEETING 
The  International  College  of  Sugeons’  Western 
Regional  Meeting,  sponsored  by  the  Southern  Ca- 
lifornia Division,  will  be  held  November  19 
through  22  at  the  Flamingo  Hotel  in  Las  Vegas, 
Nevada. 
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AMERICAN  MEDICAL  ASSOCIATION 
MEETINGS 

Nov,  26.  Ninth  National  Conference  on  the  Med- 
ical Aspects  of  Sports,  DHE,  Houston,  Texas, 
Hotel  America,  8:00  a.m. — 10:00  p.m. 

Nov.  26.  Council  on  Legislative  Activities.  Hous- 
ton Texas. 

Nov.  26-29.  AMA  Clinical  Convention,  Houston 
Texas. 

Nov.  29.  Residency  Review  Committee  for  Urology. 
DGME,  Houston,  Texas. 

Jan.  5-7.  Residency  Review  Committee  for  Obs- 
tetrics-Gynecology, DGME,  New  Orleans,  La., 
Royal  Orleans  Hotel,  10:00  a.m. 

Jan.  19-20.  Council  on  Mental  Health,  Chicago, 
111.,  Drake  Hotel. 

Jan.  26-27 . Council  on  Occupational  Health,  Chica- 
go, 111.,  Drake  Hotel,  9:00  a.m. — 5:00  p.m. 

Feb.  3-4.  Council  on  Voluntary  Health  Agencies 
Meeting  with  Arizona  Medical  Association,  Scot- 
tsdale. Ariz.,  9:00  a.m. — 5:00  p.m.,  both  days. 

PROFESSIONAL  COURTESY 
(Adopted  by  Judicial  Council  on 
June  17,  1967) 

The  custom  of  professional  courtesy  embodies 
the  ancient  tradition  of  fraternalism  among  phy- 
sicians in  the  art  which  they  share,  and  their 
mutual  concern  to  apply  their  learning  for  the 
benefit  of  one  another  as  well  as  their  patients. 
The  Judicial  Council  reaffirms  and  endorses  the 
principle  of  professional  courtesy  as  a noble  tra- 
dition that  is  adaptable  to  the  changing  scene 
of  medical  practice. 

Professional  courtesy  is  not  rule  of  conduct 
that  is  to  be  enforced  under  threat  of  penalty  of 
any  kind.  It  is  the  individual  responsibility  of  the 
physician  to  determine  for  himself  and  within 
his  own  conscience  to  whom  and  the  extent  to 
which  he  shall  allow  a discount  from  his  usual  and 
customary  fees  for  the  professional  services  he 
renders,  and  to  whom  he  shall  render  such  serv 
ices  without  charge  as  professional  courtesy. 

The  following  guidelines  are  offered  as  sug- 
gestions to  aid  physicians  in  resolving  questions 
related  to  professional  courtesy. 

1.  Where  professional  courtesy  is  offered  by 
a physician  but  the  recipient  of  services  insists 
upon  payment,  the  physician  need  not  be  embar- 
rassed to  accept  a fee  for  his  services. 


2.  Professional  courtesy  is  a tradition  that  ap- 
plies solely  to  the  relationship  that  exists  among 
physicians.  If  a physician  or  his  dependents  have 
insurance  providing  benefits  for  medical  or  surg- 
ical care,  a physician  who  renders  such  service 
may  accept  the  insurance  benefits  without  violat- 
ing the  traditional  ethical  practice  of  physicians 
caring  for  the  medical  needs  of  colleagues  and 
their  dependents  without  charge. 

3.  In  the  situation  where  a physician  is  called 
upon  to  render  services  to  other  physicians  or 
their  inmmediate  families  with  such  frequency  as 
to  involve  a significant  proportion  of  his'  profes- 
sional time,  or  in  cases  of  long-term  extended 
tratment,  fees  may  be  charged  on  an  adjusted 
basis  so  as  not  to  impose  an  unreasonable  burden 
upon  the  physician  rendering  services. 

4.  Professional  courtesy  should  always  be  ex- 
tended without  qualification  to  the  physician  in 
financial  hardship,  and  members  of  his  inmme- 
diate family  who  are  dependent  upon  him. 

Internacionales 

FERIA  INTERNACIONAL  DEL  PACIFICO 

Del  21  al  28  de  abril  de  1968  se  realizará  en 
Lima,  TECNOMED'68,  una  feria  internacional 
especializada,  para  médicos  y hospitales,  la  pri- 
mera de  este  género  que  se  efectuará  en  nues- 
tro continente.  Esta  Feria  ha  de  contribuir  a 
mejorar  el  standard  profesional  médico  y hospi- 
talario en  Latinoamérica  y a resolver  muchos  pro- 
blemas ligados  al  ramo  de  salud  pública  de  la  zo- 
na. Se  realizará  bajo  los  auspicios  del  gobierno 
peruano  y de  las  instituciones  médicas  represen- 
tativas de  ese  país.  Esta  actividad  internacional  co- 
incidirá con  el  Octavo  Congreso  Interamericano 
de  Cardiología,  que  reunirá  más  de  1,500  cardió- 
logos de  toda  América. 

IV  CURSO  COMPLETO  DE  GASTROENTERO- 
LOGIA  PARA  GRADUADOS 

Del  1 de  abril  al  2 de  diciembre  (8  meses) 
se  llevará  a cabo  un  curso  completo  de  gastroen- 
terología  para  graduados,  que  dictará  el  profesor 
Dr.  Marcos  Maur  en  el  Hospital  Nacional  de  Gas- 
troenterología  “Dr.  Bonorino  Udaondo”. 

A partir  del  1 de  marzo  de  1968  se  abrirá 
la  inscripción  en  el  Departamento  de  Graduados 
de  la  Facultad  de  Medicina  de  la  Universidad  de 
Buenos  Aires,  Argentina. 
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Información  adicional  deberá  solicitarse  del  di- 
rector del  curso,  Dr.  Marcos  Maur,  Caseros  2061, 
Buenos  Aires,  Argentina. 

X CONGRESO  AMERICANO  DE  UROLOGIA 
IV  REUNION  VENEZOLANA  DE  UROLOGIA 
Se  celebrarán  estás  actividades  del  2 al  10  de 
diciembre  de  1967,  en  Caracas,  Venezuela. 

SOCIEDAD  DOMINICANA  DE  PEDIATRIA 
En  la  asamblea  anual  de  esta  Sociedad,  efec- 
tuada a mediados  del  mes  de  agosto  de  1967,  se 
eligió  la  "siguiente  directiva,  la  cual  estará  vigen- 
te durante  el  año  1967-68: 


Presidente  Dr.  Nelson  De  Soto 

Vice-presidente  Dr.  Rafael  Acra 

Secretario  Dr.  Teófilo  Gautier 

Tesorero  Dra.  Josefina  G.  de  Cóén 

Vocales  Dr.  Rafael  Félix 


Dr.  Jaime  Socías 
Dr.  Frank  Díaz  D. 

SEXAGESIMO  QUINTA  CONVENCION  ANUAL 

DE  LA  ASOCIACION  MEDICA  DE  PUERTO 
RICO 

Programa  Científico  Preliminar 

Miércoles  15  de  noviembre 

9:00  a.m. 

Presidirá:  Eli  A.  Ramírez,  M.D. 

9:00  a.m.  El  uso  de  Crioterapia  en  la  Oftalmolo- 
gía. José  A.  Berrocal,  M.  D. 

9:20  a.m.  Middle  Ear  and  Tympanic  Membrane 
Disease  from  the  Viewpoint  of  the  Pediatrician 
and  General  Practitioner.  Nelson  Fernández  Bla- 
sini,  M.  D. 

9:40  a.m.  Toxic  Hepatic  Disease.  Hyman  J.  Zim- 
merman, M.D. 

10:00  a.m.  Colon  By-Pass  in  the  Treatment  of  He- 
patic Encephalopathy.  Elihu  M.  Schimmel,  M.D. 

10:20  a.m.  Recent  Advances  in  Liver  Disease  in 
Children.  Sydney  S.  Gellis,  M.  D. 

10:40  a.m.  Audiometric  Patterns  in  Ear  Disease. 
Alexis  O.  Fernández,  M.  D. 

11:00  a.m.  Interesting  Cancer  Cases.  Germán  E.  Ma- 
laret. 

11:20  a.m.  Estudio  Epidemiológico  de  la  Enferme- 
dad de  las  Coronarias  en  Puerto  Rico.  Mario  R. 
García  Palmieri,  M.  D.,  Manuel  Feliberty,  M. 
D„  Raúl  Costas,  M.  D.,  Angel  Alberto  Colón, 


M.  D.,  Marcelino  Cortés,  M.  D.,  Mercedes  Cruz 
Vidal,  M.  D.,  Angel  Ayala,  M.  D. 

Miércoles  15  de  noviembre 
2:00  p.m. 

Presidirá:  José  Segarra,  M.D. 

2:00  p.m.  Causal  Relationship  and  Psychiatry. 
John  L.  Simon,  M.  D. 

2:20  p.m.  Importancia  y Uso  de  la  Mamografía 
en  las  Enfermedades  del  Seno.  José  T.  Medina, 
M.  D.,  Luis  Vallecillo,  M.  D. 

2:40  p.m.  Escintigrafia  y Perfil  Funcional  Hepá- 
tico en  el  Curso  de  la  Cirrosis  Experimental  en 
Perros.  A.  Rodríguez  Olleros,  M.  D.,  S.  Irizarry, 
M.  D.,  F.  Landrón  Becerra,  M.  D.,  A.  Anglade 
Delannoy  M.  D. 

3:00  p.m . Malabsortion  Secondary  to  Folic  Acid 
Deficiency  Due  to  Severe  Alcoholism,  James  B. 
Hammond,  M.  D. 

3:20  p.m.  The  Brain  Scan.  A.  L.  Rodriguez  Ro- 
sado. 

3:40  p.m.  Urothelial  Implantation  of  Wilm’s  Tu- 
mor. David  M.  Woodhead,  M.  D.  (Major,  USAF, 
MC)  . 

4:00  p.m.  Meniere’s  Disease  - Diagnosis,  Treat- 
ment and  Prognosis.  Alexis  O.  Fernández,  M.  D. 
4:20  p.m.  Surgical  Management  of  Scoliosis.  Louis 
Goldstein,  M.  D. 

Miércoles  15  de  noviembre 
8:00  p.m. 

Salón  Isla  Verde 

8:00  p.m.  Conferencia  Anual  “Dr.  Ramón  M.  Suá- 
rez”. Introducción:  Dr.  Luis  A.  Izquierdo  Mora. 
Presentación:  Dr.  Mario  F.  García  Palmieri.  Con- 
ferenciante: Dr.  Paul  Dudley  White.  Tema: 
"Historie  Lessons  from  Our  Cardiological  Ances- 
tors" 

Jueves  16  de  noviembre 
9:00  a.m. 

(Sesión  auspiciada  por  el  Hospital  de  la  capital) 
Presidirá:  Fernando  A.  Batlle,  M.  D. 

9:00  a.m.  Coagulopatia  de  Consumo,  Experiencia 
de  un  año  en  el  Centro  Médico  de  Puerto  Rico. 
A.  Barquet  Chédiak,  M.  D.,  J.  L.  Molinari,  M. 
D„  Rafael  Rizek,  M.  D. 

9:15  a.m.  Malabsorption  in  Strongyloidosis  - A 
Report  of  Two  Cases.  E.  Figueroa  de  González, 
M.  D.,  Manuel  De  Jesús,  M.  D. 

9:30  a.m.  Pulmonary  Embolisms  Clinical  Man- 
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ifestations,  Luis  A.  Román,  M.  D.;  Pulmonary 
Arteriography,  Francisco  Olazabal,  M.  D.;  Pul- 
monary Scanning,  Lilian  Conde,.  M.  D.;  Surgical 
Management,  Jorge  O.  Just,  M.  D. 

10:30  a.m.  Psychosomatic  Purpura,  Report  of  Three 
Cases.  Rafael  A.  Rizek,  M.  D.,  A.  Barquet  Ché- 
diak, M.  D. 

10:45  a.m.  Aminoaciduria  in  Children:  Hypergly- 
cinemia and  Hyperprolinemia.  E.  Colón  Rivera, 
M.  D.,  Amalia  Sabater  de  Valdés,  M.  D.,  Alejan- 
drina Arias  de  Roura,  M.  D.,  Paul  Crosby,  Ph. 
D. 

11:00  a.m.  The  Organization  and  Experience  in  a 
Coronary  Care  Unit.  Ernesto  J.  Marchand,  M. 
D.,  Luis  G.  Borrego,  M.  D„  Luis  A.  Román,  M. 
D.,  Clyde  D.  Shoenfeld,  M.  D. 

Jueves  16  de  noviembre 

2:00  p.m. 

Presidirá:  Germán  Malaret,  M.  D. 

2:00  p.m.  The  Changing  Patterns  of  Hypertension 
With  Age.  Harold  W.  Schnaper,  M.  D. 

2:30  p.m.  A.  More  Vigorous  Approach  to  Chronic 
Obstructive  Pulmonary  Disease,  Emphysema  and 
Chronic  Bronchitis.  David  E.  Dines,  M.  D. 

3:00  p.m.  The  Auto  Immunopathies.  Sydney  S. 
Gellis,  M.  D. 

3:40  p.m.Genetic  Aspects  of  Endocrine  Disease. 
Daniel  D.  Federman. 

4:20  p.m.  Present  Status  of  Surgical  Treatment  of 
Congenital  Heart  Disease.  Leo  Cuello,  M.  D. 

Viernes  17  de  noviembre 

9:00  a.m. 

(Sección  auspiciada  por  el  Hospital  de  Veteranos) 

Presidirá:  C.  José  Ferraioli,  M.  D. 

9:00  a.m.  Rehabilitation  of  the  Patient  With 
Chronic  Pulmonary  Obstructive  Disease.  Herman 
J.  Flax,  M.  D. 

9:15  a.m.  The  Thalassemia  Trait.  Rodrigo  Menén- 
dez-Corrada,  M.  D„  Aida  I.  Fernández,  B.S., 
M.T.,  Amina  R.  de  Sala,  M.  T.  M.  S. 

9:30  a.m.  Iron  (Fe  59)  Binding  Capacity  in  the 
Diagnosis  of  Anemias.  Julio  V.  Rivera,  M.  D., 
R.  Bernabé  Prida,  B.  S.,  B.  S.  Ph. 

9:45  a.m.  Primary  Carcinoma  of  the  Esophagus. 
José  I.  Iglesias,  M.  D.,  José  D.  Pagán,  M.  D.,  Jo- 
sé H.  Amadeo,  M.  D. 

10:15  a.m.  The  Diaphragmatic  Hernia;  The  Crux 
of  the  Matter.  Laszlo  Ehrlich,  M.  D. 


10:30  a.m.  Marginal  Ulcers.  Ramón  De  Jesús  Car- 
bonell,  M.  D„  José  H.  Amadeo,  M.  D. 

10:45  a.m.  Effect  of  Antihy  per  tensive  Therapy  on 
Mild  and  Moderate  Hypertension.  Eli  A.  Rami- 
rez, M.  D. 

11:00  a.m.  Clinic-Pathological  Conference  - Dis- 
cussion. Hyman  J.  Zimmerman,  M.  D.,  Félix  M. 
Reyes,  M.  D. 

Viernes  17  de  noviembre 

2:00  p.m. 

Presidirá:  José  A.  de  Jesús,  M.  D. 

2:00  p.m.  Management  of  Status  Asthmaticus  in 
Children.  Bernard  A.  Berman,  M.  D. 

2:30  p.m.  Coombs  Positive,  Drug  Induced,  He- 
molytic Anemia.  Mercedes  M.  Torregosa,  Ph.  D., 
Aureo  García  Bulls,  M.  D.,  Angel  Cintrón  Rive- 
ra, M.  D. 

3:00  p.m.  Obstructive  Lung  Disease,  A Diagnostic 
and  Therapeutic  Challenge.  Howard  G.  Rap- 
paport,  M.  D. 

3:30  p.m.  Management  of  Allergic  Problems  in  a 
Pediatric  Practice.  Angel  Marchand,  M.  D.,  Mo- 
derator, Bernard  A.  Berman,  M.  D.,  Howard  G. 
Rappaport,  M,  D. 

4:30  p.m.  The  Treatment  of  Cardiac  Arrhyth- 
mias. Anthony  N.  Damato,  M.  D. 

Viernes  17  de  noviembre 

8:00  p.m. 

Presidirá:  José  Fernández  Martínez,  M.  D. 

8:00  p.m.  Control  de  la  Natalidad.  José  S.  Licha, 
M.  D„  Mantenedor,  Héctor  Rocamora,  M.  D., 
John  Rock  M.  D.,  Rev.  Padre  Jaime  Capó. 

Sábado  18  de  noviembre 

9:00  a.m. 

(Sesión  auspiciada  por  la  Escuela  de  Medicina 

de  la  UPR) 

Presidirá:  José  E.  Sifontes,  M.  D. 

9:00  a.m.  Cardiovascular  Effects  of  Carisoprodol 
a Muscular  Relaxant.  Walter  Stiehl,  M.  D„  R. 
Berrios,  M.  D.,  R.  Urrutia,  M.  D. 

9:20  a.m.  Syndeham’s  Chorea  ( Recent  experience 
in  a series  of  cases)  . Luis  P.  Sánchez  Longo,  M. 
D.,  Eli  Robles,  M.  D. 

9:40  a.m.  Identification  of  Abnormal  Lipoprotein 
Pattern  by  Paper  Electrophoresis.  Marta  Cando, 
Ph.  D.  José  M.  León  M.  T„  Julio  V.  Rivera, 
M.  D. 

10:00  a.m.  Absorption  Studies  in  Patients  with 


502 


Volumen  59 
Núm.  11 


Noticias.' 


Megaloblastic  Anemia  in  Pregnancy  and  Puer- 
perium.  Ricardo  Guerra,  M.  D.,  Stanley  Asencio, 
M.  D.,  Munsey  Wheby,  M.  D. 

10:20  a.m.  Systemic  Lupus  Erythematosus  After 
Idiopathic  Thrombocytopenic  Purpura.  Enrique 
Horta,  M.  D.  Esther  González  de  Rodríguez, 
M.  D. 

10:40  a.m.  The  Use  of  Temporary  Intracardiac 
Pacing  Using  a Venous  Electrode  and  an  External 
Battery  Source.  R.  Sánchez  Valentín,  M.  D„ 
Ryan  Grenshaw,  M.  D. 

11:00  a.m.  Acute  Cortical  Necrosis  - Presentation 
of  Five  Cases.  Heriberto  Morales,  M.  D.,  Rosa  N. 
Arroyo,  M.  D.,  Hernán  Padilla,  M.  D.,  Roberto 
Rodríguez,  M.  D. 

11:20  a.m.  Synthesis  of  Prothrombin  by  the  Per- 
fused Pig  Liver.  Rosendo  Ríos,  M.  D.,  Enrique 
Vázquez,  M.  D.,  Tomás  Torres,  M.  D.,  Francisco 
L.  Raffucci  M.  D. 

ASAMBLEA  EXTRAORDINARIA 
DE  LA 

ASOCIACION  MEDICA  DE 
PUERTO  RICO 

CONVOCATORIA 

Por  la  presente  me  complazco  en 
citar  a todos  los  miembros  de  nues- 
tra Asociación  a una  Asamblea  Ex- 
traordinaria el  sábado  1 1 de  noviem- 
bre de  1967,  a la  1:00  P.M.,  en  nues- 
tro domicilio,  para  considerar  enmien- 
das a nuestra  Constitución. 

Luis  A.  Izquierdo  Mora,  M.D. 

Presidente 

PROGRAMA  AUDIOVISUAL 

Películas  científicas  que  serán  exhibidas  en  el 


salón  “Four  Winds”,  del  Hotel  San  Juan: 
Miércoles  15: 


2:00  p.m. 

2:25  p.m. 

2:45  p.m. 

3:20  p.m. 
3:55  p.m. 

Jueves  16: 
2:00  p.m. 

2:30  p.m. 

3:00  p.m. 

3:25  p.m. 

4:00  p.m. 

Viernes  17: 
2:00  p.m. 

2:35  p.m. 

3:10  p.m. 

3:50  p.m. 


"The  Silent  Kidney,  The  Importance 
of  the  Ascending  Urinary  Infec- 
tion” — Warner  Chilcott  (22  min.) 

"Why  Johnny  Bleeds”  — Warner 
Chilcott  (18  min.) 

“Chronic  Bronchitis  and  Emphyse- 
ma" — Lilly  Labs.  (32  min.) 

“Urinary  Stones”  — Pfizer  (30  min.) 

“Stress  and  the  Adaptation  Syndrome” 
— Pfizer  ( — min.) 

"Corps  Profonde”  — Shering  (25 
min.) 

"Fronticis  of  Allergy”  — Schering 
(25  min.) 

"Oral  Lesions  in  Children  and  Adults” 
— Abbott  (20  min.) 

“Radioisotope  Scanning  in  the  Clin- 
ical Management  of  Patients”  — 
Squibb  (35  min.) 

“Thyroid  Deficiency  States”  — Bax- 
ter ( — min.) 

"Carcinoma  of  the  Breast  (Part  I) 
— Biopsy  of  a Mass  in  the  Breast” 
— Winthrop  (33  min.) 

“Carcinoma  of  the  Breast  (Part  II) 
— Choice  of  Primary  Treatment, 
The  Place  of  Radical  Mastectomy” 
— Winthrop  (30  min.) 

"Carcinoma  of  the  Breast  (Part  III) 
— Radical  Mastectomy  and  Post- 
operative Management”  — Winth- 
rop (37  min.) 

"Carcinoma  of  the  Breast  (Part  IV) 
— The  Advanced  Disease  — En- 
docrine Management  and  Adrena- 
lectomy” — Winthrop  (38  min.) 


'EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2 Vi,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 


Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


JZi  BURROUGHS  WELLCOME  &.  CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidei 
in  patients  receiving  oral  contracej 
tives  ¡ nausea,  vomiting,  gastrointe 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edeir 
chloasma  or  melasma,  breast  chan 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (incre 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  giv< 
immediately  postpartum,  cholesta 
jaundice,  migraine,  rash  (allergic) 
rise  in  blood  pressure  in  susceptib 
individuals,  mental  depression. 
Although  the  following  side  effect 
have  been  reported  in  users  of  ora 
contraceptives,  no  cause  and  effec 
relationship  has  been  established: 
anovulation  posttreatment,  preme 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis 
like  syndrome,  headache,  nervous 
ness,  dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  < 
itching.  The  following  occurrences 
have  been  observed  in  users  of  on 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  esta 
lished  nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  ma 
be  altered  by  the  use  of  oral  contr 
ceptives : increased  sulfobromo- 
phthalein  and  other  hepatic  funct 
tests,  coagulation  tests  (increase  i 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase 
PBI  and  butanol  extractable  prote 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


Nonnyri 

tablets 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And  — a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


1 


í¿|fe 


For  everyday  topical  steroid  therapy 

liynalar  0.01° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water-washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  mter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  lnjormation 

Contraindications:  Tuberculous,  fangal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella)  Not  for  ophthalmic  use 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions  Synalar  preparations  are  virtually 
nonsensitizing  and  r.onirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa 
tients  with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing  While  topical  steioids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Ejects  - Side 
effects  are  uncommon  with  topical  corticosteroic 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Acailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01 2—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.012  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  anc 
60  Gm.  tubes.  Neo -Synalar®  (neomycin  sulfate 
0.52  ¡0.352  neomycin  base],  fluocinolone  acetonii 
0.0252)  Cream  — 5,15  and  60  Grn.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 

:;lps  decrease  frequency  and  severity  of  attacks;  often  and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
:reases  exercise  tolerance.  Decreases  need  for  sub-  dizziness,  tachycardia,  headache  and  syncope, 
gual  nitroglycerin,  increases  patient  confidence, 
tooth,  continuous  release  independent  of  gastrointes- 
ji.al  functions  reduces  headache  and  other  side  effects 
lit  might  result  from  peak  concentrations  of  tablet  or 
ermittent-release  preparations. 

lication  and  Dosage:  For  prophylactic  use  only  in  an- 
ta pectoris,  1 capsule  every  12  hours.  Precautions:  For 
tphylaxis  only,  not  for  relief  of  acute  anginal  attacks, 
lerance  to  nitrites  may  develop  on  long-continued  use. 
ntraindications:  Idiosyncrasy  to  nitroglycerin,  and 
rly  myocardial  infarction.  Side  Effects:  With  use  of 
rites,  transient  headache,  postural  hypotension,  nausea 


"The  micro-dialysis  cell.  Nitrospan’s  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 


controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


t \ 


-NITROSPA 

nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBI®-TD  (phenformin  HCI) 


WhejTvr:  VERTIGO 
ofJVIENIERE’S  SYNDR 

ígresses  to  a high  fregyeneytmd^isahfíñg 


INDICATIONS: 

There  js  some  evidence  suggesting  that  SERC  (Betahistine  Hydrochloride)  may 
reduce  the  frequency/if  episodes  of  vertigo  associated  with  Meniere’s  sy 
drome  in  some  patents.  Clinical  studies  designed  to  evaluate  the  efficacy  of 
SERC  (Betahistiae^Hydrochloride)  have  been  concerned  only  wiy^Tsmall  portion 
of  the  clinicaf/spectrum  of  Meniere’s  syndrome.  Such  a^strtfgroup  of  patients 
have  been  characterized  by  a high  frequency  of  vertiginous  episodes  ranging 
from  one/á  day  to  once  per  two  weeks.  An  inference  of  efficacy  with  respect 
to  the  farger  population  of  Meniere's  synjkome  which  is  characterized  by 
occasional  episodes  of  vertigo  cannot  be^hade. 

No/inference  can  be  made  from  available  data  that  SERC  (Betahistine  Hydro- 
chloride)  has  any  role  in  the  prooHylaxis  and/or  treatment  of  tinnitus  and/p 
decreased  auditory  acuity  found/in  Meniere's  syndrome.  In  addition,  iUras"hot 
'been  demonstrated  that  the  u*e  of  SERC  (Betahistine  HydrochlorideVififluences 
the  future  course  of  a gi veil  patient  with  respect  to  the  subspqient  need  for 
surgical  procedures  directed  at  ameliorating  incapacitating^rmigo. 

The  safety  and  efficac/ of  SERC  (Betahistine  Hydrochlofide)  in  the  treatment 
of  vertigo  associated  wth  cerebral  arteriosclerosis  aym  vertigo  associated  with 
other  disease  states  have  not  been  established. 

CONTRAINDICATIONS: 

In  several  patient's  with  a history  of  peptic  ufcer,  there  has  been  an  exacerba- 
tion of  symptom^ concomitant  with  the  use /f  SERC  (8etahistine  Hydrochloride). 
Although  there/are  no  confirmatory  datar  with  respect  to  a drug/cause-and- 
effect  relation/it  is  recommended  that  the  drug  be  contraindicated  in  patients 
with  active  peptic  ulcer.  This  finding  ifcould  be  in  keeping  with  SERC’s  (Beta- 
histine Hydrochloride)  hypothesized  lystamine-like  activity,  i/r  histamine  is  a 
powerful  gastric  secretagogue. 

Patients  with  pheochromocytoma  sl)huld  be  treated  with  fare. 

WARNINGS: 

The  possibil  ty  of  a drug-induced  ¡ 
indications’  section)  should  be  ke 


¡xacerbation  of  a peptic  ulcer  (see  Cohtra- 
it  in  mind  when  the  administration  of/SERC 
(Betahistine  Hydrochloride)  is  beinfe  considered  for  a patient  with  a prior/history 


of  peptic  ulder.  Although  this  dru( 
feet,  the  possibility 


(Betahistine  Hydrochloride)  by  p 
demonstratedAcaution  should  be 


sensitivity  e 

sidered  and  las  with  all  new  druks,  all  patients  shJbuld  be  followe 
during  and  alter  drug  administration.  Although  cl  nical  intolerant 


has  not  been  demonstrated  to  exert/a  hyper- 
of  an  idiosyncratic  reaction  shouljf  be  con- 
carefully 
to  SERC 


tients  with  brondhial  asthma  ha 


xercised  in  these  individuals  since  clinical 


not  been 


experience  is  inadequate  at  this  ti\ne  to  establish  safety  of  use. 

USE  IN  PREGNANCY: 

Safety  of  SERC  (Betahistine  Hydrochloride)  in  pregnancy  has  not  been  estab- 
lished. Therefore,  Nts  use  in  pregnancy,  lactation,  or\  in  the  child-hearing  age 
squires  that  the  potential  benefits  of\the  drug  be  weighed  against  its  possible 
hazards  to  the  motnhr  and  child.  Animal  reproductive\studies  with\rats  have 
notNshown  any  adversKeffects. 

PRECAUTIONS: 

In  the  alvsence  of  studies  determining  whether  there  is  an  Interaction  bétween 
this  histamine-like  drug  and  antihistamine  agefvls,  it  is  recommended  that  SERC 
(BetahistinexHydrochloride)  noNje  used  concurrently  with  antihistamine  agents. 


, ADVERSE  EFFECT 
Occasional  patient^ 


rave  experiencednausea  and  heada 


DOS» 

The  usuatadult  dosage  haVbeen  one  tablefRmg.)  administered  orally  twoN 
four  timessaNday.  The  dosageNjas  ranged  from -two  tablets  pendqy  to  eight' 
tablets  per  da^Ntto  more  than  ei&ftttablets  are  redonjoiended  to  be'tairen  in 
one  day.  SERC^fi^tahistine  HydrotTUgride)  has  not ''Been  evaluated  in'' 
ifiatric  age  group  anlNtljerefore  is  notrecqmmended  fortlse^by  children. 
As  wTMi^all  drugs  SERC  (Betaltistyie  HydrochlorideHhjjuld  be  kept  ouTof-teach 
of  childrerO 

HOW  SUPPLIED: 

qdtablets  of  4 mg.  eacTm-hcttles  of  1 00  tablets. 

CAUTION: 

Federal  law  prohibitTlfispensiii&without  prescription. 


(betahistine  hydrocliM 


of  vertigmouj 
episodes  associated  withlMete’s  Syndrome. 

INITIAL  DOSAGE  SUGGESTION:  The  most  commonlN>eport- 
ed  starting  dose  of  Sere  is  two  tablets  three  times  a 


D,  ll\IC 


TOWN,  NEW  JERSEY 


Sere  is  “One  of  only  seven  new  drug  chemical  entities  marketed  last  year”  (1966) 
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“He’s  doing  better. 

X-rays  show  a duodenal  ulcer, 
but  the  bleeding  has  definitely 
slowed  down.” 


“Hemoglobin  is  still  low, 
so  I’d  give  him  at  least 
one  more  unit  of  blood  and 
continue  the  milk  and  Maalox.” 
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Maalox  works  fast,  does  not  constipate,  and  is  pleasant  to  take ...  no  taste  fatigue. 

3 dosage  forms  for  convenience,  flexibility  and  variety: 

Maalox  Suspension  (12  fl.  oz.)  ■ Maalox  No.  1 Tablets 
(0.4  Gm.)  : sugar-free  and  low  in  sodium. 

Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength 
for  double  antacid  action. 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


WILLIAM  H.  RORER,  INC.  fort  Washington,  pa. 


Instrucciones  para  los  Autores: 

El  Boletín  acepta  para  su  publicación 
artículos  relativos  a medicina  y cirugía  y las 
ciencias  afines.  Igualmente  acepta  artículos 
especiales  y correspondencia  que  pudiera  ser 
de  interés  general  para  la  profesión  médica. 

El  artículo,  si  se  aceptara,  será  con  la  con- 
dición de  que  se  publicará  únicamente  en  esta 
revista. 

Para  facilitar  la  labor  de  revisión  de  la 
Junta  Editora  y del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instruc- 
ciones: 

a)  Los  trabajos  deberán  estar  escritos  a 
máquina  a doble  espacio  y por  un  solo  lado  de 
cada  página,  en  duplicado  y con  amplio  mar- 
gen. 

b)  En  página  separada  debe  incluirse  lo 
siguiente:  título  (no  excediendo  de  80  letras  y 
espacios),  nombre  del  autor  (es),  institución 
y dirección  postal  del  autor. 

c)  Artículos  referentes  a resultados  de 
estudios  clínicos  o investigaciones  de  laborato- 
rio deben  organizarse  bajo  los  siguientes  en- 
cabezamientos: (1)  introducción,  (2)  material 
y métodos,  (3)  resultados,  (4)  discusión,  (5) 
resumen  (en  español  e inglés),  y (6)  refe- 
rencias. 

d)  Artículos  referentes  a estudios  de  casos 
aislados  deben  organizarse  en  la  siguiente  for- 
ma: (1)  introducción,  (2)  observaciones  del 
caso,  (3)  discusión,  (4)  resumen  (en  español 
e inglés),  (5)  referencias. 

e)  Las  tablas,  notas  al  calce  y leyendas 
deben  aparecer  en  hojas  separadas. 

f)  Si  un  artículo  ha  sido  leido  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar 
como  una  nota  al  calce. 

g)  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así 
se  desea. 

h)  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

i)  Las  fotografías  y microfotografias  se 


someterán  como  copias  en  papel  de  lustre  sin 
montar.  Los  dibujos  y gráficas  deben  prepa- 
rarse a tinta  negra  y en  papel  blanco.  Todas 
las  ilustraciones  deben  estar  númeradas  (nú- 
meros arábigos)  e indicar  la  parte  superior 
de  las  mismas.  Debe  escribirse  una  leyenda 
para  cada  ilustración. 

j)  Las  referencias  deben  ser  numeradas 
sucesivamente  de  acuerdo  con  su  aparición  en 
el  texto.  Los  siguientes  ejemplos  pueden  servir 
de  modelo: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (artículo  de  revista). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67.  (libro). 

Deben  usarse  solamente  las  abreviaturas  in- 
dicadas en  el  Cumulative  Index  Medicus  que 
publica  la  Asociación  Médica  Americana. 

Instructions  to  Authors: 

The  Boletín  will  accept  for  publication  con- 
tributions relating  to  the  various  areas  of  me- 
dicine surgery  and  allied  medical  sciences. 
Special  articles  and  correspondence  on  sub- 
jects of  general  interest  to  physicians  will  also 
be  accepted.  All  material  is  accepted  with  the 
understanding  that  it  is  to  be  published  solely 
in  this  journal. 

In  order  to  facilitate  review  of  the  article 
by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the 
following  instructions: 

a)  The  entire  manuscript,  including  legends 
and  references,  should  be  typewritten  double- 
spaced in  duplicate  with  ample  margins. 

b)  A separate  title  page  should  include  the 

-y 

following:  title  (not  to  exceed  80  characters 
and  spaces),  author’s  name  (s) ; institution, 
and  author’s  mailing  address. 

c)  Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be 


organized  under  the  following  headings:  (1) 
introduction,  (2)  material  and  methods,  (3) 
results,  (4)  discussion,  (5)  summary  in  En- 
glish and  Spanish,  (6)  references. 

d)  Case  reports  will  include  (1)  introduc- 
tion, (2)  description  of  the  case,  (3)  discus- 
sion, (4)  summary  in  English  and  Spanish, 
(5)  references. 

e)  Tables,  footnotes  and  legends  to  figures 
should  appear  in  separate  sheets. 

f)  If  the  paper  has  been  presented  at  a 
meeting,  the  place  and  date  should  be  stated 
as  a footnote. 

g)  Generic  names  of  drugs  should  be  used. 
Trade  names  may  also  be  given  in  parenthe- 
sis, if  desired. 

h)  Metric  units  of  measurement  should  be 
used  preferentially. 


i)  Photographs  and  photomicrographs 
should  be  submitted  as  glossy  prints,  unmount- 
ed. Drawings  and  graphs  should  be  made  in 
black  ink  on  white  paper.  All  illustrations 
should  be  numbered  (Arabic)  and  the  top 
indicated.  A legend  should  be  given  for  each. 

j)  References  should  be  numbered  serially 
as  they  appear  in  the  text.  The  following  form 
will  be  used: 

6.  Koppisch,  E.  Pathology  of  arterios- 
clerosis. Bol.  Asoc.  Med.  P.  Rico  46: 
505,  1954.  (for  journal  articles). 

4.  Wintrobe,  M.  M.  Clinical  Hematology, 
3rd  Ed.  Lea  and  Febiger,  Philadel- 
phia, 1952,  p.  67,  (for  books). 
Abreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the 
American  Medical  Association. 


ANUNCIOS 


OFICINA  PARA  ALQUILAR 
O VENDER 

Por  motivos  de  estudio  rento  o vendo  a médico 
generalista  oficina  equipada  en  sitio  céntrico  (Ave- 
nida Roosevelt  1129,  Puerto  Nuevo,  Puerto  Rico). 

Para  más  detalles,  favor  de  comunicarse  con  el 
Dr.  José  Rafael.  Rivera  después  de  las  6:00  p.m. 
en  el  teléfono  783-4843.  Pueden  también  solicitarle 
personalmente  en  el  Departamento  de  Anestesiolo- 
gía del  Centro  Médico  de  Río  Piedras. 

PHYSICIANS  WANTED  IN 

LOS  ANGELES  AND  ORANGE 
COUNTIES  SECTION  OF  SOUTHERN 
CALIFORNIA,  USA. 

GP  $24,000  yr. 

Gen.  Surg.  $30,000  yr. 


Other  Spec.  $30,000  yr. 

Opportunity  for  Partnership.  Only  those  with 
Calif,  license  of  those  available  now  should  apply. 

Call  or  write  D.  Kelly,  M.D. 

(213)  426-9393 

3210  Long  Beach  Blvd. 

Long  Beach,  Calif.  90807 

LOCAL  PARA  ALQUILAR 

Se  alquila  para  consultorio  médico:  local  de 
esquina  en  el  corazón  de  Santurce,  a unos  pasos 
de  la  zona  de  hospitales.  Ideal  para  consultorio 
de  2 ó 3 médicos,  Habitable  para  tres  cómodas 
oficinas  independientes  con  baño  y cuarto  de  exa- 
men anexo  en  cada  uno.  Espacio  para  2 ó 3 se- 
cretarias. Amplio  salón  de  espera  para  pacientes. 
Edificio  separado  para  laboratorio  colectivo.  Ren- 
ta razonable.  Llamar  teléfono  767-2374. 


When  uncontrolled 
diarrhea  brings  a 
call  for  help,  your 
^ for  Cremomycin 
can  provide 
relief... 


I 


When  the  diarrhea  sufferer  has  run  th< 
gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials— usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications : Kaolir 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  re- 
quires supplementary  administration  of  thiamine 


is 


d vitamin  K.  Neomycin:  Patient  should  be  ob- 
served for  new  infections  due  to  bacteria  or 
fungi.  Side  Effects:  Sulfonamide:  Sensitivity  re- 
actions may  occur  (e.g.,  skin  rashes,  anemia, 
polyneuritis,  fever;  agranulocytosis  with  a fatal 
outcome  has  been  reported).  Reduction  of  thia- 
mine output  in  the  feces  and  of  vitamin  K syn- 
thesis has  been  observed.  Neomycin:  Nausea, 
loose  stools  possible. 

promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL 

Composition:  Each  30  cc.  contains  neomycin 
sulfate  300  mg.  (equivalent  to  210  mg.  of  neomy- 
cin base),  succinylsulfathiazole  3.0  Gm.,  colloidal 
kaolin  3.0  Gm.,  pectin  0.27  Gm. 

@ MERCK  SHARP  & DOHME  Division  of  Merck  ft  Co.,  Inc.,  West  Point,  Pa 

where  today's  theory  is  tomorrow’s  therapy 


lAAAAA 


Before  prescribing  or  administering,  read  product  circular  with  package  or  available  on  request. 


NORPRAMIN 

(clorhidrato  de  desipramina) 

el  ANTIDEPRESIVO 
no-sedante  de  acción  rápida 

el  ánimo,  restablece  la  confianza 


vence  el  abatimiento,  levanta 

La  depresión  frecuentemente  se  caracteriza  por 
sentimientos  de  culpabilidad,  inutilidad,  desolación 
y privación.  Estas  manifestaciones,  acompañadas 
de  sintomas  tales  como  insomnio,  malestar,  tristeza 
y recelo,  responden  rápidamente  al  NORPRAMIN 
(clorhidrato  de  desipramina).  La  mejoria  general- 
mente se  manifiesta  2 a 5 días  después  de  iniciado 
el  tratamiento;  algunas  veces  antes.  Los  pacientes 
con  sensibilidad  comprobada  a estimulantes  del 
sistema  nervioso  central,  pueden  experimentar  ex- 
citación al  desaparecer  su  depresión;  en  estos  casos 
se  sugiere  reducir  la  dosis  o administrar  simultánea- 
mente tranquilizantes. 


LAKESIDE 


Indicaciones:  Depresiones  de  todo  tipo,  reacciones  depresivas  neu- 
róticas o psicóticas;  reacciones  maníaco-depresivas  o involucionales. 
Posologia:  Se  obtienen  resultados  óptimos  con  una  dosis  de  2 
tabletas  de  25  mg.  tres  veces  al  dia  (150  mg.  diarios). 

Contraindicaciones  y Precauciones:  Glaucoma,  espasmo  uretral  o 
ureteral,  infarto  reciente  del  miocardio,  trastornos  cardíacos  coro- 
narios graves  y epilepsia.  No  deberá  administrarse  durante  las  dos 
semanas  subsiguientes  a la  suspensión  de  la  terapia  con  inhibidores 
de  monoaminoxidasa.  La  seguridad  de  su  empleo  en  el  embarazo 
no  ha  sido  aún  establecida. 

Reacciones  Adversas:  Pueden  presentarse  los  siguientes  efectos 
secundarios,  generalmente  leves;  sequedad  de  boca,  estreñimiento, 
mareo,  palpitación,  micción  retardada  “mal  sabor",  ilusiones  senso- 
rias, tinnitus,  agitación  y estimulación,  sudoracion,  somnolencia, 
jaqueca,  hipotensión  ortostática.  rubor,  nausea,  calambres,  debili- 
dad, visión  borrosa  y midriasis,  salpullido,  alergia,  eosinofilia  transi- 
toria, granulopenia,  alteraciones  de  la  función  hepática  y signos 
extrapiramidales. 

Presentación:  NORPRAMIN  (chlorhidrato  de  desipramina)  tabletas 
de  25  mg.  en  frascos  de  50.  500  y 1,000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201,  E.U. A. 


PRODUCTOS 
PARA  PACIENTES 
QUE  USTED 
VE  A DIARIO 


EATON  LABORATORIES 

División  de  The  Norwich  Pharmacal  Company 
Norwich,  N.Y.,  E.U.A. 


Para  el  tratamiento  de  lesiones 
e infecciones  superficiales 

Furacin  Apósito  Soluble  y Polvo  Soluble 
Furacin  Solución  y Solución  Aerosol 

Para  el  tratamiento  de  infecciones 
oculares  y palpebrales 

Furacin  Solución  Oftálmica  y Ungüento  Oftálmico 

Para  el  tratamiento  de  otitis  media 
y externa 

Furacin  Oto-Solución 

Para  el  tratamiento  de  vaginitis 
y cervicitis  bacterianas 

Furacin  Ovulos  y Crema  Vaginal 

Para  el  tratamiento  de  infecciones 
nasales  y paranasales 

Furacin  Nasal 

Para  el  tratamiento  de  uretritis, 
infecciones  orificiales 
y heridas  penetrantes  infectadas 

Furacin  Candelillas 

tratamiento  tópico 
de  infecciones  bacterianas, 

el  Furacin* 
tiene  cada  día 
más  y más  aplicaciones 


En  el 
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DBI-TD  Does  Differ 
From  the  Sulfonylurea* 


SULFONYLUREAS  stimulate  insulin 
release  by  the  pancreatic  beta  cells.  Endogenous 
insulin  is  often  present  in  excess  in  stable  adult 
diabetics  who  are  overweight.1'2  This  insulin  is 
apparently  inefficient  in  transporting  glucose 
into  skeletal  muscle,  although  it  retains  its  activity 
in  adipose  tissue.3'4  Insulin  is  not  only  a potent  lipogenic 
hormone,  it  is  also  antilipolytic  (suppresses  fat  mobilization 
from  tissues)  and  thus  can  contribute  to  weight  gain. 


DBI-TD,  on  the  other  hand,  acts  independently  of  the 
pancreas  to  promote  increased  glucose  utilization  in  skel 
etal  muscle.6,7  DBI-TD  increases  the  entry  of  glucose 
into  muscle  cells,  possibly  by  facilitating  the  action  of 
insulin  on  muscle;  it  does  not  increase  glucose  uptake 
by  the  fat  cells  or  prevent  them  from  releasing  fatty 
acids  and  glycerol.  Thus,  in  the  overweight  stable 
adult  diabetic  who  often  releases  excessive  endog- 
enous insulin  in  response  to  hyperglycemia, 

DBI-TD  supplements  the  insulin  action 
and  may  compensate  for  its  physiologic 
inefficiency  in  this  regard.4'6'7 


CONCLUSION: 


DBI-TD  acts  directly  to  enhance  muscle  glucose  utilization, 
whereas  sulfonylureas  appear  to  depend  upon  a supply  of 
insulin  releasable  from  the  patient’s  pancreas  for  their 
hypoglycemic  effect.  Unlike  injected  insulin  or  the  endogenous 
insulin  released  under  the  stimulus  of  the  sulfonylureas,  DB1 
does  not  promote  the  conversion  of  glucose  to  fat  or  prevent 
the  mobilization  of  fatty  acids  from  the  adipose 
tissue  depots  of  the  body. 


DBI-TD 


RANCIS  A.  COUNTWAY 
IBRARY  OF  MEDICINE 


(phenformin  HCI) 


timed-disintegration  capsules  50  mg. 


1 FEB  1968 


provides  more  benefits  for  most  stable  adult  diabetics 


■ Reduces  insulin  oversecretion 


■ Promotes  gradual  weight  loss* 


^Although  anorexia  has  been  suggested  as  a possible  basis 
for  weight  loss,  controlled  studies  do  not  support  this.  In 
nondiabetic  subjects  who  are  overweight,  comparable  doses 
of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar. 


Dosage:  1 to  3 capsules  daily. 
Side  Effects:  Gastrointestinal, 
occurring  more  often  at 
higher  dosage  levels,  abate 
promptly  upon  dosage  reduc- 
tion or  temporary  withdrawal. 
Precautions:  Occasionally  an 
insulin-dependent  patient  will 
show  “starvation”  ketosis 
icetonuria  without  hyperglycemia)  which  must  be  differentiated 
om  "insulin  lack”  ketosis  which  is  accompanied  by  acidosis, 
id  treated  accordingly.  Lactic  acidosis  has  been  reported  in 
andiabetics  and  diabetics  treated  with  insulin,  with  diet,  and 
ith  DBI.  Question  has  arisen  regarding  possible  contribution 
f DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and 
Jotemia  and  also  those  with  severe  hypotension  secondary  to 
lyocardial  or  bowel  infarction.  Periodic  B.U.N.  determination 
íould  be  made  when  DBI  is  administered  in  the  presence  of 
ironic  renal  disease.  DBI  should  not  be  used  when  there  is 
gnificant  azotemia.  Any  cardiovascular  lesion  that  could  result 
severe  or  sustained  hypotension,  which  may  itself  lead  to 


development  of  lactic  acidosis,  should  be  considered  cause  for 
immediate  discontinuation  of  DBI  at  least  until  normal  blood 
pressure  has  been  restored  and  is  maintained  without  vaso- 
pressors. Should  lactic  acidosis  occur  from  any  cause,  vigorous 
attempts  should  be  made  to  correct  circulatory  collapse,  tissue 
hypoxia,  and  pH.  Contraindications:  Severe  hepatic  disease, 
renal  disease  with  uremia,  cardiovascular  collapse.  Not  recom- 
mended without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved, 
use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided. 
Also  available:  DBI  tablets  25  mg.  Consult  product  brochure. 
References:  1.  Yalow,  R.S.  and  Berson,  S.A.:  Diabetes  9:254, 
1960.  2.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963.  3.  Gun- 
dersen,  K.  and  Antoniades,  H.:  Proc.  Soc.  Exp.  Biol.  Med. 
104:411,  1960.  4.  Williams,  R.H.:  Textbook  of  Endocrinology, 
Ed.  3,  Philadelphia,  Saunders,  1962.  5.  Gordon,  E.S.:  Advances 
Internal  Med.  12:66,  1964.  6.  Butterfield,  W.J.H.  and  Whichelow, 
M.J.:  Diabetes  11:281,  1962.  7.  Searle,  G.L.  and  Cavalieri,  R.R.: 
Presented  at  26th  Ann.  Meet.  Amer.  Diabetes  Ass.,  Chicago, 
June  25-26,  1966. 


ALONE  among  oral  hypoglycemic  agents... 


■ Lowers  blood  sugar 


■ Increases  muscle  glucose  utilization 


This  is  Why  DBI-TD 
should  be  your 
Drug  of  First  Choice 
for  Most  Stable 
Adult  Diabetics 

who  arc  overweight 
and  diet-unresponsive 


U.  S.  Vitamin  and  Pharmaceutical  Corporation,  New  York,  New  York  10017 


Los  pacientes  obstétricos  o post-quirúrgicos 
que  requieren  un  método  seguro  para  elevar 
su  hemoglobina,  recibirán  tanto  hierro  (250 
mg.)  de  una  inyección  de  5 c.c.  de  Imferon 
como  el  que  contiene  una  pinta  (500  c.c.)  de 
sangre  fresca.  El  Imferon  (inyección  de 
hierro  dextrán)  es  menos  costoso  y evita  los 
bien  conocidos  peligros  que  entraña  la  trans- 
fusión de  sangre  total.  En  los  pacientes  que 
no  pueden  tomar  hierro  o en  aquellos  en 
quienes  no  se  puede  confiar  que  lo  hagan,  el 
Imferon  (inyección  de  hierro  dextrán)  sumi- 
nistra rápidamente  el  hierro  necesario  para  los 
depósitos  de  reserva. 


UNA  PINTA 
DE  SANGRE 
NO  PROPORCIONA 
MAS  HIERRO 


QUE  UNA 
AMPULA  DE  5 cc. 
DE 


IMFERON 


(inyección  de  hierro  dextrán) 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201,  U.S.A. 

PRODUCTOS 
PARA  PACIENTES 
QUE  UD.  VE 
A DIARIO 


RESUMEN:  ACCION  E INDICACIONES:  Una  sola 
dosis  de  Imferon  (inyección  de  hierro  dex- 
trán) produce  una  alza  apreciable  de  la 
hemoglobina  y una  serie  completa  de  inyec- 
ciones restituye  efectivamente  los  depósitos 
de  hierro.  El  Imferon  está  indicado  úni- 
camente en  casos  diagnosticados  de  anemia 
ferropriva,  en  los  que  resulta  inefectiva  o 
poco  práctica  la  administración  de  hierro 
oral.  Tales  deficiencias  de  hierro  pueden 
incluir:  pacientes  en  el  último  trimestre  de 
gestación;  pacientes  con  trastornos  gastro- 
intestinales o en  vías  de  recuperación  de 
intervenciones  quirúrgicas  del  tracto  gastro- 
intestinal; hemorragias  crónicas  con  pér- 
didas de  hierro  continuas  y masivas  que  no 
responden  rápidamente  al  hierro  oral;  pa- 
cientes refractarios  a transfusiones  como 
fuente  de  hierro;  niños  con  anemia  hipo- 
crómica;  pacientes  en  quienes  no  se  puede 
confiar  que  tomen  hierro  oral. 

COMPOSICION:  El  Imferon  (inyección  de 
hierro  dextrán)  es  una  solución  bien  tole- 
rada de  complejo  de  hierro-dextrán  que 
proporciona  el  equivalente  a 50  mg.  de 
hierro  elemental  por  cada  cc.  La  solución 
contiene  0.9%  de  cloruro  de  sodio  y su  pH 
varía  entre  5.2  y 6.  El  frasco-ámpula  de 
10  cc.  contiene  0:5%  de  fenol  como  preser- 
vativo. 

ADMINISTRACION  Y POSOLOGIA:  La  dosis,  ba- 
sada en  el  peso  corporal  y gramos  de 
hemoglobina  en  100  cc.  de  sangre,  varia 
desde  0.5  cc.  para  lactantes  hasta  5 cc.  para 
adultos,  aplicada  diariamente,  en  días  alter- 
nos, o semanalmente.  El  requerimiento 
total  en  cada  individuo  es  fácilmente  deter- 
minado mediante  la  tabla  de  dosificación 
contenida  en  el  prospecto.  La  inyección 
intramuscular  profunda  en  el  cuadrante 
superior  externo  de  la  región  glútea,  em- 
pleando la  técnica  trayectoria  en  Z (con 
desplazamiento  lateral  de  la  piel,  previo  a 
la  inyección) , asegura  buena  absorción  y 
evita  la  coloración  de  la  piel.  Se  recomienda 
una  aguja  de  por  lo  menos  dos  pulgadas  de 
largo  para  el  adulto  normal. 

EFECTOS  SECUNDARIOS:  La  incidencia  de  efec- 
tos secundarios  sistémicos  y locales  es  poco 
común.  Puede  ocurrir  coloración  de  la  piel. 
Una  dosis  excesiva,  superior  a la  requerida, 
puede  producir  hemosiderosis.  A pesar  de 
que  las  reacciones  alérgicas  o anafilácticas 
son  rarísimas,  se  han  presentado  ocasional- 
mente reacciones  serias;  tres  reacciones 
fatales  han  sido  atribuidas  al  Imferon 
(inyección  de  hierro  dextrán).  Raras  veces 
se  ha  reportado  urticaria,  artralgia,  lin- 
foadenopatía,  náusea,  jaqueca  y fiebre.  Se 
recomienda  aplicar  inicialmente  una  .dosis 
de  prueba  de  0.5  cc. 

PRECAUCIONES:  Si  hay  reacción  de  sensibili- 
dad a la  dosis  de  prueba  no  deberá  adminis- 
trarse el  fármaco.  El  Imferon  (inyección 
de  hierro  dextrán)  deberá  administrarse 
únicamente  por  vía  intramuscular  profunda. 
La  inyección  deberá  solamente  aplicarse  en 
el  cuadrante  superior  externo  de  la  región 
glútea,  y no  en  el  brazo  u otras  áreas.  El 
riesgo  de  carcinogénesis  en  seres  humanos 
es  insignificante  cuando  se  emplea  el 
Imferon  (inyección  de  hierro  dextrán)  en 
la  forma  recomendada. 

CONTRAINDICACIONES:  El  Imferon  (inyección 
de  hierro  dextrán)  está  contraindicado  en 
pacientes  con  sensibilidad  comprobada  al 
complejo  de  hierro  dextrán.  Por  estar  desti- 
nado exclusivamente  a la  terapia  de  las 
anemias  ferroprivas,  no  deberá  utilizarse  en 
el  tratamiento  de  otras  anemias. 
PRESENTACION:  Ampulas  de  2 cc.  cajas  de  10: 
ámpulas  de  5 cc.  cajas  de  4;  frasco-ámpulas 
de  10  cc.  de  dosis  múltiple. 
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; Contento? 

¡Si! 

Porque 
soy  fuerte 


* 


Doctores  y hospitales  siempre  pueden  recomendar 
con  confianza  !a  LECHE  EVAPORADA 
CARNATION  por  su  probada  reputación, 
calidad  y frescura.  La  LECHE 
EVAPORADA  CARNATION  ha  sido  usada 
por  generaciones  en  Puerto  Rico 
porque  significa  bebés  fuertes  y 
saludables. 


* Fernandito  Castro  Pavía 
ganador  del  Concurso 
del  Bebé  Saludable 
Carnation  de  1965. 


ÜÜAMin  D INCREASE; 
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litroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME-to  nitroglycerin  therapy 

lps  decrease  frequency  and  severity  of  attacks;  often  and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
reases  exercise  tolerance.  Decreases  need  for  sub-  dizziness,  tachycardia,  headache  and  syncope, 
gual  nitroglycerin,  increases  patient  confidence. 

Looth,  continuous  release  independent  of  gastrointes- 
al  functions  reduces  headache  and  other  side  effects 
t might  result  from  peak  concentrations  of  tablet  or 
ermittent-release  preparations. 

[¡cation  and  Dosage:  For  prophylactic  use  only  in  an- 
a pectoris,  1 capsule  every  12  hours.  Precautions:  For 
iphylaxis  only,  not  for  relief  of  acute  anginal  attacks. 

[erance  to  nitrites  may  develop  on  long-continued  use. 
ntraindications:  Idiosyncrasy  to  nitroglycerin,  and 
:ly  myocardial  infarction.  Side  Effects:  With  use  of 
rites,  transient  headache,  postural  hypotension,  nausea 


® 


in  micro-dialysis  ceils 

For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBI--TD  (phenformin  HCI) 


MITROSPA  M 

u.,  nitroglycerin  ,5m. 


"The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


fherspeutic  results  are  atilt  unsurpassed; 


they  provide  more  highly 


individualized  therapy  with  more 


flexible  dosage,  for  more 


patients ; there  is  only  minimal 


disturbance  of  the 


patient  s salt  and  water 


balance,  with  only 


negligible  loss  of  calcium; 


mood  changes  are  rare ; 


mere  is  no  voracious 


appetite  with  excessive 


■V eight  gam,  and  onlv  a 


low  incidence  of  peptic  ulcer 


and  compression  fracture 


Why  doctors  are  prescribing  ivith  confidence 

tt®  Ansto  cort’  Fauood 

TRIAMCINOLONE  LEDERLE 

for  patients  with  rheumatoid  arthritis,  bronchial  asthma  and  other 
respiratory  allergies,  inflammatory  and  allergic  skin  disorders,  and 
other  conditions  requiring  steroids 

For  an  authoritative  discussion  of  the  properties  of  ARISTOCORT  see 
the  AVM.A.  Council  on  Drugs  report  in  J.A.M.A.  169.257  (Jan.  láj  1959 


ARISTOCORT  Triamcinolone  Tablets  1 mg.  scored  (yellow):  2 mg.  scored  (pink);  4 mg. 
scored  (white);  16  mg.  scored  (white)  • ARISTOCORT  Triamcinolone  Diacetate  SYRUP 
ARISTOCORT  Triamcinolone  Acetonide  0.1%  CREAM  and  OINTMENT  Tubes  of  5 Gm.  and 
15  Gm.  • ARISTOMIN®  Steroid-Antihistamine  Compound  CAPSULES  • NEO-ARISTOCORT® 
Neomycin-Triamcinolone  Acetonide  0.1%  Eye-Ear  Ointment  Tubes  of  V3  oz.  • ARISTO 
GESIC®  Steroid-Analgesic  Compound  CAPSULES  * ARISTOCORT  Triamcinolone  Diacetate 
PARENTERAL  Vials  of  5 cc.  (25  mg./cc.  micron  ized  for  intra-articular  and  intrasynovial  injection ) 

LEDERLE  LABORATORIES,  A Divisionof  AMERICAN  CYANA.MID  COMPANY,  Pearl  River, N.Y. 


CYANAMID  BORINQUEN  CORPORATION 
Lederle  Laboratories  Dept. 

Santurce,  P.  R. 


Terrastatin® 

Capsules 

oxytetracycline  250  mg.,  nystatin  250,000  units 
For  Oral  Suspension 

oxytetracycline  125  mg.,  nystatin  125,000  umts/5  cc. 

Contraindicated:  In  individuals  hyper- 
sensitive to  oxytetracycline  or  nystatin. 
Warning:  Reduce  usual  oral  dosage 
and  consider  antibiotic  serum  level  de- 
terminations in  patients  with  impaired 
renal  function. 

Use  of  oxytetracycline  during  the 
last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may  cause 
discoloration  of  developing  teeth. 

During  treatment  with  tetracyclines, 
individuals  susceptible  to  photody- 
namic reactions  should  avoid  direct 
sunlight;  if  such  reactions  occur,  dis- 
continue therapy. 

Note:  With  oxytetracycline,  phototoxic- 
ity is  unknown  and  photoallergy  very 
rare. 

Precautions:  Use  of  broad-spectrum 
antibiotics  occasionally  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. Where  such  infections  occur,  dis- 
continue oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial 
pressure  in  infants  is  a possibility. 
Symptoms  disappear  upon  discontinu- 
ation of  therapy. 

Adverse  Reactions:  Nausea,  diarrhea, 
glossitis,  stomatitis,  proctitis,  vaginitis 
and  dermatitis,  as  well  as  reactions  of 
an  allergic  nature,  may  occur  but  are 
rare. 

Supply:  Terrastatin  Capsules:  oxytetra- 
cycline, 250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension: 
oxytetracycline,  125  mg.  and  nystatin, 
125,000  units  per  5 cc.  (when  recon- 
stituted). 

More  detailed  professional  information 
available  on  request. 
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broaden  the  broad  spectrum  with  antifungal  activity... 

Terrastatin’ 

CAPSULES /oxytetracycline  250  mg.,  nystatin  250,000  units 

Terrastatin  reinforces  the  benefits  of  Terramycin®  (oxytetracycline)— with  its  broad  range  of  effectiveness, 
low  order  of  toxicity,  excellent  toleration  and  high  concentration  in  body  tissues  and  fluids— with  the  anti- 
fungal protection  so  often  needed  in  the  elderly. ..as  well  as  in  the  very  young,  during  pregnancy,  in  the  dia- 
betic, the  debilitated,  those  on  steroid  therapy,  and  any  patient  requiring  prolonged  or  high  antibiotic  dos- 
age. (Also  available  Terrastatin  for  Oral  Suspension:  oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc.) 
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INDICATIONS:  / 

There  is  some  evidence  suggesting  that  SERC  JBetahistine  Hydrochloride)  may 
reduce  the  frequency^  episodes^of  vertigo  associated  with  Meniere's  syju- 
drome  in  some  patiehts.  Clinical  studies  designed  to  evaluate  the  élíkaCy  of 
SERC  (Betahistine  Hydrochloride)  have  been  concerned  only  with  a Small  portion 
of  the  clinical  spectrum  of  Meniere’s  syndrome.  Such  a sub  group  of  patients 
have  been  characterized  by  a high  frequency  of  vertiginous  episodes  ranging 
from  one  a day  to  once  per  two  weeks.  An "inference  of  efficacy  with  respect 
to  the  larger  population  of  Meniere's  syndrome  which  is  characterized  by 
occasidna!  episodes  of  vertigo  cannot  be  made. 

No  inference  can  be  made  from  available  data  that  SERC  (Betahistine  Hydro- 
chloride) has  any  role  in  the  prophylaxis  and/or  treatment  of  tinnitus  and/of. 
decreased  auditory  acuity  found/fn  Meniere’s  syndrome.  In  addition,  it  has  not 
/been  demonstrated  that  the  use  of  SERC  (Betahistine  Hydrochloride)  influences 
the  future  course  of  a given  patient  with  respect  to  the  substituent  need  for 
surgical  procedures  directed  at  ameliorating  incapacitating  vertigo. 

The  safety  and  efficacy,  of  SERC  (Betahistine  Hydrochloride)  in  the  treatment 
of  vertigo  associated  With  cerebral  arteriosclerosis  and  vertigo  associated  with 
other  disease  states  have  not  been  established. 

CONTRAINDICATIONS:  / 

In  several  patients  with  a history  of  peptic  ulcer,  there  has  been  an 
tion  of  symptoms  concomitant  with  the  use  of  SERC  (Betahistine  Hydrochloride). 
Although  there  are  no  confirmatory  data  with  respect  to  a drug  cause  and- 
effect  relation, /it  is  recommended  that  tffe  drug  be  contraindicated  in  patients 
with  active  peptic  ulcer.  This  finding  would  be  in  keeping  with  SERC’s  (Beta- 
histine Hydrochloride)  hypothesized  hjstamine-like  activity,  fpr  histamine  is  a 
powerful  gastric  secretagogue. 

Patients  with  pheochromocytoma  should  be  treated  with 

WARNINGS: 

The  possibil 
indications’ 

(Betahistine 
of  peptic  ulci 
sensitivity  e 
sidered  and 
during  and  a 
(Betahistine 
demonstrated 
experience  is 


:y  of  a drug-induced  Exacerbation  of  a peptic  ulcer  (see  Contra- 
ection)  should  be  kept  in  mind  when  the  administration  of  SERC 
lydrochloride)  is  being  considered  for  a patient  with  a prior  history 
r.  Although  this  drug  has  not  been  demonstrated  to  exert  i hyper- 
ect,  the  possibility  of  an  idiosyncratic  reaction  should  be  con- 
s with  all  new  drugs,  all  patients  should  be  followed/carefully 
jter  drug  administration.  Although  clhical  intolerance  to  SERC 
drochloride)  by  patients  with  bronciial  asthma  has  not  been 
aution  should  be  exercised  in  these  individuals  siqce  clinical 
dequate  at  this  tiqie  to  establish  sqfety  of  use. 

CY: 


USE  IN  PREGNAN 

v Safety  of  SERC  (Betahistine  Hydrochloride)  in  pregnancy  has  not  been  estab- 
lished. Therefore,  tts  use  in  pregnancy,  lactation,  or\in  the  child-bearing  age 
equires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  child.  Animql  reproductiveAjtudies  with  Vats  have 
not  shown  any  adverse\effects. 

PRECAUTIONS: 

In  the  absence  of  studies  determining  whether  there  is  an  interaction  between 
this  histanHne-like  drug  and  Antihistamine  agertts,  it  is  recommended  that  S^RC 
(Betahistine  Hydrochloride)  not\e  used  concurrently  with  antihibfamlne  agents. 

.ADVERSE  EFFECT 

Ocasional  patients'iiave  experienced'! 
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DOSA 

The  usubfsadult  dosage  has-been  one  tablet Xjng.)  administered  orally  two^ 
four  times  <Kday.  The  dosage  fias  ranged  from'twp  tablets  perday  to  eight 
tablets  per  dayStfo  more  than  el^httablets  are  recommended  to  be'teben  in 
any  one  day.  SERC  (Betahistine  Hydrochloride)  has  notlieer^evaluated  in 
diatric  age  group  and^ttyerefore  is  not  recommended  for  uSe^hy  children. 
As  witfkgll  drugs  SERC  (BetaFfrstijie  HydrochlorideT'shijuJd  be  kept  outlrf-reach 
of  children> 

HOW  SUPPLIED: 

edtablets  of  4 mg.  eacfrm-hflttles  of  100  tablets. 

CAUTION: 

Federal  law prohibitTífspensijigwlthout prescription. 


(betahistine  hydrochiorii 


of  vertiginous 

episodes  associated  with  Meniere’s  Syndrome. 

INITIAL  DOSAGE  SUGGESTION:  The  most  commonlyxreport- 
ed  starting  dose  of  Sere  is  two  tablets  three  times  a 
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TOWN.  NEW  JERSEY 


Sere  is  “One  of  only  seven  new  drug  chemical  entities  marketed  last  year”  (1966) 


NUTRITONIAL  STATUS 
OF  PEOPLE  IN  ISOLATED 
AREAS  OF  PUERTO  RICO 

Survey  of  Barrio  Masas  2,  % 
Gurabo,  Puerto  Rico  i 


During  February  5 to  12,  1965,  a nutri- 
tional survey  was  performed  in  the  rural  area 
of  Masas  2,  Gurabo,  Puerto  Rico.  A research 
team  was  organized  with  personnel  from  the 
Department  of  Biochemistry  and  Nutrition  of 
the  School  of  Medicine,  the  University  Hos- 
pital, the  Commonwealth  Departments  of 
Health  and  Education  and  the  Commission 
for  the  Improvement  of  Isolated  Communi- 
ties. 

Masas  2 has  been  included  in  the  program 
of  the  Government  Commission  for  the  Im- 
provement of  IsolateG  Rural  Communities  of 
Puerto  Rico.  It  it  located  on  a mountain 
range  in  the  North-Eastern  part  of  the  island, 
within  the  municipality  of  Gurabo. 

The  average  annual  family  income  in  this 
community  was  high  as  compared  with  some 
of  the  previous  areas  studied  (1,  2,  3).  Few 
families  (1.6%)  had  no  income,  and  only  22 
% received  less  than  $500  a year.  About  two- 
fifths  of  the  families  were  receiving  Social 

From  the  Department  of  Biochemistry  and  Nu- 
trition, School  of  Medicine,  University  of  Puerto 
Rico;  Division  of  Nutrition,  Department  of  Health; 
and  Department  of  Home  Economics,  University 
of  Puerto  Rico. 

This  project  was  supported  by  Grant  AM-060S2 
from  the  National  Institutes  of  Health,  Washing- 
ton, D.C.,  to  the  Department  of  Biochemistry  and 
Nutrition,  School  of  Medicine,  University  of  Puerto 
Rico. 


Nelson  A.  Fernández,  MD 
José  C.  Burgos,  MD 
Lydia  J.  Roberts,  PhD 
Conrado  F,  Asenjo,  PhD 

Welfare  assistance  and  surplus  foods  from  the 
Health  Department  Food  Distribution  Pro- 
gram. Agriculture  constituted  the  source  of 
income  in  30%  of  the  families. 

There  were  several  conditions  in  the  area 
that  needed  urgent  solution  or  improvement. 
The  narrów  dirt  road  leading  to  the  com- 
munity was  in  need  of  repair  in  order  to 
allow  better  transportation  facilities  to  town. 
Approximately  30  per  cent  of  the  families  had 
to  walk  as  their  only  mean  of  transportation. 
Two  per  cent  of  the  parents  had  never  been 
to  town.  There  was  a need  for  a reliable 
source  of  potable  water.  Over  70  per  cent  of 
the  families  obtained  their  water  from  ponds 
and  creeks.  Improved  educational  facilities 
were  necessary  since  almost  half  of  the  school 
age  children  were  not  attending  school. 
Among  146  adults  living  in  the  area,  32  or 
22%,  were  illiterate. 

Family  living  conditions  also  required  im- 
provement. Thirty  six  per  cent  of  the  houses 
were  made  of  poor  quality  wood  and  22% 
of  cardboard,  zinc  or  palm  bark.  Over  one 
third  of  them  had  only  one  or  two  rooms. 
Forty  six  per  cent  of  the  kitchens  were  in 
poor  conditions  and  4 families  cooked  on 
three-stone  hearths.  Sleeping  facilities  were 
inadequate  in  about  half  of  the  homes.  There 
were  16  families  without  latrines  and  63  per 
cent  of  the  existing  ones  needed  repairs. 
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Home  gardens  and  fruit  trees  were  absent 
in  one  third  of  the  families. 

The  socio-economic  conditions  of  the 
community  are  summarized  in  Table  I. 

Methods 

A total  of  307  subjects,  or  97%  of  the  popula- 
tion of  this  community,  were  examined  clinically. 
Biochemical  tests  were  done  in  305  individuals. 
A dietary  study  was  carried  out  in  15  selected 
families  including  77  persons  or  24%  of  the  total 
population.  The  exact  food  intake  of  each  in- 
dividual was  weighed  for  one  24  hour  period  by 
the  dietary  team.  Food  consumption  was  obtain- 
ed by  the  recipe  method.  The  ingredients  enter- 
ing in  the  composition  of  each  dish  were  weighed 
separately  as  well  as  the  final  cooked  dish.  In- 
dividual portions  and  refuse  were  also  weighed. 
Nutrient  consumption  was  calculated  using  the 
U.  S.  Department  of  Agriculture  Handbook  No. 
8 (4)  , and  supplemented  by  data  from  local  nu- 
trient analysis  figures  (5)  . 

Physical  examinations  were  done  at  the  com- 
munity school-house.  Three  examination  cubicles 


were  set  up:  one  for  children  under  6 years  and 
one  each  for  males  and  females  respectively  above 
that  age.  Heights  were  measured  without  shoes. 
Children  under  6 years  were  measured  supine  on 
the  examining  table.  Subjects  were  weighed  in 
the'ir  underclothing  and  without  shoes.  Blood  pres- 
sure levels  and  pulse  rates  were  taken  with  the 
subject  in  the  sitting  position. 

The  clinical  data  was  recorded  in  punch  cards 
similar  to  the  I.C.N.N.D.  detailed  examination 
forms.  A modified  card  was  prepared  by  us  which 
is  more  suitable  for  our  project.  Biochemical  tests 
included  hemoglobin,  hematocrit,  and  plasma  lev- 
els of  total  proteins,  albumin,  carotene,  vitamin 
A and  vitamin  C.  Urinary  excretion  rates  of  thia- 
mine, riboflavin,  and  N-methylnicotinamide  per 
gram  of  creatinine  were  done  in  casual  urine  speci- 
mens. Stools  for  ova  and  parasites  were  examined 
quantitatively. 

Hemoglobin  levels  were  determined  colorimet- 
rically  by  the  cyanmethemoglobin  method  (Drab- 
kin)  . Stool  samples  were  preserved  in  the  field 
by  the  method  of  Sapero  and  Lawless  (6) . They 
were  later  analyzed  at  the  School  of  Medicine  at 
San  Juan.  All  vitamin  C filtrates,  plasma  and 


TABLE  I:  SOCIO-ECONOMIC  CONDITIONS* 


Total  Population  315 

Number  of  families  63 

Family  Size 

Mean  5.0 

Under  6 person  70% 

6-9  persons  18% 

10  or  more  12% 

Annual  Family  Cash  Income 

No  income  1.6% 

Under  $500.00  22% 

$500  to  $999.00  46% 

$1,000  or  more  32% 

Receiving  Welfare  Assistance  39% 

Transportation 

On  foot  alone  30% 

Own  horse  63% 

Motor  vehicle  5% 

School  Age  Children  in  School  52% 

Adult  Educational  Level 

Illiterate  22% 


1st.  to  3rd.  grade  33% 

8th  grade  16% 

Family  Living  Conditions 

Need  a new  house  22% 

Need  large  repairs  5% 

No  kitchen  5% 

One  or  two  rooms  35% 

No  electricity  8% 

No  adequate  sleeping  facilities  51% 

Disposal  of  Excreta 

No  latrine  25% 

In  poor  condition  63% 

House  and  land  ownership 

Own  house  64% 

Less  than  one  acre  50% 

10  acres  or  more  30% 

Water  supply 

Pond  47% 

Stream  24% 

Over  1 Km.  away  13% 


Data  provided  by  the  Commission  for  the  Improvement  of  Isolated  Communities. 


Bol.  Asoc.  Méd.  P.  R. 
Diciembre , 1967 
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urine  specimens  Mere  kept  frozen  in  a small  elec- 
tric freezer  until  the  survey  was  completed,  and 
were  then  brought  to  the  main  laboratory  at  the 
School  of  Medicine  for  completion  of  the  analyses. 

Total  plasma  proteins  and  albumin  were  done 
by  Weichselbaum’s  method  (7)  . The  Carr-Price 
procedure  was  used  in  the  determination  of  caro- 
tene and  vitamin  A.  For  the  latter,  30  per  cent 
antimony  trichloride  in  1,  1-dichloroethane  was 
used.  The  vitamin  C procedure  was  that  of  Roe 
and  Kuether  (8)  . 


Creatinine,  thiamine,  riboflavin,  and  N-methyl- 
nicotinamide  in  urine  were  determined  by  the 
Jaffe  reaction  (9)  , Mickelsen  (10)  , Slater  and 
Morell  (11)  , and  Huff's  (12)  methods  respectively. 

Results  and  Comments 

Dietary  Findings: 

The  dietary  data  in  terms  of  actual  foods 
is  shown  in  Table  II.  1 he  diet  pattern  was 


TABLE  II:  FOOD  CONSUMPTION 
(Grams  per  person  per  day) 


Age  Group,  Years 

Sex 

Number 

0 

MF 

2 

1 

MF 

1 

2-5 

MF 

9 

6-9 

MF 

9 

10- 

M 

8 

14 

F 

6 

15-19 

M F 

3 8 

20 

M 

7 

- 39 

F 

3 

PF* 

2 

40  - 

M 

8 

59 

F 

8 

60  + 

M 

o 

F 

1 

Milk  (Total) 

606 

273 

246 

124 

150 

192 

436 

166 

141 

196 

282 

532 

223 

484 

328 

Fresh 

606 

134 

192 

97 

111 

171 

249 

158 

96 

184 

177 

445 

210 

423 

0 

Dry,  skim 

0 

0 

54 

27 

39 

21 

0 

0 

0 

12 

0 

0 

0 

0 

0 

Whole,  dry 

0 

139 

0 

0 

0 

0 

187 

8 

0 

0 

105 

87 

0 

0 

328 

Meat  and  eggs  (Total) 

0 

49 

36 

45 

46 

64 

144 

46 

108 

83 

47 

132 

66 

145 

0 

Codfish 

0 

0 

0 

10 

15 

7 

0 

5 

10 

15 

35 

21 

8 

0 

0 

Beef 

0 

0 

0 

6 

6 

23 

89 

0 

3 

43 

0 

18 

9 

38 

0 

Eggs 

0 

49 

13 

9 

10 

21 

29 

5 

28 

0 

0 

28 

16 

0 

0 

Sausages  and  ham 

0 

0 

9 

6 

1 

4 

11 

1 

25 

3 

12 

13 

13 

35 

0 

Chicken 

0 

0 

6 

0 

0 

0 

0 

0 

21 

0 

0 

11 

19 

72 

0 

Pig’s  feet 

0 

0 

5 

14 

0 

0 

15 

0 

0 

22 

0 

37 

0 

0 

0 

Pork 

0 

0 

0 

0 

14 

9 

0 

35 

21 

0 

0 

0 

7 

0 

0 

Legumes  (Total) 

0 

14 

18 

43 

41 

26 

57 

26 

42 

112 

27 

150 

38 

92 

0 

Beans 

0 

14 

13 

15 

24 

24 

57 

26 

21 

29 

0 

47 

22 

92 

0 

Pigeon  peas 

0 

0 

5 

28 

17 

2 

0 

0 

21 

83 

27 

103 

16 

0 

0 

Vegetables  & fruits  (Total) 

33 

197 

218 

254 

240 

254 

170 

339 

291 

197 

335 

285 

166 

120 

78 

Starchy  vegetables 

33 

29 

98 

165 

121 

99 

80 

171 

37 

121 

202 

189 

103 

100 

0 

Fruits 

0 

142 

74 

34 

90 

90 

0 

8 

153 

0 

0 

0 

20 

0 

0 

Yellow  and  green 
vegetables 

0 

0 

1 

4 

8 

14 

58 

2 

47 

38 

87 

34 

8 

0 

0 

Tomatoes 

0 

26 

9 

12 

19 

26 

21 

34 

42 

11 

18 

54 

13 

19 

78 

Other  vegetables 

0 

0 

36 

39 

2 

25 

11 

124 

12 

27 

28 

8 

22 

1 

0 

Cereals  & products  (Total) 

26 

85 

95 

164 

252 

187 

225 

135 

230 

229 

127 

303 

140 

160 

26 

Rice 

26 

33 

83 

141 

217 

139 

150 

105 

211 

198 

101 

266 

101 

151 

26 

Wheat 

0 

34 

11 

22 

26 

30 

67 

24 

17 

26 

26 

31 

39 

9 

0 

Visible  fat  (Total) 

4 

7 

25 

22 

18 

30 

35 

26 

39 

34 

23 

74 

49 

53 

17 

Animal 

4 

7 

24 

21 

17 

30 

35 

26 

35 

31 

16 

68 

46 

49 

3 

Sugar  & products 

56 

33 

29 

23 

53 

46 

80 

41 

100 

54 

10 

81 

33 

71 

20 

Coffee 

0 

0 

10 

7 

16 

12 

12 

14 

25 

22 

2 

39 

22 

37 

3 

Other  beverages 

0 

0 

8 

4 

3 

5 

0 

0 

86 

16 

0 

0 

23 

91 

0 

Pregnant  females 
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similar  to  that  found  in  other  communities 
studied,  although  a larger  variety  of  meat 
products  were  consumed.  The  foods  preferred 
were  starchy  vegetables,  codfish,  rice,  beans, 
and  pig’s  feet.  In  66%  of  the  families  break- 
fast consisted  only  of  coffee  with  milk.  Fifty 
nine  per  cent  of  the  families  had  starchy  tub- 
ers and  codfish  for  lunch.  Rice,  beans,  and 
pig’s  feet  were  the  favorites  for  dinner.  About 
half  of  the  families  had  fruits  or  fruit  juices 
in  their  between  meal  snacks.  The  other  half 
had  coffee  with  milk.  Only  four  families  had 
a bedtime  snack. 

The  average  consumption  of  milk  was  low 
in  most  age  groups  except  children  under  one 
year  of  age  and  men  over  40  years.  The  high- 
est intake  was  found  in  infants.  They  con- 
sumed about  2%  cups  daily.  Men  over  40 
years  of  age  had  daily  intakes  of  about  2 cups. 
The  lowest  intake  was  observed  in  children  6 
to  9 years  old  who  had  an  average  intake 
slightly  over  half  a cup  of  milk  daily.  The 
average  daily  per  capita  intake  of  milk  for 
the  whole  group  of  77  subjects  included  in  the 
dietary  survey  was  292  grams  or  1.2  cups  of 
milk.  Fresh  milk  was  consumed  by  all  age 
groups  except  women  over  60  years.  Other 
forms  of  cow’s  milk  were  consumed  by  some 
families.  Evaporated  milk  was  consumed  in 
small  amounts  by  young  adult  men,  women 
40-59  years  old,  and  men  60  years  or  over. 
Dry  skim  milk  was  consumed  in  small  a- 
mounts  by  children,  adolescents,  and  young 
women.  Whole,  dry  milk  was  consumed  in 
larger  amounts  than  dry  skim  milk. 

Animal  protein  in  the  diet  came  from  a 
variety  of  foods  wdiich  included  codfish,  pig’s 
feet,  beef,  sausages,  ham,  pork,  eggs,  and  very 
small  amounts  of  veal  and  shrimps.  The 
daily  per  capita  consumption  of  eggs  was  low, 
being  about  one  fourth  of  an  egg.  Infants  did 
not  consume  meat  or  eggs. 


Beans  and  pigeon  peas  were  the  legumes 
consumed  in  this  community.  Both  were 
eaten  by  almost  all  age  groups. 

White  potatoes  were  consumed  regularly, 
although  in  small  quantities.  They  amounted 
to  10%  of  the  total  consumption  of  starchy 
vegetables.  Tanniers  accounted  for  59%,  and 
sweet  potatoes  for  26%. 

Squash  and  green  peppers  were  eaten  in 
very  small  amounts.  Tomatoes  were  con- 
sumed regularly  by  all  families  either  fresh 
or  in  the  form  of  tomato  sauce  as  a seasoning 
for  cooking.  Other  vegetables  eaten  in  small 
quantities  were  onions,  christophine,  and 
string  beans. 

The  fruits  consumed  were  oranges,  grape- 
fruits, grapefruit  juice,  and  orange  juice.  In 
general,  the  younger  subjects  ate  more  fruits 
than  the  older  ones.  Fruits  were  absent  from 
the  diets  of  infants,  young  women,  and  adults 
60  years  or  over.  The  highest  intake  was 
found  in  males  20  to  39  years  old. 

Milled  enriched  rice  was  the  cereal  prod- 
uct of  preference.  Wheat  was  mainly  consum- 
ed in  the  form  of  soda  crackers  and  bread. 
Small  quantities  of  noodles  and  cake  wrere 
also  consumed.  Other  cereals  eaten  in  very 
small  amounts  were  corn  and  oatmeal. 

Ninety  percent  of  the  visible  fat  consumed 
was  of  animal  origin.  Lard,  salted  pork,  and 
butter  were  the  main  animal  fats  used.  Small 
amounts  of  vegetable  cooking  oil  w'ere  also 
used  by  some  families. 

Refined  sugar  was  the  only  sugar  product 
consumed. 

Coffee  is  reported  in  grams  of  coffee  flour 
used  in  the  preparation  of  the  liquid  extract. 
It  was  found  that  many  of  the  families  used 
to  mix  coffee  flour  with  varying  amounts  of 
chick  peas. 

Tables  III  and  IV  show  the  daily  con- 
sumption of  the  various  nutrients.  Mean 
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TABLE  III:  AVERAGE  DAILY  NUTRIENT  INTAKES  BY  AGE  GROUP  AND  SEX 


All 


Age  group,  years 

0 

1 

2-5 

6-9 

10-14 

15-19 

20  _ 

39 

40-59 

60 

+ 

Ages 

Sex 

MF 

MF 

MF 

MF 

M 

F 

M 

F 

M 

F 

LF* 

M 

F 

M 

F- 

MF 

Number 

2 

1 

9 

9 

8 

6 

3 

8 

7 

3 

2 

8 

8 

2 

1 

77 

Calcium,  mg. 

728 

435 

393 

289 

374 

395 

752 

342 

500 

414 

634 

901 

400 

659 

425 

509 

iron,  mg. 

1.6 

4.7 

5.7 

8.6 

10.7 

10.1 

15.5 

9.0 

12.9 

12.9 

7.3 

18.8 

8.2 

9.3 

1.4 

9.1 

Vitamin  A,  I.U. 

988 

1395 

854 

823 

927 

1302 

2027 

1121 

3103 

1083 

4114 

3032 

1527 

1197 

1462 

1663 

Thiamine,  mg. 

0.4 

0.5 

0.8 

1.2 

1.5 

1.3 

1.8 

1.2 

1.8 

1.8 

1.0 

2.7 

1.2 

1.8 

0.3 

1.3 

Riboflavin,  mg. 

1.1 

0.7 

0.7 

0.6 

0.7 

0.7 

1.4 

0.7 

1.0 

1.0 

1.0 

1.8 

0.9 

1.7 

0.7 

1.0 

Niacin,  mg. 

1.7 

3.0 

6.2 

10.0 

12.0 

10.1 

14.9 

9.2 

16.5 

15.7 

11.1 

22.1 

10.9 

18.5 

1.6 

10.9 

Vitamin  C,  mg. 

15 

68 

71 

64 

88 

92 

51 

70 

135 

71 

76 

144 

79 

89 

25 

75 

• LF  — Lading  female 


TABLE  IV:  AVERAGE  DAILY  NUTRIENT  INTAKE  PER  KILOGRAM  OF  BODY  WEIGHT 


Age  group,  years 

0 

1 

2-5 

6-9 

10-14 

15-19 

20 

39 

40 

59 

60 

■F 

Sex 

MF 

MF 

MF 

MF 

M 

F 

M 

F 

M 

F 

LF* 

M 

F 

M 

F 

Number 

2 

1 

9 

9 

8 

6 

3 

8 

7 

3 

2 

8 

8 

2 

1 

Mean  weight,  kg. 

7.1 

9.5 

13.8 

23.3 

30.3 

34.1 

50.5 

54.1 

57.7 

58.0 

51.6 

61.3 

63.5 

52.4 

68.1 

Calories 

112 

100 

80 

59 

57 

48 

45 

26 

39 

29 

28 

33 

26 

43 

8 

Protein,  gm. 

3.2 

2.9 

2.1 

1.7 

1.7 

1.3 

1.4 

0.7 

1.0 

1.1 

1.2 

1.7 

0.6 

1.1 

0.2 

Animal  protein,  gm. 

2.9 

1.6 

1.1 

0.8 

0.7 

0.6 

0.8 

0.3 

0.6 

0.5 

0.8 

0.9 

0.4 

0.8 

0.2 

Fat,  gm. 

3.9 

2.7 

2.9 

1.4 

1.1 

1.4 

1.5 

0.7 

1.1 

0.9 

0.8 

1.8 

1.1 

1.9 

0.4 

• LF  — Lading  female 


caloric  intake  was  generally  low  for  most  age 
groups.  A tremendously  low  intake  of  8 
calories  per  kilogram  of  body  weight  was 
observed  in  a woman  over  60  years.  Children 
under  two  years  of  age,  young  adult  men 
(20-39  years),  and  men  over  sixty  had  ade- 
quate intakes.  Children  2 to  5 years  old  had 
a mean  caloric  consumption  of  80  calories 
per  kilogram  of  .body  weight,  which  is  a lit- 
tle lower  than  the  desirable  amount  of  95 
calories.  School  children  and  adolescents  had 
intakes  of  about  two  thirds  the  recommended 
amounts.  Adults,  except  lactating  females  and 
women  60  years  or  over,  had  intakes  of  three 
fourths  or  more  of  the  recommended 
amounts. 

Protein  consumption  was  satisfactory.  The 
average  daily  intake  for  all  ages  was  1.4 
grams  of  protein  per  kilogram  of  body  weight. 
Only  girls  15  to  19  years  old  and  women  over 
40  had  intakes  of  less  than  one  gram  per 
kilogram  of  body  weight.  Girls  15  to  19  years 


old  had  an  intake  of  0.7  grams  of  protein 
per  kilogram  of  body  weight,  which  is  about 
two  thirds  the  recommended  amount.  The 
lowest  protein  intake  was  found  in  a woman 
over  60  years  old.  Fifty  six  per  cent  of  the 
total  protein  was  of  animal  origin.  The  main 
sources  of  animal  protein  were  codfish,  beef, 
eggs,  pig’s  feet,  sausages,  and  ham. 

Fat  intake  was  higher  than  in  previous  sur- 
veys (1,  2,  3).  Lard  was  preferred  to  other 
kinds  of  fat.  Thirty  one  per  cent  of  the  total 
calories  came  from  fat. 

Calcium  intake  was  low  in  general.  Most 
age  groups  had  intakes  of  less  than  500  mg 
daily.  Only  infants  and  males  40  to  59  years 
old  had  adequate  intakes  of  calcium. 

Iron  consumption  was  particularly  low  in 
infants,  pre-school  children,  and  women  over 
60  years.  Girls  15  to  19  old,  women  40  to  59 
years  old,  and  lactating  females  also  had  de- 
ficient intakes.  Adolescent  and  adult  men 
showed  higher  intakes  ranging  from  accep- 
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table  to  high. 

Vitamin  A ingestion  was  low  in  general. 
Most  age  groups  had  daily  intakes  below 
2,000  I.U.  of  the  vitamin. 

Vitamin  C intake  was  adequate  for  most 
age  groups.  The  lowest  intakes  were  found 
in  infants,  boys  15  to  19  years  old,  and  wo- 
men over  60  years  old. 

Thiamine  was  consumed  in  satisfactory 
amounts.  In  most  age  groups  it  was  over 
0.5  mg.  per  1,000  calories.  Riboflavin  con- 
sumption was  rather  low,  except  for  infants 
and  men  40  years  or  over.  Niacin  intake  was 
low  in  infants,  children  up  to  9 years  old, 
and  females  over  60  years  old.  For  other  age 
groups  the  intake  varied  from  fair  to  ade- 
quate. 

National  Research  Council  recommended 
dietary  allowances  as  revised  in  1963  were 
used  in  the  evaluation  of  the  dietary  data 
(13). 

Clinical  Findings: 

The  main  clinical  signs  observed  are  sum- 
marized in  Table  V.  The  prevalence  of  den- 
tal caries  and  missing  teeth  was  similar  to 
previous  areas  studied  (1,  2,  3).  There  was  a 
considerable  prevalence  of  signs  associated 
with  vitamin. A deficiency  such  as  follicular 


hyperkeratosis  and  xerosis  of  the  skin.  The 
former  was  more  prevalent  among  children, 
adolescents,  and  young  adults.  Xerosis  was 
observed  mainly  in  subjects  over  40  years  old. 
Conjunctival  injection,  a sign  which  could 
be  related  to  vitamin  A or  riboflavin  de- 
ficiency, was  shown  by  9 subjects. 

Gingivitis  was  usually  associated  with 
pyorrhea  and  poor  oral  hygiene.  It  was  most- 
ly of  the  localized  type,  and  prevailed  more 
among  adults  20  to  59  years  of  age.  However, 
there  were  7 cases  of  diffuse  gingivitis  which 
could  represent  ascorbic  acid  deficiency. 

In  this  survey,  for  the  first  time  in  our  pro- 
gram, Bitot  spots  were  observed  in  a 9 years 
old  boy,  who  also  had  mild  follicular  hyper- 
keratosis on  the  thighs  and  buttocks.  How- 
ever, his  vitamin  A and  carotene  plasma 
values  were  high.  Dental  fluorosis  was  seen 
in  6 young  subjects.  The  prevalence  of  an- 
gular stomatitis  was  very  low  (3  cases). 

Bilateral  edema  was  observed  in  2 adult 
women.  Both  of  them  were  markedly  over- 
weight. One  also  had  follicular  hyperkera- 
tosis and  low  plasma  total  proteins. 

Other  signs  appearing  in  very  few  sub- 
jects were:  enlarged  parotid  glands,  hepato- 
megaly, nasolabial  seborrhea,  germ  varum, 
“geographic”  tongue,  and  other  tongue 


TABLE  V:  CLINICAL  SIGNS 
% PREVALENCE 


Age  Group 

Number 

0-1 

9 

2-5 

29 

6-9 

30 

10-14 

62 

15-19 

46 

20-39 

58 

40-59 

57 

>60 

16 

All  Ages 
307 

Dental  Caries 

0 

28 

53 

37 

35 

60 

58 

44 

45 

Missing  Teeth 

0 

0 

7 

18 

20 

47 

82 

100 

37 

Follicular  Hyperkeratosis 

0 

21 

27 

31 

26 

21 

12 

0 

21 

Skin  Xerosis 

Conjuntival 

0 

10 

0 

0 

0 

3 

14 

19 

5 

Injection 

0 

3 

7 

2 

0 

3 

5 

0 

3 

Gingivitis 

Dental 

0 

0 

0 

3 

2 

19 

26 

13 

10 

Maloclusion 

0 

0 

7 

3 

2 

0 

5 

6 

3 
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changes  such  as  furrows,  papillary  atrophy, 
and  papillary  hypertrophy. 

The  most  significant  clinical  sign  observed 
was  retardation  of  growth  (Table  VI).  Both 
body  height  and  weight  results  showed  aver- 


thicker  in  the  arm  than  in  the  back  until  late 
adolescence.  Above  that  age  the  opposite  oc- 
curred. Some  direct  relation  was  observed 
between  the  mean  per  cent  standard  weights 
and  the  skinfold  measurements.  The  relation 


TABLE  VI:  CLINICAL  FINDINGS 


Age  Group 

Sex 

Number 

0-1 

MF 

9 

2-5 

MF 

29 

6-9 

MF 

30 

10  - 

M 

32 

14 

F 

30 

15  - 

M 

17 

_ 19 

F 

26 

20  - 

M 

26 

_ 39 

F 

26 

16  - 

PF 

8 

- 42 

LF 

2 

40  - 

M 

36 

- 59 

F 

20 

60  + 

M F 

10  6 

Mean  Age 

9 

mo. 

3.8 

7.6 

12 

12 

17 

17 

26 

30 

23 

30 

49 

49 

66 

73 

Mean  Height 

inches 

27 

39 

47 

55 

56 

63 

61 

67 

61 

61 

61 

65 

60 

64 

59 

Mean  Weight 

lbs. 

17 

30 

46 

70 

80 

107 

109 

135 

130 

118 

110 

133 

129 

132 

115 

Mean  % Standard  Weight 

97 

86 

80 

80 

88 

81 

93 

93 

109 

101 

93 

96 

109 

98 

101 

Mean  arm 

7.9 

6.9 

6.2 

6.8 

9.6 

6.9 

15.1 

6.4 

17.9 

11.9 

13.5 

6.6 

16.8 

7.5 

10.2 

Skin  fold  mm.  back 

6.6 

5.0 

5.1 

5.8 

8.0 

7.8 

13.8 

9.1 

21.4 

12.8 

18.0 

10.1 

22.4 

11.3 

16.8 

Mean  Blood  Pressure 

97 

101 

110 

119 

120 

135 

118 

123 

122 

136 

131 

145 

164 

"57" 

~ 6l" 

63" 

6<f 

71 

~T6 

~T4 

65 

~86 

”78 

To 

~79 

T6 

%>  40/90 

0 

0 

0 

0 

0 

4 

0 

0 

0 

6 

10 

20 

33 

Mean  Pulse 

145 

96 

91 

92 

80 

94 

81 

88 

92 

78 

74 

89 

74 

92 

PF  = Pregnant  female  subjects  LF  = Lactating  females  subjects 


ages  below  United  States  (14,  15)  and  Puer- 
to Rican  standards  (16).  There  was  a ten- 
dency among  young  adults  to  grow  taller 
than  older  people.  The  mean  per  cent  stand- 
ard weights  revealed  that  moderate  under- 
nutrition, 10  to  20  per  cent  underweight, 
was  the  rule  in  children  and  adolescents. 
Adults,  in  general,  had  satisfactory  weights. 
The  per  cent  standard  weights  were  calculat- 
ed in  terms  of  weight  for  age  up  to  18  years, 
and  weight  for  height  above  that  age.  The 
weights  for  attained  heights  were  reasonably 
good. 

Growth  retardation  became  progressively 
obvious  from  6 years  of  age  to  adolescence. 
At  17  years,  boys  and  girls  were  5 and  2 
inches  below  the  average  standard  heights, 
respectively.  The  mean  heights  of  infants 
and  pre-school  children  were  adequate. 

In  general,  females  had  thicker  skinfolds 
than  males.  This  became  very  obvious  in 
adolescence  and  adulthood.  Skinfold  was 


was  more  notable  with  the  arm  skinfold. 

According  to  the  standards  recently  pro- 
posed by  Seltzer  and  Mayer  (17)  using  the 
arm  skinfold  thickness  as  an  index  of  obesity, 
the  prevalence  of  this  condition  was  very  low. 
Only  one  adolescent  girl  and  two  adult  wo- 
men were  obese. 

Blood  pressure  increased  with  age  as  ex- 
pected (Table  VI) . Arterial  hypertension  was 
more  common  among  women  than  in  men. 
Mean  pulse  rates  were  higher  than  average, 
particularly  among  adult  women. 

Laboratory  Findings : 

The  results  of  the  hematologic  studies  are 
presented  in  Table  VII.  Few  low  hemoglobin 
levels  affecting  mainly  small  boys  were  ob- 
served. The  general  prevalence  of  anemia 
was  low.  All  the  anemias  were  of  the  hypo- 
chromic type  as  shown  by  the  mean  corpus- 
cular hemoglobin  concentrations.  Male  chil- 
dren under  two  years  of  age,  and  pregnant 
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TABLE  VII:  MEAN  HEMOGLOBIN  AND  HEMATOCRIT 


Age 

Sex 

0-1 

MF 

2-5 

MF 

6-9 

MF 

10 

M 

- 14 

F 

15  - 

M 

19 

F 

M 

20 

F 

PF* 

39 

LF* 

40 

M 

59 

F 

60 

M 

+ 

F 

Hemoglobin 

(grams%) 

Number 

9 

27 

30 

32 

30 

17 

26 

26 

25 

8 

2 

35 

20 

10 

6 

Mean 

10.3 

12.0 

12.2 

12.5 

13.1 

13.5 

12.8 

15.4 

13.3 

11.0 

13.1 

15.5 

13.8 

14.5 

13.7 

% < 10 

33 

7 

7 

9 

0 

12 

8 

0 

4 

13 

0 

0 

0 

10 

0 

M.C.H.C. 

Number 

9 

26 

30 

32 

29 

17 

26 

26 

25 

8 

2 

35 

20 

10 

6 

Mean 

32 

34 

32 

32 

34 

32 

32 

33 

32 

31 

31 

33 

32 

32 

32 

% < 28 

11 

4 

0 

6 

0 

6 

8 

0 

4 

13 

0 

0 

0 

0 

0 

PF  = Pregnant  female 

subjects 

LF 

= Lading  females 

TABLE  VIH:  MEAN  PLASMA  PROTEINS 


Age 

Sex 

0-1 

MF 

2-5 

MF 

6-9 

MF 

10 

M 

- 14 

F 

15 

M 

19 

F 

20 

M 

F 

39 

PF* 

LF* 

40 

M 

59 

F 

60 

M 

+ 

F 

Total  Proteins 

(Cm.  %) 

Number 

7 

22 

28 

32 

30 

17 

25 

25 

25 

8 

2 

34 

20 

9 

6 

Mean 

5.6 

6.4 

6.5 

6.6 

6.9 

6.6 

6.8 

6.7 

6.8 

6.9 

7.4 

7.0 

7.0 

7.4 

7.2 

% < 6.0 

71 

27 

14 

28 

10 

24 

4 

4 

8 

13 

0 

6 

10 

22 

17 

Albumin 

Gm.  %) 

Number 

8 

24 

28 

32 

30 

17 

25 

26 

25 

8 

2 

34 

20 

10 

6 

Mean 

3.9 

3.8 

3.9 

4.0 

3.9 

4.2 

4.2 

4.0 

4.0 

3.9 

3.9 

3.9 

3.9 

4.1 

4.4 

% < 3.0 

0 

8 

4 

0 

0 

0 

0 

4 

8 

0 

0 

9 

0 

0 

0 

PF  = Pregnant  females 

LF  - 

Lactating  females 

females  showed  the  highest  prevalences,  14 
and  13%  respectively.  Infants  and  small 
children  also  had  low  intakes  of  iron. 

There  was  a considerable  number  of  low 
total  plasma  protein  levels  particularly  among 
infants  and  pre-school  children  (Table 
VIII).  In  all  age  sex  groups,  except  lactating 
females,  values  under  6 grams  % were  ob- 
served. Low  albumin  levels  were  also  found 
in  a small  number  of  children  and  adults. 
These  findings  were  unexpected  considering 
the  adequate  intake  of  protein  observed  in 
the  dietary  study  and  the  absence  of  clinical 
signs  of  protein  deficiency. 

The  prevalence  of  low  plasma  vitamin  A 
and  carotene  values  in  this  community  was 
considerably  smaller  than  in  other  areas  pre- 
viously studied  (I,  2,  3).  Taking  in  consider- 
ation the  poor  vitamin  A content  of  the  diet, 


and  the  considerable  pre’-  lence  of  deficiency 
signs  of  this  vitamin,  a h"  her  number  of  low 
plasma  values  was  expectt  d. 

Plasma  ascorbic  acid  levels  were  done  in 
105  subjects.  All  the  results  were  adequate 
or  high. 

The  urinary  excretion  rates  of  thamine, 
riboflavin,  and  N-methylnicotinamide  are 
given  in  Table  X.  Thiamine  excretion  was 
adequate,  in  general.  Only  4 subjects  had  low 
values.  Riboflavin  was  excreted  in  low-de- 
ficient amounts  by  a small  number  of  sub- 
jects in  the  various  age  groups  from  10  years 
and  over.  The  prevalence  of  poor  excretion 
varied  from  9%  among  adolescents  10  to  14 
years  old,  to  21%  in  adults.  These  findings 
were  roughly  in  agreement  with  the  dietary 
results.  Thiamine  ingestion  was  adequate. 
Riboflavin  intake  was  low  in  general. 
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TABLE  IX:  PLASMA  VITAMIN  A AND  CAROTENE 


Age 

Sex 

0 1 

MF 

2-5 

MF 

6-9 

MF 

10-14 

MF 

15 

M 

- 19 

F 

20 

M 

F 

PF* 

39 

LF* 

40  - 

M 

59 

F 

60 

M 

+ 

F 

Plasma  Vitamin  A 

(mcg.  %) 

Number 

8 

27 

28 

61 

17 

25 

26 

25 

8 

2 

33 

20 

10 

6 

Mean 

71 

63 

71 

74 

85 

70 

90 

85 

68 

77 

94 

84 

82 

86 

% < 20 

0 

4 

11 

3 

0 

4 

0 

4 

0 

0 

0 

5 

10 

0 

Plasma  Carotene 

(mcg.)  %) 

Number 

8 

27 

28 

62 

17 

25 

26 

25 

8 

2 

33 

20 

10 

6 

Mean 

77 

116 

179 

154 

138 

152 

120 

162 

167 

175 

161 

171 

135 

138 

% < 40 

50 

7 

0 

5 

0 

8 

4 

4 

0 

0 

3 

10 

10 

17 

PF  = Pregnant  females  LF  = Lactating  females 


TABLE  X:  URINARY  EXCRETION  OF  THIAMINE,  RIBOFLAVIN, 
AND  N’METHYLNICOTIN AMIDE  PER  GRAM  OF  CREATININE 


Age 

2-5 

6-9 

10-14 

15 

- 19 

20 

- 

39 

40  - 

59 

60 

+ 

Sex 

MF 

MF 

MF 

M 

F 

M 

F 

PF* 

LF* 

M 

F 

M 

F 

Thiamine 

meg./gm. 

Number 

5 

30 

61 

17 

26 

26 

25 

8 

2 

36 

20 

20 

5 

Median 

514 

509 

284 

257 

224 

188 

200 

204 

332 

182 

185 

269 

380 

% < 66 

0 

0 

0 

0 

4 

0 

4 

0 

0 

0 

10 

0 

0 

Riboflavin 

meg./gm* 

Number 

4 

30 

59 

17 

25 

26 

25 

8 

2 

33 

20 

9 

5 

Median 

1741 

944 

445 

289 

220 

305 

288 

313 

572 

392 

425 

465 

1195 

% < 80 

N’Methylnicotinamide 

0 

0 

9 

12 

20 

12 

28 

25 

50 

15 

20 

33 

0 

mg./gm. 

Number 

5 

30 

61 

17 

25 

26 

25 

8 

2 

36 

20 

9 

5 

Median 

5.0 

3.4 

3.8 

2.1 

2.3 

2.2 

2.5 

4.2 

3.4 

3.0 

2.8 

3.1 

,2.8 

% < 1.6 

0 

20 

15 

35 

8 

23 

16 

0 

0 

25 

5 

11 

20 

PF  = Pregnant  females  LF  = Lactating  females 


Low  excretion  rates  of  N-methylnicotina- 
mide  ranging  from  15  to  20%  prevailed  in 
all  age  groups  over  6 years.  A higher  number 
of  adequate  excretions  were  expected  con- 
sidering the  fair  to  satisfactory  intake  of  nia- 
cin in  most  age  groups. 

The  prevalence  of  intestinal  parasites  is 
given  in  Table  XI.  Trichuriasis  was  present 
in  all  age  and  sex  groups,  except  children 
under  2 years  of  age.  Moderate  and  severe 


cases  were  more  common  among  pre-school 
children.  Ascariasis  was  very  rare.  It  was 
limited  to  three  families.  There  was  also  a 
considerable  incidence  of  hookworm  infection 
in  all  the  age  groups  except  small  children. 
Adolescents  15  to  19  years  old  showed  the 
highest  rates  of  severe  cases.  Intestinal  pro- 
tozoa capable  of  producing  disease  such  as 
Endamoeba  histolytica  and  Giardia  lamblia 
were  also  found. 
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TABLE  XI:  INTESTINAL  PARASITES 
% PREVALENCE 


Age 

No. 

Samples 

Thichuris 

Ascaris 

Hookworm 

E. 

nana 

Strong. 

Ster. 

End. 

coli 

End. 

hist. 

Ent. 

verm. 

G. 

lamblia 

0 - 1 

6 

0 

0 

0 

0 

0 

17 

0 

0 

17 

2 - 5 

25 

48 

4 

40 

8 

4 

20 

12 

0 

0 

6 - 9 

30 

70 

7 

50 

3 

7 

17 

3 

0 

0 

10  - 14 

56 

64 

4 

54 

5 

4 

13 

5 

0 

4 

15  - 19 

42 

64 

5 

60 

2 

12 

29 

10 

0 

0 

20  - 39 

50 

34 

0 

54 

6 

10 

24 

10 

0 

0 

40  - 59 

54 

43 

0 

41 

2 

7 

19 

2 

2 

0 

60  + 

16 

13 

0 

31 

13 

6 

13 

0 

6 

0 

All  ages 

279 

49 

3 

47 

5 

7 

19 

6 

0.4 

1 

Parasitic  infections,  particularly  the  mod- 
erate and  severe  ones,  tended  to  occur  in 
particular  family  groups.  There  was  some 
correlation  between  parasitic  burden  and  the 
hematologic  findings.  Of  the  16  severe  cases 
of  hookworm,  only  6 or  38%  showed  low 
hemoglobin  and  low  mean  corpuscular  he- 
moglobin values  or  both.  In  the  cases  of  tri- 
churiasis this  relation  existed  in  only  33%  of 
the  subjects.  In  children  5 to  9 years  old, 
the  association  of  low  hematologic  values  and 
severe  trichuriasis  was  observed  in  two  thirds 
of  the  cases. 

Summary 

During  February  1965  a nutrition  survey 
was  performed  in  the  rural  community  of 
Masas  2,  Gurabo,  Puerto  Rico.  A total  of 
307  subjects  or  97%  of  the  population  were 
examined  clinically.  Biochemical  tests  were 
done  in  305  individuals.  A dietary  study  was 
done  in  15  selected  families  including  77 
persons,  using  the  24  hour  individual  weigh- 
ed intake  method.  Stools  for  ova  and  para- 
sites were  also  examined. 

The  foods  preferred  were  coffee,  starchy 
vegetables,  codfish,  rice,  beans,  and  pig’s 


feet.  The  consumption  of  calories,  vitamin  A, 
riboflavin,  and  calcium  were  in  general  low. 
The  intakes  of  protein,  ascorbic  acid,  and 
thiamine  were  adequate.  Niacin  consumption 
was  borderline.  Fat,  mostly  lard,  accounted 
for  31  per  cent  of  the  total  calories. 

The  main  clinical  finding  was  retardation 
of  growth.  Both  body  height  and  weight 
showed  averages  below  United  States  and 
Puerto  Rico.  There  was  a considerable  inci- 
dence of  signs  associated  with  vitamin  A 
deficiency,  such  as  follicular  hyperkeratosis, 
skin  xerosis,  and  conjunctival  injection. 

The  laboratory  findings  showed  few  ane- 
mias of  the  hypochromic  type.  There  was  a 
considerable  prevalence  of  low  total  plasma 
proteins  and  vitamin  A values.  The  urinary 
excretion  rates  of  thiamine  were  adequate. 
Riboflavin  was  excreted  in  low  quantities  by 
a small  number  of  subjects  ranging  from  9 
to  21%  in  the  different  age  groups.  Low  ex- 
cretion rates  of  N-methylnicotinamide  occur- 
red in  about  one  fifth  of  subjects  in  all  age 
groups  over  6 years. 

The  most  prevalent  intestinal  parasite 
were  Trichuris  trichiura  and  Ancylostoma 
duodenale.  Intestinal  protozoa  were  also 
found. 
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Resumen 

Como  parte  de  un  amplio  programa  para 
determinar  el  estado  nutricional  de  la  pobla- 
ción puertorriqueña,  durante  el  mes  de  febre- 
ro de  1965  se  realizó  una  encuesta  médico- 
nutricional  en  el  Barrio  Masas  2 de  Gurabo, 
Puerto  Rico.  El  estudio  incluyó  exámenes 
físicos  y bioquímicos  en  un  97%  de  la  pobla- 
ción de  dicha  comunidad  rural.  Se  hizo  un 
estudio  dietético  en  15  familias  representati- 
vas del  sector.  Además,  se  realizaron  exáme- 
nes de  excreta  para  parásitos  intestinales. 

Los  . alimentos  preferidos  fueron  café, 
viandas,  bacalao,  arroz,  habichuelas,  y pati- 
tas de  cerdo.  En  general,  las  ingestiones  de 
calorías,  vitamina  A,  riboflavina  y calcio  fue- 
ron bajas.  Las  ingestas  de  proteínas,  ácido 
ascorbico  y tiamina  fueron  adecuadas.  El 
consumo  de  niacina  fue  ligeramente  bajo.  Las 
grasas  consumidas,  mayormente  saturadas, 
constituyeron  un  31  por  ciento  de  las  calorías 
totales. 

El  hallazgo  clínico  más  sobresaliente  fue  el 
retardo  en  el  crecimiento  observado  en  los 
niños.  Los  promedios  de  estatura  y peso  estu- 
vieron por  debajo  de  los  valores  establecidos 
para  Estados  Unidos  y Puerto  Rico.  Se  obser- 
vó una  considerable  prevalencia  de  signos 
clínicos  asociados  con  deficiencia  de  vitamina 
A,  tales  como  queratosis  folicular,  xerosis  cu- 
tánea e inyección  conjuntival. 

Los  estudios  hematológicos  revelaron  ane- 
mias de  tipo  hipocrómico  en  algunos  sujetos. 
Se  observó  una  considerable  incidencia  de 
niveles  sanguíneos  bajos  de  vitamina  A y de 
proteínas  totales.  La  excreción  urinaria  de 
tiamina  fue  adecuada.  La  excreción  de  ribo- 
flavina fue  baja  en  ciertos  grupos  de  edad 
variando  entre  9 y 21  por  ciento.  Un  20% 
de  las  personas  sobre  6 años  de  edad  mostra- 


ron excreciones  urinarias  bajas  de  N-metil- 
nicotinamida. 

Los  parásitos  intestinales  de  mayor  pre- 
valencia fueron  T richuris  trichiura  y Ancy- 
lostoma  duodenale. 
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A new  chapter  is  being  written  in  the 
story  of  the  fight  against  malignant  disease. 
Choriocarcinoma,  the  particular  condition  in 
question,  has  been  described  as  devastating 
and  treacherous  (9) . Indeed  it  is,  in  that  it 
strikes  down  the  young  woman  in  the  prime 
of  her  life  or  the  older  mother  as  she  is  in 
the  midst  of  raising  her  family. 

The  condition  was  initially  described  (ac- 
cording to  Stander)  by  Sanger  in  1892  (12). 
Williams,  the  first  academic  obstetrician 
on  this  side  of  the  Atlantic,  wrote  about  it 
in  1895  (13). 

Treatment  has  varied  over  the  years  with 
hysterectomy  being  considered  the  mainstay 
of  therapy  to  attack  the  tumor  in  the  pelvis. 
It  was  often  noted  that  metastases  regressed 
spectacularly  after  the  removal  of  the  pri- 
mary growth.  When  this  was  not  the  case, 
radiation  was  occasionally  given  to  the  me- 
tastases, sometimes  with  good  results.  In 
spite  of  this,  the  all  over  prognosis  was  poor, 
so  much  so  that  the  term  hopeless  was  used 
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It  is  thus  understandable  that  the  initial 
report  of  Hertz  in  1958  on  the  effect  of  che- 
motherapeutic agents  on  choriocarcinoma 
and  related  trophoblastic  diseases  has  ge- 
nerated such  widespread  interest  and  admi- 
ration (7).  The  literature  now  contains  se- 
veral confirmatory  reviews  in  which  survi- 
vals of  50-75%  are  reported.  (2,  8,  11).  The 
truly  electrifying  nature  of  these  case  histories 
is  seen  when  it  is  noted  that  hysterectomy  had 
been  abandoned  as  a part  of  the  therapy  and 
the  patients  had  subsequently  born  normal 
children. 

It  is  the  purpose  of  this  paper  to  present 
our  most  recent  experiences  with  this  disease 
at  the  Centro  Médico  de  Puerto  Rico.  The 
cases  to  be  described  present  different  and 
difficult  problems,  both  in  the  diagnosis  and 
therapy. 

Pathology 

Choriocarcinoma  is  a tumor  of  the  tro- 
phoblastic tissue.  It  is  characterized  by  the 
absence  of  villi  and  by  extensive  hemorrhage 
and  necrosis.  Microscopically,  sheets  and  col- 
ums  of  trophoblastic  cells  are  seen  penetrat- 
ing the  uterine  muscle  and  blood  vessels. 
Anaplastic  cell  changes  are  present  in  vary- 
ing degrees.  According  to  Wilson  and  Dock- 
erty  (14),  the  tumor  is  preceeded  by  molar 
pregnancy  in  70%  of  cases,  abortion  in  20%, 
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and  normal  delivery  in  10%.  Eastman’s  fig- 
ures are  40%,  40%  and  20%  respectively 
(3).  There  is  agreement  that  it  may  result 
from  ectopic  as  well  as  intrauterine  gesta- 
tions (10).  In  rare  instances,  the  condition 
apparently  arises  de  novo  from  the  ovary 
( 1 ) . Metastases  are  early  and  frequent.  Va- 
gina, lungs,  and  brain  are  involved  most 
commonly.  Liver,  gastro-intestinal  tract  and 
other  organ  systems  are  not  exempt.  The 
time  interval  between  the  pregnancy  and  the 
appearance  of  the  tumor  varies  from  practi- 
cally none  to  several  years. 

Diagnosis 

Choriocarcinoma  should  be  considered  in 
a patient  having  had  a pregnancy  of  any 
type  who  presents  with  one  or  all  of  the  fol- 
lowing: (1)  persistent  or  recurrent  vaginal 
bleeding  (this  may  vary  from  spotting  to 
exsanguinating  hemorrhages),  (2)  subinvol- 
uted or  enlarging  uterus,  (3)  bilateral  cystic 
ovarian  masses,  (4)  metastatic  nodules  in  the 
vagina  or  chest,  (5)  hemoptysis,  or  (6)  in- 
creasing urinary  titers  of  chorionic  gonado- 
tropins. 

Curettage  must  not  be  relied  upon  to  yield 
a positive  diagnosis  because  often  the  sought- 
after  tissue  is  buried  deep  in  the  uterine  wall, 
out  of  the  reach  of  the  curette.  Even  when 
it  is  available,  diagnosis  may  be  difficult  to 
make  because  normal  trophoblastic  tissue 
often  penetrates  deeply  at  the  site  of  placent- 
al implantation. 

Gonadotropin  assays  have  proved  valuable 
in  the  diagnosis  as  well  as  the  follow  up  of 
this  condition.  It  is  extremely  important  that 
a quantitative  rather  than  a qualitative  test 
be  used.  Sensitivity  to  a minimum  of  500 
IU/L  is  desirable.  The  bioassay,  as  described 
by  Delfs,  is  extremely  accurate,  but  expensive 


and  requires  the  presence  of  an  animal  colo- 
ny. A reasonable  substitute  has  been  found 
in  some  of  the  commercially  available  im- 
munologic tests  for  pregnancy  which  allow 
for  serial  examinations  and  the  estimation  of 
titers  (6) . 

Roentgen  examination  of  the  chest  should 
be  performed  in  all  patients  in  whom  the 
diagnosis  of  choriocarcinoma  is  under  con- 
sideration. However,  positive  findings  alone 
do  not  clinch  the  diagnosis.  The  physician 
must  be  alert  to  the  possibility  of  granulo- 
matous disease,  bronchogenic  carcinoma, 
sarcoidosis,  etc.  If  tissue  examination  from 
the  pelvis  or  other  sites  has  confirmed  the 
diagnosis  of  choriocarcinoma,  the  chest  find- 
ings may  be  observed  as  a part  of  the  index 
of  the  patients  response  to  therapy.  On  the 
other  hand,  the  presence  of  positive  findings 
in  the  chest,  a rising  titer  of  gonadotropin 
and  the  absence  of  a positive  diagnosis  might 
lead  the  physician  to  consider  thoracotomy 
in  order  to  arrive  at  the  proper  diagnosis 
prior  to  starting  treatment  (14). 

Chemotherapeutic  Agents 

Methotrexate  has  apparently  been  the 
most  successful  drug  used  to  treat  chorio- 
carcinoma. Resistance  often  develops  after 
an  initial  response,  but  actinomycin  D can 
be  used  effectively  either  alone  or  in  combi- 
nation with  Leukeran  if  this  occurs  (2). 
Other  agents  reportedly  effective  when  re- 
sistance to  methotrexate  is  seen  are  vinco- 
leukoblastine,  6-mercaptopurine  and  thiotepa 
(8).  However,  the  experience  with  these 
latter  drugs  is  much  less. 

Prior  to  the  institution  of  chemotherapy, 
evaluation  of  the  hepato-renohematologic 
status  is  mandatory  in  addition  to  the  evalu- 
ation of  the  general  status  of  the  patient  and 
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the  estimation  of  the  extent  of  the  metastasis. 
During  treatment,  daily  WBC  and  platelet 
counts  are  advisable.  The  other  studies  should 
be  repeated  on  a weekly  basis  ( 2 ) . As  the 
peak  of  action  of  these  drugs  often  takes 
place  7 days  after  the  completion  of  the 
course  of  therapy,  vigilance  generally  must 
extend  to  14-21  days  after  each  regimen. 
Multiple  courses  of  therapy  are  the  rule,  and 
prolonged  hospitalization  must  be  anticipat- 
ed. 

The  side  effects  of  chemotherapeutic  a- 
gents  have  been  described  as  being  worse 
than  the  disease  for  which  they  are  given. 
Most  large  series  report  occasional  deaths 
due  to  the  drugs  (2,  11).  The  effects  of 
methotrexate  on  all  of  the  components  of 
the  hematopoietic  system  may  be  alarming 
and  manifest  themselves  by  anemia,  leuko- 
penia, and  thrombocytopenia.  Stomatitis, 
nausea,  vomiting,  and  bloody,  profuse  diar- 
rhea all  lead  to  profund  weakness  and  debil- 
ity. Supportive  therapy  in  the  form  of  in- 
travenous fluids  and  transfusions  of  fresh 
whole  blood  may  be  life  saving.  As  the  leuko- 
penia and  thrombocytopenia  develop,  resist- 
ance to  infection  disappears  and  spiking  fever 
accompanied  by  chills  wrack  the  already  dis- 
tressed patient.  As  if  this  were  not  enough, 
alopecia  totalis  áppears  as*  a crowning  glory. 

The  response  of  the  tumor  may  be  spec- 
tacular, especially  if  the  disease  has  not  been 
present  more  than  4 months  prior  to  institu- 
tion of  treatment  (5).  Dosages  must  be 
planned  strictly  according  to  the  weight  of 
the  patient.  Methotrexate  is  given  at  a dos- 
age of  0.5  mg/Kg/day  times  5 days.  Gastro- 
intestinal side  effects  are  decidedly  less  if  the 
drug  is  given  by  the  intramuscular  route.  The 
dosage  of  actinomycin-D  10  microgram /Kg/ 
day  x 5.  Vincoleukoblastine  is  given  in  grad- 


ually increasing  dosages  intravenously  until 
severe  marrow  toxicity  is  arrived  at. 

Follow  Ups 

Criteria  for  remission  differ  slightly  a- 
mong  authors.  Brewer  states  that  all  clinical, 
radiological,  pathological,  or  endocrinologic- 
al evidence  of  disease  need  disappear  (2). 
In  addition,  he  requires  3 consecutive  nega- 
tive chorionic  gonadotropin  levels  at  weekly 
intervals.  Ross  et  al  state  that  if  the  clinical 
problem  has  abated  and  the  titers  are  nega- 
tive for  one  year,  the  patient  should  be 
considered  in  remission  (11).  Recurrence  is 
more  likely  within  the  first  6 months  after 
therapy  and  monthly  titers  and  X-rays  are 
advocated  for  the  first  year.  After  that,  ex- 
amination every  3 months  is  adequate  for  2 
years,  then  every  6 months  thereafter  (2). 

The  possibility  of  normal  pregnancy  after 
treatment  with  chemotherapeutic  agents  is 
indeed  interesting,  and  reports  of  this  are 
slowly  appearing.  This  is  extremely  gratifying 
when  one  considers  that  hysterectomy  would 
have  irrevocably  ended  the  reproductive 
careers  of  many  young  females  who  otherwise 
would  have  desired  children  (6). 

Case  Reports 

Case  1: 

This  42  year  gravida  5,  para  2,  aborted  2 
woman,  was  admitted  to  the  University  District 
Hospital  on  July  30,  1965  and  stated  that  her 
last  menstrual  period  was  on  January  2nd  of  that 
year.  It  lasted  for  three  days  as  had  the  previous 
period  which  occurred  on  December  1,  1964.  Since 
then  she  had  experienced  painless  vaginal  bleeding 
of  a minimal  amount  on  several  occasions.  On  the 
day  of  admission,  the  bleeding  had  increased  in 
amount  and  was  accompanied  by  severe  abdominal 
cramping  pain.  The  patient  went  to  a local  health 
center  where  a vaginal  examination  was  perform- 
ed, and  it  was  noted  that  the  cervix  was  open 
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and  grape-like  tissue  was  coming  out  of  it.  She 
was  then  referred  to  our  institution.  Examination 
in  our  admitting  room  confirmed  these  findings. 
On  admission,  she  was  asymtomatic  except  for 
some  slight  nausea. 

The  past  history,  family  history  and  review 
of  systems  were  non-contributory.  The  first  two 
pregnancies  had  ended  in  normal  deliveries  with 
living  children.  The  third  and  fourth  pregnancies 
ended  in  spontaneous  abortions. 

Upon  the  examination,  the  patient  appeared 
chronically  ill.  Pertinent  -physical  findings  were 
confined  to  the  abdomino-pelvic  area:  the  fundus 
of  the  uterus  was  palpable  2 finger-breaths  above 
the  symphysis  pubis;  it  was  slightly  tender.  The 
uterus  was  16  week  size  on  bi-manual  examination. 
The  cervix  was  open.  No  adnexal  masses  were 
palpable. 

Laboratory  work  was  within  normal  limits  and 
the  chest  X-ray  was  reported  as  negative.  The 
tissue  sent  to  pathology  was  reported  as  "molar 
tissue”. 

The  pátient  was  presented  to  the  staff  for 
consultation.  It  was  decided  that  in  view  of  her 
age  and  obstetrical  history,  a total  abdominal 
hysterectomy  was  indicated  for  definitive  therapy. 
This  was  performed  on  August  6,  1965.  The  pa- 
thological diagnosis  Was  “consistent  with  chorio- 
carcinoma”. This  diagnosis  was  subsequently  con- 
firmed by  the  Chorio-carcinoma  Registry.  The 
patient’s  progress  has  been  followed  closely  since 
surgery.  She  was  last  seen  in  February,  1967  and 
is  presently  asymptomatic.  Repeated  Papanicolau 
smears,  pelvic  examinations,  chest  X-rays,  and  im- 
munologic pregnancy  tests  have  been  negative. 
The  patient  is  considered  "in  remission”. 

Case  2 (Fig.  1): 

This  18  year  gravida  2,  para  2 white  female  was 
admitted  on  December  28,  1964  complaining  of 
nausea,  vomiting,  and  recent  weight  loss.  She 
stated  that  her  last  menstrual  period  had  been 
on  October  29.  She  had  delivered  her  second  baby 
in  a local  hospital  on  July  18,  1964  apparently 
without  complications.  The  post-partum  course 
had  been  normal  except  for  the  occurence  of 
“dengue  fever”  from  which  she  recovered.  The 
patient  stated  that  she  had  been  well  until  the 
latter  part  of  November  at  which  time  she  noted 
occasional  right  lower  quadrant  pain  associated 


Fig.  1:  Case  2.  Summary  of  laboratory  examina- 
tions and  treatment. 


with  chills,  fever,  nausea,  vomiting,  diarrhea, 
anorexia,  and  weight  loss.  She  went  to  a local 
physician  who  told  her  that  he  thought  she  was 
“pregnant.”  Pills  and  injections  were  prescribed 
without  avail.  She  then  consulted  a second  physi- 
cian who  told  her  that  he  felt  a "mass”  for  which 
she  was  referred  to  the  Mayaguez  District  Hospital 
in  December.  At  that  institution  the  existence  of 
a large  pelvic  mass  was  confirmed,  and  chest  X- 
ray  revealed  a mass  in  the  left  apical  area.  Plain 
film  of  the  abdomen  at  that  time  failed  to  reveal 
fetal  parts.  A diagnosis  of  choriocarcinoma  was 
considered,  and  the  patient  was  referred  to  the 
University  District  Hospital. 

Past  history,  review  of  systems,  and  family  his- 
tory were  non-contributory.  Previous  menstrual, 
marital  and  obstetrical  history  were  normal. 

Physical  examination  upon  admission  revealed 
a cachectic  young  female,  acutely  distressed  due 
to  adbominal  pain  and  the  efforts  necessary  for 
respiration.  She  appeared  chronically  ill.  BP  80/16 
mm  Hg;  Pulse  160/min.;  respirations,  28/min.; 
temperature,  37.7°C.  Pertinent  physical  findings 
were  as  follows:  The  skin  was  "lemon-yellow”; 
the  eyeballs  were  sunken  and  the  conjunctivae 
pale.  The  sclerae  were  jaundiced.  Auscultation  of 
the  lungs  revealed  bilaterally  decreased  breath 
souds.  The  abdomen  was  soft  but  distended,  and 
the  liver  was  palpable  3-4  cm  below  the  right 
costal  margin.  It  was  hard  and  nodular.  There 
was  a mass  arising  out  of  the  pelvis  to  a level  of 
3 cm  above  the  umbilicus.  This  was  fixed,  firm. 
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nodular,  and  somewhat  tender.  No  fetal  parts  were 
palpable  and  no  fetal  heart  tones  were  audible.  The 
vaginal  mucosa  was  pale,  but  the  cervix  was  cya- 
notic. Bimanual  examination  confirmed  the  pre- 
vious findings.  The  adnexae  were  not  palpable 
as  such. 

The  admitting  impression  was  choriocarcinoma 
with  lung  and  liver  metastases  with  secondary 
jaundice  and  anemia.  Laboratory  work  on  admis- 
sion revealed  the  presence  of  severe  anemia,  mod- 
erate hepatic  dysfunction,  and  slight  azotemia.  The 
patient  was  treated  intensively  with  transfusions, 
intravenous  solutions  with  electrolytes,  and  other 
supportive  measures  for  the  first  36  hours.  The 
case  was  presented  to  the  staff  who  decided  that 
a dilatation  and  curettage  and  possible  exploratory 
laparotomy  should  be  performed  in  an  attempt 
to  secure  a tissue  diagnosis  prior  to  instituting 
chemotherapy. 

At  surgery,  a frozen  section  of  the  endometrial 
scrapings  revealed  only  decidual  tissue.  A small 
midline  incision  was  then  made  which  enabled 
the  operating  team  to  visualize  a huge,  rubbery, 
beefy-like  mass  arising  from  the  pelvis.  All  normal 
anatomy  was  obscured,  and  no  attempt  was  made 
to  explore  the  abdominal  cavity  after  a biopsy 
was  done  due  to  the  presence  of  severe  bleeding. 
The  pathological  diagnosis  was  choriocarcinoma. 

Chemotherapy  was  begun  as  soon  as  the  pa- 
tient was  able  to  tolerate  oral  medication  in  ac- 
cordance with  instructions  and  advice  given  by 
Dr.  J.  I.  Brewer  and  his  group  in  Chicago.  Seve- 
ral courses  of  methotrexate  were  given.  A dramatic 
improvement  in  the  patient’s  condition  and  a 
diminution  in  the  titers  of  human  chorionic  gona- 
dotropins ocurred.  The  mass  regressed  to  one-third 
its  original  size.  This  was  accompanied  by  mini- 
mal side  reactions  which  consisted  of  stomatitis, 
nausea  and  vomiting,  and  moderate  leukopenia 
and  thrombocytopenia.  After  five  courses,  there  was 
a marked  increase  in  the  titers  and  the  visible 
metastases  in  the  chest  X-ray.  Therapy  was  changed 
to  actinomycin-D  at  that  time,  and  the  patient 
was  presented  to  the  tumor  board  which  felt  that 
further  surgery  might  be  advisable  in  view  of  the 
fact  that  the  patient  apparently  was  developing 
resistance  to  the  drugs.  While  this  was  being 
contemplated,  the  patient  began  a rapid  down-hill 
course  and  died  in  spite  of  intensive  supportive 
therapy. 


At  autopsy,  both  the  lungs  and  the  liver  were 
filled  with  metastatic  lesions  which  ranged  5 cm 
to  10  cm  in  diameter. 

Case  3: 

This  37  year  female,  gravida  11,  para  10,  abort- 
ed 1,  was  admitted  to  the  Oncologic  Hospital  on 
May  11,  1965.  She  complained  of  easy  fatigability, 
dizzy  spells  and  occasional,  non-productive  cough. 
Her  last  delivery  had  been  in  1960.  After  that 
she  had  an  abortion  in  1962  for  which  a curettage 
was  performed  in  a hospital  in  Mayagiiez.  Since 
then  she  noted  continual  light  sanguinolent  va- 
ginal discharge  but  no  periods  per  se.  She  stated 
that  her  health  was  good  until  April  of  1965 
when  she  began  to  experience  left  flank  pain 
radiating  to  the  lower  abdomen,  followed  by  chills 
and  fever.  Subsequently,  gross  hematuria  was  not- 
ed. She  entered  a local  hospital  where  intravenous 
and  retrograde  pyelograms  revealed  left  hydrone- 
phrosis with  obstruction  at  the  distal  one-third 
of  the  left  ureter.  In  addition,  bimanual  examina- 
tion revealed  a mass  in  the  left  parametrium, 
extendeing  to  the  pelvic  wall.  Chest  X-ray,  (Fig. 
2)  barium  enema,  and  protosigmoidoscopic  exa- 
minations at  that  time  were  negative.  On  May  3, 
1965,  a laparotomy  revealed  a very  large,  friable, 
vascular  tumor  mass  arising  from  the  level  of  the 
cervix  and  extending  into  the  left  perimetrium 
out  to  the  pelvic  wall.  The  left  ureter  was  in- 
volved and  hydroureter  and  hydronephrosis  were 
noted.  Because  of  severe  bleeding  during  the  mani- 
pulation of  the  tumor,  only  a biopsy  was  taken. 
The  left  ureter  was  implanted  into  the  sigmoid 
colon  in  order  to  releive  the  hydronephrosis.  The 
pathologic  diagnosis  was  compatible  with  chorio- 
carcionoma.  The  patient  was  referred  to  the  Onco- 
logic Hospital.  The  past  history,  family  history, 
and  review  of  systems  were  non-contributory. 

On  admission,  the  patient  was  pale  and  ap- 
peared chronically  ill.  The  pertinent  physical  find- 
ings were  confined  to  the  abdomen  which  re- 
vealed the  following:  The  liver  was  palpable  three 
to  four  centimeters  below  the  right  costal  margin. 
There  was  a recent,  healing  infra-umbilical  scar 
and  a 2.5  cm  wound  in  the  left  lower  quadrant 
which  was  draining  purulent  material.  Pelvic  ex- 
amination revealed  a hypertrophic  cervix  4 cm  in 
diamater.  This  was  markedly  shifted  to  the  right 
side  of  the  pelvis.  The  left  parametrium  was  com- 
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pletely  occupied  by  an  irregular,  tender  mass  which 
extended  to  the  pelvic  wall.  The  right  parametrium 
was  free.  The  uterus  was  three  times  normal  size 
and  displaced  to  the  right  side  of  the  pelvis  by 
the  mass  which  was  attached  to  it.  There  was 
minimal  sanguinolent  discharge. 

The  patient  was  presented  to  the  medical  staff 
who  recommended  intensive  supportive  care  and 
chemotherapy.  The  patient  was  treated  over  the 
next  eight  months  with  multiple  courses  of  me- 
thotrexate, Velban®,  and  actinomycin-D  (Fig.  5)  . 
The  change  in  drugs  was  necessitated  by  develop- 
ment of  resistance  as  measured  by  the  titers  of 
gonadotropin.  During  the  time  she  was  under 
therapy,  metastatic  lesions  appeared  in  the  chest 
X-rays  (Fig.  3)  even  as  the  pelvic  mass  decreased 
in  size.  In  addition,  a vaginal  metastasis  appeared 
late  during  therapy.  The  patient  exhibited  marked 
side  effects  to  the  drugs  given  her.  Bone  marrow 
depression  was  significant.  Leukopenia,  thrombo- 
cytopenia, and  severe  anemia  were  present.  This 
was  followed  by  stomatitis,  nausea,  marked  epi- 
sodes of  vomiting  and  dehydration,  bloody  diar- 
rhea, chills  and  fever.  During  the  course  of  thera- 
py, the  patient  lost  all  of  her  scalp  hair. 

The  patient  was  finally  discharged  from  the 
hospital  on  January  1966.  Since  then  she  has 


Fig.  2,  3,  4:  Case  3.  Chest  roentgenograms  on 
June  11,  August  10,  1965  and  October  7,  1966 
showing  course  of  metastatic  lung  tumors. 
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Fig.  5-:  Case  3.  Summary  of  laboratory  examina- 
tions and  treatment. 


gained  23  pounds  and  is  completely  asymptomatic. 
Her  scalp  hair  has  regrown.  Repeated  chest  X- 
rays  (Fig.  4)  reveal  complete  regression  of  the 
pulmonary  lesions  except  for  minor  fibrotic  scaring. 
Pelvic  examinations  show  complete  disappearence 
of  both  the  vaginal  metastases  and  the  left  para- 
metrial  mass.  Multiple  immunologic  pregnancy 
tests  have  been  negative.  A renogram  has  revealed 
a non-functioning  left  kidney  and  normal  right 
kidney.  The  patient  is  considered  ‘‘in  remission.” 

Case  4: 

This  19  year  female,  gravida  2,  para  2,  was 
admitted  to  the  Oncologic  Hospital  on  the  16th 
of  August,  1965  with  the  complaints  of  a recent 
weight  loss  of  18  pounds  and  shortness  of  breath. 
She  stated  that  she  delivered  her  second  child 
normally  on  May  8,  1965,  but  that  the  post-par- 
tum  period  was  complicated  by  profuse  vaginal 
bleeding  for  which  she  required  several  blood 
transfusions  and  a curettage.  Following  this  she 
continued  to  note  vaginal  spotting  until  July  of 
1965  when  she  again  experienced  severe  vaginal 
bleeding.  At  that  time  she  was  admitted  to  the 
Arecibo  District  Hospital  where  the  diagnoses  of 
shock  secondary  to  hypovolemia  and  acute  surgical 
abdomen  were  made.  Emergency  exploratory  lapa- 
rotomy was  performed  after  transfusions  had  been 
administered  and  the  findings  were  hemoperito- 
neum  secondary  to  perforation  of  the  anterior 
uterine  wall  by  a tumor.  Hysterectomy  was  per- 
formed. The  pathologic  diagnosis  was  choriocar- 


Fig.  6:  Case  4.  Chest  roentgenogram  on  August 
13,  1965  showing  pulmonary  metastases. 


cinoma.  Post  operative  chest  X-ray  revealed  bi- 
lateral "cannon  ball”  matastatic  lesions.  The  pa- 
tient was  referred  to  the  Oncologic  Hospital  for 
further  management.  The  past  history,  family  his- 
tory, menstrual  and  marital  history  were  non- 


Fig.  7:  Case  4.  Summary  of  laboratory  exami- 
nations and  treatment. 
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Fig.  8,  9:  Case  4.  Chest  roentgenograms  depicting 
regression  of  pulmonary  metastases. 


contributory.  Both  deliveries  had  been  at  home 
with  the  aid  of  a midwife  and  were  apparently 
uncomplicated. 


At  the  time  of  the  initial  examination  the 
patient  was  in  no  distress,  but  appeared  under- 
nourished and  chronically  ill.  Positive  physical 
findings  were  confined  to  the  abdomino-pelvic 
area.  There  was  a well  healed  suprapubic  scar. 
Bimanual  examination  revealed  the  absence  of  the 
genital  organs  but  no  evidence  of  persistent  dis- 
ease. 

Chest  X-ray  (Fig.  6)  confirmed  the  previously 
noted  metastatic  lesions.  Urinary  gonadotropin 
titers  were  positive.  The  patient  was  presented  to 
the  staff  of  the  hospital  who  recommended  that 
she  be  given  chemotherapy  starting  with  metho- 
trexate. 

The  patient  subsequently  received  several  courses 
of  metrotrexate  during  which  time  the  gonado- 
tropin titers  which  had  been  positive  at  the  time 
of  admission  reverted  to  negative  (Fig.  7)  and 
the  chest  X-rays  (Fig.  7,  8)  revealed  gradual  but 
persistent  diminution  of  the  size  of  the  metastatic 
lesions.  Pelvic  examination  persisted  as  negative. 
The  patient  exhibited  practically  no  side  effects 
from  the  drug  other  than  a mild  leukopenia  and 
thrombocytopenia.  She  was  last  seen  in  March  1967 
and  is  asymptomatic.  Her  weight  has  returned 
to  normal. 

Discussion 

Early  diagnosis  of  choriocarcinoma  is 
desirable,  but  often  difficult  to  make  with 
certainty.  Curettage  may  be  negative  in  spite 
of  active  disease.  In  the  presence  of  palpable 
abdominal  masses  or  chest  lesions,  laparotomy 
or  thoracotomy  is  advisable  in  order  to  get 
an  exact  tissue  diagnosis  prior  to  instituting 
therapy. 

Hysterectomy  as  the  treatment  of  chorio- 
carcinoma seems  to  be  giving  way  to  the  use 
of  chemotherapeutic  agents,  methotrexate  in 
particular.  This  has  two  advantages.  First,  it 
allows  further  reproductive  possibilities  in  a 
group  of  patients  who  may  greatly  desire 
children.  Second,  it  may  be  reserved  as  an 
“ace  in  the  hole”  in  those  cases  where  resist- 
ance to  chemotherapy  develops.  Both  Brewer 
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and  Hertz  (2,  7)  note  that  hysterectomy  is 
apparently  more  effective  after  chemother- 
apy. 

There  is  a growing  body  of  opinion  which 
suggests  that  hysterectomy  should  be  consider- 
ed as  the  treatment  of  choice  for  molar 
pregnancy  in  patients  over  40  years  of  age. 
Certain  people  would  advocate  this  even  in 
a younger  woman  if  she  has  all  the  children 
she  desires.  The  immediate  advantage  is  that 
a detailed  examination  of  the  molar  tissue 
and  the  uterus  may  be  made.  Choriocar- 
cinoma may  be  discovered  in  its  earliest 
phases.  The  late  advantage  of  an  aggresive 
management  is  that  should  no  malignancy 
be  found,  follow-up  by  the  physician  may  be 
conceivably  reduced  to  a bare  minimum  with 
relatively  little  danger  of  missing  a potential- 
ly fatal  disease.  This  is  very  important  in  man- 
y areas  where  communications  and  transpor- 
tation are  poor  and  follow-up  is  impossible. 

Use  of  a simple  immunologic  pregnancy 
test  makes  each  physician  able  to  follow  the 
levels  of  chorionic  gonadotropins  cheaply  and 
without  inconvenience.  The  test  is  performed 
in  less  than  5 minutes  normally,  and  dilutions 
do  not  make  it  any  more  difficult.  This  has 
great  importance  to  the  patient  who  lives  in 
an  area  removed  from  the  centers  of  labora- 
tory investigation. 

Summary 

Four  recent  cases  of  choriocarcinoma  have 
been  reported. 

Favorable  experience  with  chemotherapy 
has  been  noted. 

Some  of  the  side  effects  of  chemotherapy 
have  been  presented. 

An  aggresive  management  of  molar  preg- 
nancy in  the  older  female  as  in  the  multi- 
gravida has  been  advocated. 


Resumen 

Se  han  informado  cuatro  casos  recientes 
de  cariocarcinoma.  Notamos  experiencias  fa- 
vorables con  quimioterapia.  Se  presentan  al- 
gunos efectos  secundarios  de  quimioterapia. 
Defendemos  un  tratamiento  agresivo  en  los 
casos  de  coriocarcinoma. 
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TREACHER-COLLINS  SYNDROME 

Report  of  3 Cases 


Alexis  O.  Fernández,  MSc,  MD 


In  a previous  paper  ( 1 ) , this  writer  re- 
ported on  seven  patients  with  the  Treacher- 
Collins  syndrome  who  underwent  surgery 
aimed  at  the  correction  of  their  conductive 
hearing  loss.  Three  other  patients  who  have 
not  had  such  an  operative  procedure  are 
presented  here  as  a complement  to  the  previ- 
ous report. 

Briefly  summarizing  the  previous  article, 
“it  seems  that  the  syndrome  is  hereditary, 
probably  transmitted  as  an  irregular  domi- 
nant gene,  and  manifests  itself  as  abnormali- 
ties of  the  face  and  ears,  giving  the  person  the 
appearance  of  a bird  or  fish.  It  may  vary 
from  only  minor  abnormalities  to  the  full 
blown  syndrome,  and  although  usually  bi- 
lateral, unilateral  forms  occur”  (1)  . We  also 
stated  that  “the  hearing  loss  exhibited  by 
these  patients  is  mainly  a maximum  conduc- 
tive loss  due  to  complete  disarrangement  of 
the  conductive  mechanism  of  the  ear”  (1). 
Because  the  stapes  is  deformed  or  absent  in 
most  cases  (1,  2,  3,  4)  and  abnormalities  of 
the  oval  window  have  been  found  in  some 
cases,  we  postulated  that  the  syndrome  in- 
volves facial  and  ear  primordia  more  fully 
than  previously  implicated,  also  involving 
structures  derived  from  the  second  branchial 

Read  as  part  of  a more  comprehensive  study 
during  the  Annual  meeting  of  the  Puerto  Rico 
Medical  Association,  held  at  San  Juan,  P.  R.,  in 
November,  1966, 


arch.  For  a more  detailed  description  as  well 
as  a review  of  the  surgical  procedures  per- 
formed and  our  conclusions,  the  reader  is 
referred  to  the  previous  paper. 

Case  Reports 

Case  1 (Fig.  1): 

The  mother  of  patient  number  7 in  the  previ- 
ous report,  this  48  year  old  Italian  exhibited  the 
anomalies  described  in  Table  I.  Although  she  too 


Fig.  1A:  Front  photograph  of  Case  1. 


shows  a mixed  hearing  loss  with  a maximum 
conductive  component  (Fig.  2)  , her  husband  refus- 
ed to  give  permission  either  for  a middle  ear  ex- 
ploration of  for  a hearing  aid  evaluation. 
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Fig.  IB:  Lateral  photograph  of  Case  1. 


TEST  FREQUENCY 

Fig.  2:  Audiogram  of  Case  1. 


TABLE  I:  ABNORMALITIES  TREACHER  COLLINS  SYNDROME 


Case 

& 

Age 

Malar 

Emi- 

nence 

Lower 

Orbital 

Margin 

Palpe- 

bral 

Fissure 

Lower 

lids 

Notch 

Lashes 

Lower 

Lid 

Auricle 

External 

Auditory 

Meatus 

Tympanic 

Membrane 

Hearing 

Maxilla 

Mandible 

Other 

Abnormalities 

1,48 

Flat 

Def. 

Oblique 

Pres. 

Rudimen- 

tary 

Slightly 

deformed 

Stenotic 

Normal 
color,  no 
landmarks 

Abnormal 

Grossly 

normal 

Slightly 

receding 

None 

2,7/j 

Flat 

Def. 

Slight 

obliqui- 

ty 

Pres* 

Normal 

Normal* 

Normal* 

Normal  on 
right 

Perfora- 
tion on 

left* 

Abnormal* 

’ Grossly 
normal 

Receding 

Acute  inflammatory 
process  superimposed 
on  chronic  process 
in  the  left 
mastoid  bone* 

3.8 

Flat 

Def. 

Oblique 

Pres. 

Absent 

in 

Medial 

2/S 

Rudimen- 

tary 

Absent 

Abnormal 

Cleft 

palate 

Malocclu- 

sion 

Absent 

antra 

Markedly 

hypoplastic 

Web  between  second 
and  third  toes 
bilaterally 

• Please  see  body  of  report 

Case  2: 

This  seven  and  a half  year  old  boy  was  admitted 
with  a history  of  pain  in  the  left  ear  accompanied 
by  foul  smelling  discharge  of  several  months 
duration.  There  was  a questionable  history  of 
hearing  loss  and  no  family  history  of  deafness. 

On  physical  examination  the  malar  bones  were 
flat  bilaterally,  and  the  lower  orbital  margins 
were  deficient.  There  was  only  a suggestion  of 
obliquity  of  the  palpebral  fissure  as  well  as  notch- 
ing of  the  lower  eyelids.  The  eyelashes  were  present 
throughout  the  entire  lid  and  appeared  normal. 
Both  auricles  were  normal  anatomically  although 
the  left  one  was  markedly  protruding.  There  was 
tenderness  over  the  left  mastoid  bone.  Both  external 
auditory  meati  were  of  normal  caliber  but  the  left 


one  contained  a large  amount  of  foul  smelling, 
yellow  discharge,  and  the  tympanic  membrane  was 
clearly  visible.  A small  perforation  of  the  pars 
flaccida  was  noticed.  The  right  tympanic  membrane 
could  be  clearly  seen,  and  it  was  normal  in  color 
and  anatomical  landmarks.  Audiometric  evalua- 
tion showed  a bilateral  conductive  loss  (Fig.  3) 
very  mild  on  the  right  but  of  moderate  degree 
on  the  left.  Discrimination  was  normal.  The  mand- 
ible was  hypoplastic. 

A left  simple  masteidectomy  was  performed,  the 
patient  having  an  uneventful  post  operative  course. 
Although  no  long  term  follow-up  is  available,  it 
is  felt  that  the  conductive  hearing  loss  on  the  left 
can  be  attributed  to  the  inflammatory  process. 
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T readier -Collins  Syndrome 


PURE  TONE  AUDIOGRAM 
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TEST  FREQUENCY 

Fig.  3:  Audiogram  of  Case  2. 


Case  3 (Fig.  4): 

The  patient  with  the  most  pronounced  signs 
of  the  syndrome,  this  eight  year  old  white  male, 
in  addition  to  the  grotesque  facial  appearance,  had 
only  rudimentary  auricles  with  no  external  auditory 
meati.  He  had  had  several  plastic  procedures  for 
improvement  of  his  facial  appearance,  but  all 
attempts  had  been  unsuccesful.  Due  to  the  fact 
that  his  mastoid  bones  were  of  the  diploic  type, 
no  surgical  intervention  was  entertained  for  cor- 
rection of  his  hearing  loss  (Fig,  5)  . Instead,  a 
bone  conduction  hearing  aid  was  recommended. 


Comments 


It  is  evident  from  a look  at  figure  4,  and 
remembering  that  these  patients  are  of  nor- 
mal intelligence  (1,  5),  that  deep  psycho- 
logic problems  may  arise  in  patients  exhibit- 
ing this  syndrome.  We  must  realize,  too,  the 
devastating  effects  that  the  Treacher  Collins 
Syndrome  can  bring  about.  Fortunately,  most 
cases  seem  to  be,  at  least  cosmetically,  of  mild 
or  moderate  degree. 

Reviewing  all  our  cases  and  those  reported 
in  the  literature,  it  appears  that  almost  al- 
ways the  syndrome  of  mandibulofacial  dysos- 
tosis, as  this  syndrome  is  also  known,  affects 


Fig.  4:  Front  and  lateral  photographs  of  Case  3. 


PURE  TONE  AUDIOGRAM 


TEST  FREQUENCY 

Fig.  5:  Audiogram  of  Case  3. 


the  ear  one  way  or  another.  Case  number  2 
in  this  report  does  show,  however,  that  this 
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congenital  anomaly  does  occasionally  spare 
the  ear.  It  is  felt  that  the  mild  hearing  loss 
seen  in  this  patient  was  secondary  to  the 
active  infection  and  tympanic  perforation  and 
not  to  a congenital  anomaly  of  the  conductive 
mechanism  of  the  ear.  From  the  cases  previ- 
ously reported,  it  is  seen  that  when  the  syn- 
drome affects  the  hearing  mechanism,  it  is 
manifested  as  a moderate  or  a maximum 
conductive  hearing  loss. 

Summary 

Three  cases  of  the  Treacher-Collins  syn- 
drome are  presented.  Two  of  these  had  no 
surgical  intervention  aimed  at  repairing  a 
hearing  deficit.  The  other  patient  had  a left 
simple  mastoidectomy  to  relieve  an  active  in- 
flammatory process  complicating  a chronic 
ear  infection. 

Two  points  are  stressed.  First,  the  syn- 
drome can  be  very  mild  or  extremely  severe 
in  its  manifestations.  In  either  case,  one  must 
remember  that  psychological  problems  are 
ever  present.  Second,  the  syndrome  cap  spare 
the  ear  completely,  while  affecting  other 
structures  in  varving  degrees. 


Resumen 

Se  presentan  tres  pacientes  con  el  sín- 
drome de  Treacher-Collins.  Dos  de  ellos  no 
sufrieron  intervención  quirúrgica  con  el  pro- 
pósito de  remediar  la  pérdida  de  audición. 
El  otro  paciente  sufrió  una  mastoidectomía 
simple  del  lado  izquierdo  debido  a un  pro- 
ceso inflamatorio  activo  que  complicaba  una 
infección  crónica.  • 

Se  enfatizan  dos  puntos.  Primero,  este 
síndrome  puede  ser  muy  benigno  o extrema- 
damente severo  en  sus  manifestaciones.  Se- 
gundo, el  oído  en  algunos  casos  no  es  afec- 
tado, siendo  normal  tanto  anatómicamente 
como  fisiológicamente. 
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When  the  National  Library  of  Medicine 
was  established  in  1836  as  the  Library  of  the 
Surgeon  General’s  Office  (U.S.  Army),  the 
Surgeon  General  was  authorized  to  spend 
$150  for  medical  literature.  Today  the  Li- 
brary, located  at  Bethesda,  Maryland,  near 
Washington,  in  a five-story  contemporary 
building  which  it  has  occupied  since  1962, 
is  regarded  as  the  world’s  largest  in  biomedi- 
cine. Among  its  holdings  of  1,300,000  items, 
in  seventy  languages,  are  315,000  mono- 
graphs; 310,000  bound  journal  volumes; 

285.000  theses;  168,000  pamphlets;  and  4,- 
500  reels  of  microfilm. 

The  Library  provides  175,000  interli- 
brary loans  annually,  and  of  these  160,000 
are  photocopies  of  journal  articles  not  avail- 
able at  the  requesting  local  library.  Reference 
personnel  answer  10,000  personal  inquiries, 

10.000  phone  inquiries,  and  2,000  mail  in- 
quiries each  year.  Requests  for  100,000  li- 
brary items  are  made  by  25,000  to  30,000 
persons  who  use  the  reading  room  each  year. 

The  Library  is  a major  publisher  of 
biomedical  bibliographies;  e.g.,  Index  Medic- 
us,  Cumulated  Index  Medicus,  Bibliography 
of  Medical  Reviews,  Biomedical  Serials  1950 
- I960,  Bibliography  of  the  History  of  Medi- 
cine; and  NLM  Current  Catalog.  Among 
other  Library  publications  are  Medical  Sub- 

From  the  National  Library  of  Medicine, 
Bethesda,  Md. 


feet  Headings,  the  thesaurus  for  Index  Med- 
icus; List  of  Journals  Indexed  in  Index 
Medicus;  National  Library  of  Medicine  Clas- 
sification; and  Russian  Drug  Index. 

The  National  Library  of  Medicine 

Known  for  86  years  as  the  Library  of  the 
Surgeon  General’s  Office,  the  Library  was 
developed  as  both  a national  and  an  inter- 
national resource  by  Dr.  John  Shaw  Billings, 
Librarian  from  1865  to  1895.  In  1922,  it  was 
renamed  the  Army  Medical  Library  and  in 
1952  was  again  remaned,  the  Armed  Forces 
Medical  Library.  In  1956,  under  legislation 
introduced  by  Senators  Lister  Hill  of  Alabama 
and  John  F.  Kennedy  of  Massachusetts,  it 
was  transferred  to  the  Public  Health  Service, 
Department  of  Health,  Education  and  Wel- 
fare, and  named  the  National  Library  of 
Medicine. 

The  Library  was  established  by  the  Con- 
gress of  the  United  States  to  assist  in  the 
advancement  of  medical  and  medically  relat- 
ed sciences  by  the  collection,  dissemination, 
and  exchange  of  scientific  and  other  infor- 
mation important  to  the  progress  of  medicine 
and  of  public  health. 

Towards  fulfillment  of  its  mission  the  Li- 
brary (1)  acquires  and  preserves  books,  pe- 
riodicals, films,  prints,  and  other  library  ma- 
terials pertinent  to  medicine;  (2)  organizes 
these  materials  by  appropriate  cataloging, 
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indexing,  and  bibliographic  listings;  (3)  pub- 
lishes and  disseminates  catalogs,  indexes,  and 
bibliographies;  (4)  distributes  materials 
through  interlibrary  loans,  photographic,  or 
other  copying  procedures;  (5)  provides  refer- 
ence and  research  assistance;  and  (6)  en- 
courages, promotes,  and  supports  activities 
to  further  the  progress  of  medicine  and  of 
public  health  by  strengthening  existing  serv- 
ices and  developing  new  ones. 

The  Congressional  mandate  was  strength- 
ened recently  when,  on  October  22,  1965, 
President  Johnson  signed  the  Medical  Li- 
brary Assistance  Act,  Public  Law  89-291  of 
the  89th  Congress.  In  signing  the  Act,  the 
President  commented  that  the  Nation’s  med- 
ical libraries  are  a vital  link  between  medi- 
cal education,  practice,  and  research,  and 
that  too  little  attention  has  been  given  to 
the  problem  of  collecting  and  sharing  sci- 
entific knowledge. 

The  Medical  Library  Assistance  Act  is 
an  amendment  to  the  legislation  author- 
izing the  establishment  of  the  Library.  The 
Act  permits  assistance  to  medical  libraries 
for  construction  and  renovation,  for  acqui- 
sition and  for  improvement  of  resources, 
for  training  of  medical  librarians  and  other 
information  specialists,  for  preparation  of 
publications,  for  research  in  medical  library 
science,  and  for  the  development  of  regional 
medical  libraries.  The  Act  also  authorizes 
traineeships,  fellowships,  and  special  scien- 
tific projects  by  individuals  or  institutions. 

Administration  of  the  Act  on  behalf  of 
the  Library  is  done  by  the  Library’s  Extra- 
mural Programs. 

The  Library  today  serves  as  the  princi- 
pal national  focus  of  resources  and  pro- 
grams for  bettering  communication  in  med- 
icine and  the  health  sciences  and  is  encour- 
aging the  development  of  the  existing  sys- 
tem of  medical  libraries  into  a national  med- 


ical information  network.  On  July  1,  1967, 
the  Library  acquired  the  Public  Health 
Service  Audiovisual  Facility  in  Atlanta, 
Georgia.  This  facility  renamed  the  National 
Medical  Audiovisual  Center,  will  coordinate 
a national  program  in  biomedical  audio- 
visuals. 

Access  to  the  collection  is  facilitated 
through  an  interlibrary  loan' program.  When 
libraries  request  loans  through  medical  li- 
brary channels,  the  National  Library  of  Med- 
icine lends  books  within  the  United  States 
and,  worldwide,  provides  single  copies  of 
articles  from  journals  which  the  requesting 
libraries  do  not  possess  and  which  are  not 
available  locally.  There  is  no  charge  for 
this  service  or  for  other  services  except  spe- 
cial photography. 

The  Library  collects  materials  compre- 
hensively in  some  forty  biomedical  subject 
categories  and  selectively  in  many  related 
categories.  The  collection,  in  which  are  over 

19.000  serial  titles,  is  increased  annually  by 

95.000  — 100,000  items.  It  is  estimated 
that  the  Library  now  stores  360  million 
pages,  of  which  85  million  are  pre-1870, 
and  that  at  least  10  million  more  are  be- 
ing acquired  annually. 

Its  History  of  Medicine  Division  alone 
has  between  60,000  and  65,000  printed 
works  bearing  publication  dates  earlier  than 
1801.  Included  in  the  collection  are:  an 
Arabic  manuscript  of  the  year  1094  on  gas- 
trointestinal disease;  a collection  of  palm- 
leaf  manuscripts  from  Ceylon,  in  Singhalese; 
works  of  Hippocrates  and  Galen;  and  let- 
ters written  by  George  Washington,  by  Ben- 
jamin Rush,  and  by  Florence  Nightingale. 
Holdings  also  include  535  incunabula;  33,- 
000  16th,  17th,  and  18th  century  mono- 
graphs; 1,600  17th  century  theses  and 
pamphlets;  2,000  early  American  medical 
works;  and  an  estimated  60,000  prints  and 
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photographs. 

Computerized  Library  Services 

Efforts  of  conscientious,  busy  practition- 
ers to  achieve  and  to  maintain  awareness 
of  the  most  recent  medical  discoveries  and 
applications  have  often  led  to  many  and 
continuing  frustrations.  The  increase  in  the 
volume  of  medical  literature  and  in  the 
number  of  users  has  not  been  paralleled  by 
equivalent  growth  of  medical  libraries  and 
of  information  storage  and  retrieval  meth- 
ods and  facilities  adequate  to  catalog,  in- 
dex, store,  and  retrieve  literature  for  use 
of  physicians,  scientists,  and  others.  There- 
fore, the  Library  adopted  computerization 
as  a means  of  assisting,  supplementing,  and 
complementing  traditional  approaches  to 
management  of  published  biomedical  litera- 
ture and  pioneered  in  the  use  of  computers 
for  storage  and  retrieval  of  bibliographic 
information. 

In  January  1964,  a computer-based  in- 
formation storage  and  retrieval  system  call- 
ed MEDLARS  (Medical  Literature  Analy- 
sis and  Retrieval  System)  became  operational 
at  the  Library. 

MEDLARS  joins  the  professional  experi- 
ence of  trained  literature  analysts  and 
searchers  with  the  processing  capabilities  of 
a high-speed  electronic  computer.  The  litera- 
ture analysts,  using  terms  selected  from  a 
thesaurus  of  approximately  7,000  terms, 
Medical  Subject  Headings  (Part  II  of  the 
January  issue  of  Index  Medicus) , character- 
ize each  article  by  assigning  to  it  a number 
of  subject  headings  or  descriptors.  Indexed 
articles  are  entered  into  the  computer  and 
transferred  to  magnetic  tapes  for  storage, 
and  for  rapid  retrieval.  Currently,  MED- 
LARS contains  over  550,000  citations  to 
biomedical  journal  articles  published  since 


January  1964.  About  55%  of  these  are  in 
English. 

MEDLARS  has  improved  the  quality  of 
the  Library’s  monthly  Index  Medicus  and 
has  substantially  reduced  the  time  required 
for  the  production  of  other  Library  biblio- 
graphies. 

Index  Medicus,  a comprehensive,  month- 
ly subject-author  index,  now  incorporates 
180,000  articles  annually  from  nearly  2,300 
of  the  world’s  biomedical  journals.  At  the 
close  of  each  calendar  year,  MEDLARS 
compiles  Cumulated  Index  Medicus,  a com- 
plete listing,  with  cross-references,  of  the 
citations  which  were  printed  in  that  year’s 
issues  of  Index  Medicus.  An  abridged  edi- 
tion of  Index  Medicus  for  the  personal  use 
of  physicians  is  being  planned  in  coopera- 
tion with  the  American  Medical  Associa- 
tion. 

(MEDLARS  does  not  now  include  mo- 
nographs, symposia,  conferences,  congresses, 
and  proceedings  not  published  in  journals.) 

The  journals  indexed  in  Index  Medicus 
(approximately  2,300)  are  selected  with  the 
advice  of  an  extramural  committee  whose 
decisions  are  made  largely  on  the  quality 
of  the  journal  under  consideration;  how- 
ever, care  is  taken  to  assure  subject  balance. 
Discussions  of  journals  are  based  on  prior 
knowledge  of  the  journal  and  on  inspection 
of  the  journal  by  committee  representatives. 
In  addition,  the  committee  is  assisted  by  ad- 
vice from  subject  specialists.  Comprising  the 
present  committee  are  physicians  and  sci- 
entists, medical  editors,  and  medical  libra- 
rians. 

MEDLARS  makes  possible  rapid  ma- 
chine searches  of  biomedical  journal  litera- 
ture to  obtain  answers  to  reference  ques- 
tions that  cannot  be  handled  expeditiously 
by  manual  searches.  Machine  searches  which 
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provide  citations  to  medical  literature  in 
specific  areas  of  interest  are  called  “demand 
bibliographies”. 

MEDLARS  is  responding  to  more  than 
400  highly  specific  computer  search  requests 
monthly.  These  requests  are  coming  chief- 
ly from  physicians,  teachers,  and  reseach- 
ers  in  medical  schools,  hospitals,  universi- 
ties, and  Federal  research  laboratories. 

In  addition  to  demand  bibliographies, 
the  Library  collaborates  with  professional 
societies  and  other  professional  organiza- 
tions in  the  preparation  of  “recurring  bi- 
bliographies” — formally  published,  widely 
distributed  bibliographies  in  specialized  sub- 
ject areas  of  broad  interest. 

These  recurring  bibliographies  are  Arti- 
ficial Kidney  Bibliography;  Bibliography  of 
Medical  Education;  Cerebrovascular  Biblio- 
graphy; fibrinolysis,  Thrombolysis,  and 
Blood  Clotting;  Index  of  Rheumatology;  In- 
dex to  Dental  Literature ; and  International 
Nursing  Index. 

Although  the  Library  supplies  the  spon- 
soring organization  with  citations  retrieved 
periodically  from  MEDLARS  on  film  ready 
for  offset  printing,  publishing  and  distribut- 
ing the  bibliography  — on  a non-profit  basis 
— are  the  responsibility  of  the  sponsoring 
organization. 

At  frequent  intervals,  generally  month- 
ly, the  Library  selects  from  its  demand  bi- 
bliographies a few  considered  to  be  of  gen- 
eral interest.  Announcements  of  the  avail- 
ability of  these  bibliographies,  called  NLM 
Literature  Searches,  appear  in  journal  of 
the  American  Medical  Association,  Public 
Health  Reports,  Journal  of  the  American 
Dental  Association,  NLM  News,  and  other 
publications  including  state  journals.  There 
is  no  charge  for  these  Searches.  Clinicians, 
educators,  and  researchers  interested  in  re- 


ceiving notices  on  new  NLM  Literature 
Searches  may  write  to  the  Office  of  Assist- 
ant to  the  Director,  National  Library  of 
Medicine,  8600  Rockville  Pike,  Bethesda, 
Maryland  20014. 

To  enhance  effectiveness  of  MEDLARS, 
the  Library  has  provided  its  computer  tapes 
and  programs  to  university-affiliated  centers 
which  can  make  computer-generated  demand 
bibliographies  available  locally  or  regional- 
ly to  qualified  practitioners,  educators,  and 
researchers.  Decentralized  MEDLARS  sta- 
tions are  now  in  operation  or  will  soon  be 
in  operation  at  Harvard  University,  the  Uni- 
versity of  Alabama,  the  University  of  Ca- 
lifornia at  Los  Angeles,  the  University  of 
Colorado,  and  the  University  of  Michigan. 
Others  are  being  considered,  and  as  regional 
libraries,  authorized  by  the  Medical  Library 
Assistance  Act,  are  identified,  they,  too,  will 
be  provided  with  MEDLARS  search  cap- 
ability. 

Two  MEDLARS  centers  are  in  opera- 
tion outside  the  United  States:  In  the  Uni- 
ted Kingdom  under  a cooperative  arrange- 
ment between  the  University  of  Newcastle- 
upon-Tyne  and  the  National  Lending  Li- 
brary for  Science  and  Technology  at- Boston 
Spa,  Yorkshire,  demand  bibliographies  are 
provided  by  the  Lending  Library.  In  Swe- 
den, literature  references  taken  from  MED- 
LARS tapes  are  being  provided  by  the  Ka- 
rolinska  Institutet  in  Stockholm. 

Physicians  wishing  to  obtain  demand  bi- 
bliographies are  encouraged  to  seek  the  ad- 
vice of  local  medical  librarians  on  suitabil- 
ity of  the  inquiries  and  on  the  preparation 
of  requests  which  will  elicit  the  information 
sought.  The  use  of  Medical  Subject  Head- 
ings, Guide  to  MEDLARS  Services,  and  an 
expression  of  specific  interests  will  help  avoid 
retrieval  of  irrelevant  citations.  Thus,  a re- 
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quest  specifying  animal  experiments  will  help 
to  insure  that  citations  on  human  studies 
will  not  appear  in  the  bibliography;  similar- 
ly, specifying  a single  age  group  will  obvi- 
ate retrieval  on  all  age  groups. 

Citations  may  be  arranged  alphabetical- 
ly by  senior  author,  by  journal  title,  by  lan- 
guage, by  subject  headings,  and  by  year  of 
publication,  and  each  citation  can  be  print- 
ed with  the  descriptors  assigned  to  it  by  its 
indexer.  Although  the  computer  can  print 
bibliographies  on  8/2”  x 11”  paper  or  on 
3”  x 5”  cards,  usually  the  printout 'is  pro- 
vided on  the  less  costly  paper. 

The  elapsed  time  between  receipt  of  a 
request  and  mailing  of  a bibliography  is  a 
function  of  the  volume  of  searches  request- 
ed. At  present,  elapsed  time  is  about  three 
weeks. 

It  is  important  to  note  that  MEDLARS 
does  not  produce  abstracts.  It  is  also  im- 
portant to  note  that  MEDLARS  services 
are  not  provided  for  searches  which  can  be 
conveniently  and  readily  accomplished  by 
the  use  of  published  indexes,  handbooks, 
and  other  reference  materials. 

Demand  Bibliography  Requests  From 
Puerto  Rico 

During  the  period  August  1966  — July 
1967,  inclusive,  the  National  Library  of  Med- 
icine responded  to  four  demand  bibliogra- 
phy requests  from  biomedical  personnel  in 
Puerto  Rico. 

The  subjects  of  these  requests  were:  Psy- 
chiatric and  Neurological  Changes  in  Chil- 
dren Exposed  to  Open  Heart  Surgery,  Men- 
struation and  Psychological  Disorders,  Cor- 
pora Quadrigemina  or  Optic  Lobe,  and 
Temporal  Lobe  Connections  in  the  Mon- 
key. 


The  distribution  of  these  requests  was: 
University  of  Puerto  Rico,  Río  Piedras,  I; 
University  of  Puerto  Rico,  San  Juan,  3. 

Summary 

The  National  Library  of  Medicine,  now 
the  world’s  largest  biomedical  library,  was 
established  by  Congress  to  further  the  ad- 
vancement of  medical  and  medically  relat- 
ed sciences  by  the  collection,  dissemination, 
and  exchange  of  scientific  and  other  infor- 
mation important  to  the  progress  of  medi- 
cine and  of  public  health.  It  has  become  an 
international  as  well  as  a national  resource 
for  publications  and  other  items  relevant 
to  medical  communication,  and  renders  serv- 
ice on  a worldwide  basis. 

In  January  1964,  a computer-oriented 
information  storage  and  retrieval  system 
called  MEDLARS  (Medical  Literature 
Analysis  and  Retrieval  System)  became  op- 
erational at  the  Library.  This  system  has 
improved  the  quality  of  Index  Medicus  and 
other  Library-associated  publications  and 
has  substantially  reduced  the  time  required 
for  preparation  and  publication  of  such  pub- 
lications. 

The  MEDLARS  store  of  biomedical 
journal  articles  published  since  January  1964 
now  exceeds  550,000  and  is  growing  at  an 
annual  rate  of  180,000  articles,  taken  from 
nearly  2,300  journals.  Requests  for  computer 
searches  come  chiefly  from  physicians,  teach- 
ers, and  scientists  in  medical  schools,  hospi- 
tals, universities,  and  Federal  research  lab- 
oratories. 

During  the  period  August  1966  — July 
1967,  inclusive,  the  National  Library  of 
Medicine  responded  to  four  demand  bi- 
bliography requests  from  biomedical  person- 
nel in  Puerto  Rico. 


CITOLOGIA  DEL  ESPUTO  (1) 


S.  Giuliani,  MD 


Hasta  hace  poco  tiempo  el  estudio  de 
los  esputos  había  recibido  poca  atención. 
Nos  conformábamos  por  lo  regular  con  la 
apariencia  microscópica,  en  descubrir  fibras 
elásticas,  la  presencia  de  sangre,  espirales 
de  Curshman  y otros  elementos  patológicos 
fácilmente  identif ¿cables.  Si  necesitábamos  la 
ayuda  del  laboratorio,  las  más  de  las  veces 
eran  con  el  fin  casi  exclusivo  de  investigar 
el  bacilo  de  Koch.  Algunas  veces  el  estudio 
de  la  eosinofilia  en  casos  sospechosos  de  as- 
ma aclaraba  el  diagnóstico,  y la  persecu- 
ción de  parásitos,  como  la  ameba,  en  cier- 
tas broncorreas  purulentas  daba  la  clave  del 
proceso.  Estos  resultados  nos  hacían  supo- 
ner un  dominio  más  extenso,  prueba  de  ello 
la  acogida  entusiasta  que  ha  recibido  la  al- 
bumino-reacción. 

Pero  un  estudio  completo  de  los  esputos 
para  clasificar  sus  componentes  quedaba  pa- 
ra los  laboratorios  de  fisiología  y experimen- 
tales. 

Ahora  bien : si  el  líquido  céfalo-raquí- 
deo  ha  sido  objeto  de  tanto  interés  en  estos 

En  este  trabajo  se  vislumbra  el  valor  del  estudio 
citológico  del  esputo  en  el  diagnóstico  de  tumores 
pulmonares  que  se  estableció  por  Papanicolau  25 
años  más  tarde.  Se  reproduce  del  Boletín  de  1915 
(11:  261). 

(1). Trabajo  leído  ante  la  Asamblea  Anual  de 
la  Asociación  Médica  de  Puerto  Rico,  diciembre 
11  y 12  de  1915. 


últimos  años  por  las  revelaciones  del  cito- 
diagnóstico  en  esas  enfermedades  obscuras 
de  la  mente  y del  eje  cerebro-espinal,  y si 
raro  es  el  clínico  que  prescinda  del  examen 
químico  y microscópico  de  la  orina  para 
agregar  datos  valiosos  a la  sintomatología, 
¿por  qué  no  esperar  del  estudio  histo-quí- 
mico  de  los  esputos  resultados  prácticos  pa- 
ra diferenciar  las  afecciones  de  las  vías  res- 
piratorias? 

Los  exudados  pleurales  y peritoneales, 
lo  mismo  que  los  transudados,  nos  han  de- 
mostrado la  posibilidad  de  encontrar  en  ellos 
valores  clínicos  indudables.  Todos  recono- 
cemos la  importancia  de  las  fórmulas  he- 
matológiqas.  Pero  hemos  hecho  poco  caso 
de  la  secreción  que  procede  de  los  órganos 
torácicos.  En  otros  fluidos  del  cuerpo  hu- 
mano hemos  clasificado  cuidadosamente  los 
elementos  constitutivos  para  que  sus  varia- 
das agrupaciones  nos  ayudaran  a elucidar 
procesos  morbosos  de  los  cuales  son  ellos 
reflejos  bastante  exactos.  ¿Por  qué  no  ha- 
cer lo  mismo  con  el  esputo?  En  algunas 
afecciones,  la  tuberculosis  por  ejemplo,  el 
microscopista  se  limita,  como  he  dicho,  a 
una  investigación  bacterioscópica.  Pero  si  por 
medio  de  una  técnica  apropiada  pudiera  re- 
conocer convenientemente  las  diferentes  es- 
tructuras que  proceden  de  los  pulmones  y 
los  bronquios,  nuestros  conocimientos  ana- 
tomo-patológicos  nos  ayudarían  a interpretar 
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sus  imágenes  en  las  diferentes  fases  de  la 
enfermedad  por  la  que  atraviesan  los  ór- 
ganos interesados.  Y no  hay  duda  que  esta 
verdadera  biopsia  nos  permitiría  fijar  me- 
jor nuestro  diagnóstico,  y hasta  encontrar 
indicaciones  precisas  para  modificar  nues- 
tro tratamiento. 

Además,  muchas  veces  nos  encontramos 
frente  a un  enfermo  con  edema  pulmonar, 
por  ejemplo,  y,  cuán  grato  nos  sería,  por 
medio  de  un  sencillo  examen  de  los  espu- 
tos, descubrir  su  origen!  Si  es  debido  a una 
lesión  cardíaca,  o insuficiencia  renal.  Desea- 
ríamos conocer  las  causas  genéticas  de  una 
bronquitis  crónica  o comprender  la  lesión  ín- 
tima de  los  bronquios  en  una  bronco-pneu- 
monía,  y muchos  otros  puntos  en  que  la 
clínica  sola  no  puede  responder.  Pues  bien, 
la  micrografía  del  esputo  comienza  a ayu- 
damos, y para  apreciar  el  alcance  de  estas 
investigaciones,  sirviéndonos  de  una  secre- 
ción o exudado  que  considerábamos  como 
un  acumulo  de  detritus,  es  preciso  apartar- 
nos de  todo  prejuicio  y con  las  manipula- 
ciones histo-químicas  que  voy  a exponer 
brevemente,  veremos  de  qué  manera  ha  sur- 
gido una  ciencia  nueva,  tan  sugestiva,  tan 
fecunda  en  oportunidades  para  poder  ejer- 
citarse las  facultades  del  analista,  que  po- 
demos compararla  a la  hematología. 

Al  examinar  un  esputo  convenientemen- 
te recogido,  después  de  anotar  el  aspecto 
macroscópico  se  escoge  una  porción  peque- 
ña y se  extiende  sobre  un  porta-objetos  a 
manera  de  película.  Una  vez  fijada  se  tiñe 
con  uno  de  los  colorantes:  azul  de  Unna, 
metileno  fenicado,  o por  doble  coloración 
con  eosina  y azul  de  metileno. 

El  examen  microscópico  se  hace  ilumi- 
nando el  campo  con  un  foco  de  luz  artifi- 
cial, esto  es  de  rigor.  Y si  la  preparación  es 
delgada  podremos  distinguir  varios  tipos  ce- 


lulares: Células  alveolares,  bronquiales,  fa- 
ríngeas, eosinofilos,  leucocitos  de  diversas  cla- 
ses, células  de  desfallecimiento  cardíaco,  etc. 
La  luz  artificial  permite  que  estos  elementos 
se  destaquen  con  gran  nitidez  en  el  campo 
microscópico.  Pero  uno  de  los  fenómenos 
más  importantes  es  la  metacromasia,  esto 
es,  “la  substancia  colorante  única  da  a los 
diferentes  elementos  celulares  una  coloración 
distintiva,  característica  para  cada  elemen- 
to”, y el  azul  de  Unna  es  uno  de  los  tintes 
más  usados  para  estas  investigaciones.  Con 
un  poco  de  práctica,  las  diferentes  células 
pueden  fácilmente  reconocerse  por  sus  reac- 
ciones cromotrópicas  específicas.  Además, 
hay,  otro  dato  importantísimo  en  qué  fijar- 
nos: la  coloración  del  fondo.  Supongamos 
que  hemos  hecho  uso  del  tinte  de  Unna, 
la  mucina  adquiere  siempre  el  color  de  ro- 
sa a la  luz  artificial  y se  presenta  en  capas 
más  o menos  extensas  según  la  cantidad. 
También  se  presentan  “aspectos  reticulados” 
con  las  reacciones  parecidas  a las  de  la  mu- 
cina, pero  con  matices  violáceos:  éstas  son 
las  falsas  redes  fibrinosas  tan  frecuentes  en 
las  bronco-pneumonías  y el  estudio  detalla- 
do de  la  manera  como  se  cruzan  las  fibras 
nos  suministran  caracteres  diferenciales  para 
el  diagnóstico. 

Los  exudados  sero-albuminosos  aparecen 
como  masas  redondeadas  en  el  fondo  roji- 
zo de  la  mucina,  pero  el  color  que  adquieren 
es  violeta-azul  cuando  la  capa  es  gruesa,  y 
lila  en  las  superficies  finas.  Estos  exudados 
son  frecuentes  en  los  edemas  pulmonares, 
las  congestiones  agudas  en  sus  principios,  en 
las  crónicas  acompañadas  de  edema,  y en 
la  bronquitis  crónica  de  los  albuminúricos. 

Las  degeneraciones  celulares,  granulacio- 
nes, la  fibrina,  los  elementos  de  la  sangre 
recientemente  vertida  o alterada,  todos  ad- 
quieren a la  luz  artificial  contornos  y ma- 
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tices  bien  definidos  y constantes  producien- 
do efectos  más  bellos  que  si  fueran  obser- 
vadas con  la  luz  solar  difusa. 

Los  admirables  estudios  de  F.  Bezancon 
y F.  I.  de  Jong,  que  debemos  consultar  siem- 
pre en  estos  trabajos,  nos  han  suministrado 
ya  fórmulas  muy  típicas  de  diversas  afec- 
ciones de  las  vías  respiratorias,  mediante  la 
técnica  delicada  y en  muchas  ocasiones  he- 
mos podido  comprobarlas  clínicamente.  Ha 
sido  mi  objeto  exponer  a grandes  rasgos 
los  fundamentos  de  este  medio  de  diagnós- 
tico microscópico.  Una  vez  efectuada  la  di- 
ferenciación de  los  elementos  histo-químicos 
y citológicos  del  esputo,  obtendremos  una 
visión  más  clara  de  la  patología  de  los  ór- 
ganos respiratorios  y muchas  veces  lograre- 
mos hallazgos  inesperados  como  ocurre  con 
la  sangre. 

Hace  poco  tiempo  recibimos  una  muestra 
de  esputo  para  buscar  el  bacilo  de  Koch. 
Ignorábamos  la  historia  clínica  del  enfermo. 
El  resultado  del  examen  bacterioscópico  fue 
negativo.  Por  medio  del  cito-diagnóstico  en- 
contramos vestigios  de  hemorragia  pulmo- 
nar, numerosos  corúsculos  de  pus  y células 
alveolares.  También  encontramos  una  placa 
de  células  que  no  pudimos  identificar  con 
las  halladas  corrientemente,  pero  que  parti- 
cipaban de  los  caracteres  de  las  células  can- 
cerosas. Y así  formulamos  nuestra  opinión. 
Varios  días  más  tarde  el  médico  de  cabece- 
ra nos  envió  una  parcela  de  tejido  proce- 
dente del  mismo  enfermo,  quien  tenía  va- 
rios nodulos  dolorosos  esparcidos  por  el  cuer- 
po. El  examen  histológico  reveló  tejido  car- 
cinomatoso.  Nos  enteramos  de  la  historia 
clínica,  y resultó  que  el  enfermo  había  te- 
nido una  hemoptisis  hacía  algún  tiempo,  y 
en  estos  momentos  se  hallaba  moribundo 
con  una  carcinomatosis  generalizada.  Me  pa- 
rece que  en  este  caso  el  curso  de  la  enfer- 


medad confirmó  los  caracteres  micrográfi- 
cos  de  su  esputo. 

Recientemente  en  el  esputo  de  un  pa- 
ciente en  el  Hospital  Municipal  de  esta  ciu- 
dad, enviado  para  investigar  el  bacilo  de 
Koch,  encontramos  sangre  alterada  y la  co- 
loración de  fondo  característica  de  un  exu- 
dado sero-albuminoso  con  elementos  alveo- 
lares. Pero  nos  sorprendió  la  presencia  de 
esas  células  llamadas  en  inglés  “heart  fail- 
ure cells”  (células  de  desfallecimiento  car- 
díaco). Bacilo  de  Koch:  negativo.  Nada  sa- 
bíamos del  enfermo,  y nos  arriesgamos  a 
diagnosticar,  por  el  esputo,  una  lesión  car- 
díaca. Al  notificar  nuestros  resultados  a los 
médicos  de  la  asistencia,  éstos  nos  partici- 
paron que  el  enfermo  solicitaba  tratamiento 
quirúrgico  para  una  afección  testicular.  Que 
estaba  disneico,  con  estertores  bronquiales  y 
que  lanzaba  esputos  sanguinolentos;  de  ahí 
la  sospecha  de  tuberculosis  pulmonar.  Pro- 
cedimos al  examen  físico  de  admisión,  y en- 
contramos una  lesión  cardíaca  en  período 
asistólico.  La  repercusión  pulmonar  en  este 
caso  se  reflejaba  en  el  esputo. 

Podría  citar  numerosos  ejemplos  en  don- 
de los  exámenes  histo-químicos  y citológicos 
por  medio  de  esa  técnica  ha  sido  de  gran 
auxilio  para  la  clínica,  y nos  es  grato  mani- 
festar que  la  literatura  médica  sobre  este 
asunto  vá  enriqueciéndose  cada  día  gracias 
al  vigoroso  impulso  que  los  autores  antes  ci- 
tados han  imprimido  a estas  investigaciones. 

Y como  para  llevarlas  a efecto  no  re- 
quieren numerosos  aparatos,  sino  un  buen 
microscopio  con  lente  de  inmersión,  porta- 
objetos y los  tintes  mencionados,  en  los  la- 
boratorios más  modestos  podrán  repetirse 
por  lo  menos  una  parte  muy  provechosa 
de  la  hermosa  labor  de  Bezancon  y de  Jong, 
y la  patología  de  las  vías  respiratorias  será 
mejor  comprendida. 


DR.  JOSE  A.  ALVAREZ  DE  CHOUDENS 

Presidente,  Asociación  Médica  de  Puerto  Rico,  1968 

NOTA  BiOGRAFICA 


Nació  el  Dr.  Alvarez  de  Choudens  en 
Arroyo,  P.  R.,  el  25  de  abril  de  1922.  Cur- 
só estudios  elementales  en  la  Escuela  E. 
Huyke  de  su  pueblo  natal  y escuela  secun- 
daria en  Guayama.  En  1940  recibió  su  Ba- 
chillerato en  Ciencias  en  la  Universidad  de 
Puerto  Rico,  con  honores.  Se  graduó  de  Doc- 
tor en  Medicina  de  la  Universidad  de  Ma- 
ryland en  septiembre  de  1944.  Obtuvo  en- 
trenamiento como  interno  y residente  de  pri- 
mer año  en  cirugía  en  el  Hospital  St.  Ag- 
nes de  Baltimore,  Md.  En  1946  sirvió  co- 
mo cirujano  en  el  97o.  Hospital  General 
del  Ejército  de  EE  . UU  . en  Frankfurt,  Ale- 
mania. Volvió  a Puerto  Rico  en  1947  tra- 
bajando como  residente  en  cirugía  en  el 
Sanatorio  Insular  Alejandro  Ruiz  Soler.  Re- 
cibió su  entrenamiento  en  la  especialidad 


de  Neurocirugía  en  el  Hospital  de  la  Uni- 
versidad de  Maryland  durante  los  años  1948 
a 1952.  Ha  sido  miembro  de  la  Facultad 
de  Neurocirugía  y Neurología  Clínica  de  la 
Escuela  de  Medicina  de  Puerto  Rico  desde 
1952,  ahora  con  el  grado  de  Catedrático 
Asociado. 

Es  miembro  de  la  Facultad  Médica  de 
los  más  importantes  hospitales  privados  y 
gubernamentales  de  San  Juan.  De  1962  a 
1964  fué  miembro  de  la  Junta  de  Direc- 
tores de  los  Seguros  de  Servicios  de  Salud, 
la  cual  presidió  en  1964. 

En  1964  y 1965  fué  electo  Vicepresiden- 
te de  la  Cámara  de  Delegados  y en  1966 
Presidente  del  Consejo  de  Servicios  Médi- 
cos de  la  Asociación  Médica. 
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EDITORIAL 


EL  MEDICO  Y SU  MISION 

La  distinción  que  significa  la  presidencia  de  la  Asociación  Médica  de  Puer- 
to Rico  me  ha  hecho  reflexionar  sobre  los  extraordinarios  beneficios  que  ha  de- 
rramado el  Señor  sobre  los  médicos  de  esta  tierra. 

En  Verdad  Somos  Afortunados 

Somos  afortunados: 

Porque  pertenecemos  a un  pueblo  de  paz,  generoso,  hospitalario,  respetuo- 
so de  los  derechos  de  los  demás. 

Porque  vivimos  en  un  país  donde  es  inviolable  la  dignidad  del  ser  humano, 
donde  no  se  permite  discrimen  por  motivo  de  raza,  color,  sexo,  condición  social 
o ideas  políticas  o religiosas. 

Porque  vivimos  en  una  tierra  donde  se  garantiza  el  derecho  de  toda  persona 
a una  educación  adecuada  que  permita  el  pleno  desarrollo  de  la  personalidad, 
ayudando  a darle  máxima  expresión  a su  aptitud  para  servir  a la  comunidad. 

Porque  el  Señor  nos  dió  vocación  y capacidad  para  estudiar  la  carrera  de 
la  medicina  y devoción  y voluntad  para  ejercerla. 

Porque  nuestros  padres  tuvieron  un  alto  concepto  del  valor  de  la  educación 
y se  sacrificaron  para  hacer  posibles  nuestros  estudios  profesionales. 

Porque  tenemos  un  gobierno  que  ha  reconocido  la  importancia  de  la  salud 
para  nuestro  pueblo  y ha  hecho  cuantiosas  asignaciones  para  los  servicios  de  sa- 
lud. 

Porque  en  nuestra  lucha  contra  la  enfermedad  contamos  con  la  ayuda  va- 
liosa y capaz  de  enfermeras,  técnicos,  y demás  personal  para-médico. 

Porque  si  en  el  orden  de  las  compensaciones  materiales  nuestra  profesión 
nos  proporciona  los  medios  para  vivir  dignamente  y atender  adecuadamente  las 
necesidades  de  nuestras  familias,  en  el  orden,  más  elevado,  de  las  compensaciones 
espirituales  nuestra  profesión  nos  proporciona  el  generoso  quehacer  de  devolverle 
al  enfermo  la  salud  del  cuerpo  y la  paz  del  alma. 

Pero,  sobre  todo,  los  médicos  somos  afortunados  porque  en  nuestras  manos 
tenemos  la  oportunidad  de  ser  líderes  en  los  esfuerzos  de  nuestro  pueblo  para 
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crear  una  comunidad  saludable , responsable,  donde  la  generosidad  sea  la  norma 
que  dé  el  tono  a las  relaciones  humanas. 

Asumir  este  liderato  es  nuestra  misión.  Tal  misión,  que  nos  señala  Dios  en 
beneficio  de  nuestros  semejantes,  apareja  responsabilidades  que  los  médicos  no 
podemos  declinar.  Son  responsabilidades  que  hemos  contraído  con  la  salud  de 
nuestro  pueblo.  Si  mañana,  esa  salud  fuera  inferior  a lo  que  pudo  haber  sido, 
sería  porque  nuestro  liderato  y nuestra  dedicación  no  han  sido  efectivos. 

Cumplir  esas  responsabilidades  es,  para  el  médico,  ser  verdaderamente  lí- 
der. Realizar  esa  misión  es  alcanzar  nuestro  destino. 


José  A.  Alvarez  de  Choudens,  M.D. 


ACTUALIDADES  MEDICAS 


Characteristics  of  Persons 
with  Diabetes 

Diabetes  ranks  eighth  among  the  lead- 
ing causes  of  death,  accounting  for  over 
32,000  deaths  annually.  Despite  significant 
advances  in  the  treatment  of  the  disease, 
it  continues  to  be  a major  health  problem. 
In  addition  to  the  2.4  million  known  dia- 
betics, there  are  estimated  to  be  over  1.6 
million  persons  who  have  diabetes  but  are 
not  aware  that  they  have  the  condition. 

Although  there  is  no  known  cure  for 
diabetes,  prognosis  for  diagnosed  diabetics 
is  much  improved;  and  life  expectancy  for 
these  persons  is  steadily  increasing.  Since 
the  introduction  of  insulin  in  1922,  the  du- 
ration of  life  after  diagnosis  of  diabetes  has 
increased  threefold.  In  addition  to  the  in- 
fluence of  insulin,  the  better  understanding 
of  diabetic  dietary  treatment  as  well  as  ad- 
vances in  treatment  of  infections  and  surgi- 
cal complications  have  been  important  fac- 
tors. When  age  at  onset  is  considered,  the 
progress  is  even  more  impressive  as  evidenc- 
ed by  the  tenfold  increase  in  the  duration 
of  life  of  persons  who  develop  diabetes  as 
children. 

During  the  period  July  1964-June  1965, 
an  estimated  1.3  percent  of  the  civilian,  non- 
institutionai  population  of  the  United  States 
were  reported  to  be  diabetic.  About  58  per- 
cent of  these  persons  were  female.  The  pre- 
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valence  of  diabetes  did  not  differ  by  region 
or  residence.  For  both  males  and  females 
the  prevalence  increased  with  age,  with  a 
peak  in  the  age  group  65-74  years.  The 
majority  of  diabetics  reported  that  the  con- 
dition had  been  diagnosed  after  they  had 
reached  age  45. 

Persons  with  diabetes  were  older  than 
the  general  population — their  median  age 
being  more  than  twice  as  high.  The  major- 
ity of  diabetics  had  at  least  one  other  chron- 
ic condition.  The  rates  of  disability  for  dia- 
betics were  roughly  three  times  those  for 
the  total  population. 

Two-thirds  of  the  diabetics  were  over  55 
years  of  age.  There  were  relatively  few  ju- 
venile diabetics;  ony  5 percent  of  the  dia- 
betic population  was  under  age  25.  Fe- 
males were  slightly  older  than  males,  but 
the  differences  were  not  statistically  signifi- 
cant. 

Half  of  the  diabetics  were  diagnosed  be- 
tween the  ages  of  45  and  64,  about  21.8 
percent  between  25  and  44  years  of  age,  and 
another  20.0  percent  at  ages  65  years  or 
later.  Only  7.7  percent  of  the  diabetics  were 
diagnosed  before  their  25th  birthday  and 
4.1  percent  before  age  15. 

The  percent  of  diabetics  reporting  these 
conditions  who  were  male  were,  respective- 
ly, 76.5,  63.3,  and  72.7  percent.  Two  other 
conditions,  paralysis  and  vascular  lesions  of 
the  central  nervous  system  were  reported 
about  equally  by  each  sex  (part  of  the  ap- 
parent variation  was  due  to  rounding). 
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It  should  be  pointed  out  that  there  are 
more  female  than  male  diabetics,  but  this 
does  not  account  for  the  differential.  If  the 
conditions  were  not  to  some  extent  sex- 
related,  the  distribution  of  each  condition 
could  be  expected  to  approximate  the  sex 
distribution  of  58  percent  female  and  42 
percent  male. 

Suggestions  for  LSD  Treatment 

Suggestions  on  treating  the  rising  num- 
ber of  victims  of  LSD  and  other  hallucinog- 
enic drugs  are  offered  the  nation’s  physi- 
cians in  the  Oct.  2 Journal  of  the  Amer- 
ican Medical  Association. 

Comprehensive  treatment,  however,  goes 
far  beyond  routine,  first-step  measures, 
warns  a statement  by  the  AMA’s  Council 
on  Mental  Health  and  Committee  on  Alco- 
holism and  Drug  Dependence. 

The  problems  of  drug  dependence  are 
so  complex  that  the  physician  may  find  he 
needs  all  the  help  he  can  get.  He  may  need 
to  call  on  the  services  of  psychiatrists,  other 
medical  specialists,  and  the  community’s 
other  professional  resources,  such  as  clergy- 
men, educators,  social  service  agencies,  and 
attorneys. 

“Hallucinogen-induced  dependence  is 
psychological,”  the  statement  said.  “The 
drugs  have  a particular  attraction  for  adol- 
escents and  young  adults  who  are  socially 
maladjusted  or  emotionally  inhibited  and 
who  constantly  seek  new  ‘experiences’  and 
‘insights’.  ” 

Drug  dependence  “is  almost  universally 
symptomatic  of  underlying  personality  prob- 
lems, severe  neurotic  conflicts,  or  psychotic 
reactions,”  according  to  the  AMA  statement. 

Thus,  an  important  step  in  the  physi- 
cian’s treatment  is  to  determine  “what  is 
really  bothering  (the  drug  user)  at  both  con- 


scious and  unconscious  levels.”  The  physi- 
cian also  has  to  learn  how  these  needs  are 
met  by  drugs.  Only  then  can  the  doctor, 
with  the  help  of  other  professionals,  offer 
complete  treatment. 

It  becomes  the  physician’s  task  to  help 
the  patient  comprehend  his  psychic  and  per- 
sonal problems,  and  how  to  cope  with  them. 

“Short  of  this,  the  physician  may  have 
to  give  long-term  supportive  therapy  that 
will  enable  the  patients  to  live  as  produc- 
tive and  satisfying  a life  as  possible  with 
his  psychic  handicap  and  in  a drug-free 
state.” 

At  least  three  types  of  users  of  hallu- 
cinogenic drugs  have  been  noted: 

One  consists  of  narcotic  drug-dependent 
persons  who  take  LSD  or  other  hallucino- 
gens infrequently  after  a “fix”  with  nar- 
cotics. 

Another  group  includes  users  of  other 
drugs,  especially  marihuana,  who  relish  the 
more  intense  effects  of  .hallucinogens. 

A third  group  is  composed  of  persons 
who  repeatedly  take  LSD  only  or  in  com- 
bination with  other  hallucinogens  over  a 
sustained  period  of  two  weeks  to  a month. 
Unlike  those  in  the  second  group,  they  take 
the  drugs  not  for  social  purposes,  but  - to 
achieve  “some  personal,  esoteric  goal.” 

A variety  of  complications  have  been  re- 
ported, but  three  appear  to  be  most  pre- 
valent. 

1.  Reappearance  of  the  hallucinated,  dis- 
organized state  without  drug-taking.  This 
has  occurred  within  two  months  after  a 
series  of  relatively  few  exposures  to  hallu- 
cinogenic drugs.  It  also  occurred  more  than 
12  months  after  one  person  took  the  drugs 
more  than  200  times  over  a period  of  years. 

2.  Panic  is  a frequent  complication.  “Hos- 
pitalization may  be  sought  by  the  user  or 
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his  companion,  neither  of  whom  can  cope 
with  the  sense  of  terror.” 

3.  A third,  relatively  common,  complica- 
tion is  an  extended  period  of  psychosis, 
sometimes  after  a single  exposure  to  drugs, 
and  usually  involving  a person  who  was 
“prepsychotic”  or  had  a history  of  psychosis. 

“There  is  no  available  evidence  to  sug- 
gest that  the  massive,  disorganizing  experi- 
ence resulting  from  the  taking  of  halluci- 
nogens has  been  therapeutic  for  any  psy- 
chotic patient.  Quite  the  contrary!”  said 
the  statement. 

In  addition  to  LSD,  the  hallucinogens 
include  some  kind  of  morning  glory  seeds; 
mescaline,  a drug  present  in  the  buttons 
of  a small  cactus;  psilocybin,  a drug  found 
in  a mushroom,  and  DMT,  a synthetic  drug 
also  found  in  the  seeds  of  a South  Amer- 
ican plant. 

Tolerance  to  hallucinogens  develops  ra- 
pidly, but  usually  is  lost  in  two  or  three  days. 
Further,  there  is  cross- tolerance  among  LSD, 
psilocybin,  and  mescaline,  although  tolerance 
to  mescaljne  develops  more  slowly.  Some 
users  report  a state  of  increased  sensitivity 
to  LSD  once  they  have  lost  their  tolerance. 

DMT,  a relatively  new  synthetic  with 
a somewhat  shorter  and  more  “harsh”  ac- 
tion than  LSD,  also  has  appeared  on  the 
illicit  drug  market.  An  LSD  “trip”  usually 
lasts  about  12  hours  and  the  onset  is  said 
to  be  fairly  “gentle.”  A DMT  trip  lasts 
about  two  hours  and  has  a sudden  or  “rough” 
onset. 

Pregnancy  and  High  Altitude 

Women  should  stay  below  the  altitude 
of  10,000  feet  in  the  last  three  months  of 
pregnancy,  advises  a Denver  physician  in 
the  Journal  of  the  American  Medical  As- 
sociation. 


The  unborn  child  may  be  damaged  by 
lack  of  oxygen  if  his  mother  exceeds  this 
altitude  in  the  mountains  or  in  an  unpres- 
surized airplane,  wrote  E.  Stewart  Taylor, 
M.D.,  a specialist  in  obstetrics  and  gynecol- 
ogy, in  the  Sept.  18  Journal. 

Skeletal  deformities,  lack  of  teeth  and 
hair,  brain  impairment,  and  occasionally 
even  death  of  the  fetus  have  been  attributed 
to  lack  of  oxygen. 

“I  recommended  that  women  who  are 
pregnant  and  in  the  last  trimester  stay  be- 
low 10,000  feet  in  the  mountains  and  that 
they  do  not  travel  in  an  unpressurized  plane 
while  in  mountain  country.  Women  in  the 
last  three  months  of  pregnancy  who  are 
traveling  at  altitudes  over  10,000  feet  should 
breathe  supplemental  oxygen  to  protect  the 
fetus  if  the  plane  is  not  pressurized  and  if 
travel  in  an  unpressurized  plane  cannot  be 
avoided,”  Dr.  Taylor  said. 

(Most  large,  commercial  planes  are  pres- 
surized, and  thus  provide  the  necessary  oxy- 
gen. A woman  in  the  last  three  months  of 
pregnancy  should  consult  her  physician  be- 
fore flying,  however.) 

Dr.  Taylor’s  comments  in  the  Journal’s 
Questions  and  Answers  section  were  in  re- 
ply to  a question  from  a physician  in  Ethio- 
pia. Hundreds  of  medical  questions  from 
physicians  throughout  the  world  are  answer- 
ed in  this  section  of  the  Journal  by  author- 
ities in  various  medical  fields. 

High-altitude  hazards  are  of  particular 
concern  in  Ethiopia  the  physician  pointed 
out.  Much  of  the  country  is  a plateau,  6,000 
to  9,000  feet  high.  Medical  far  lities  are 
isolated,  and  depend  on  small  planes  for 
communication.  This  means  they  often  have 
to  fly  above  10,000  feet,  he  said.  In  this 
case,  supplemental  oxygen  should  be  avail- 
able for  pregnant  women  passengers,  Dr. 
Taylor  suggested. 
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Mumps  Vaccine  Reported 
Safe  and  Effective 

Further  evidence  that  a newly  develop- 
ed mumps  vaccine  may  be  safe  and  effec- 
tive is  reported  in  the  Journal  of  the  Amer- 
ican Medical  Association. 

Mump  vaccine  have  been  under  devel- 
opment for  some  time.  None  are  yet  avail- 
able to  the  public,  but  this  latest,  limited 
test  of  one  vaccine  strain  is  a step  in  es- 
tablishing its  safety  and  effectiveness.  The 
vaccine  had  been  tested  earlier  on  children; 
this  was  its  first  test  on  adults. 

The  vaccine  produced  or  increased 
mumps-preventing  antibodies  in  the  blood  of 
all  but  one  of  20  adults  who  never  had 
mumps. 

Ninety-five  adults  were  tested,  but  75 
of  these  were  found  to  have  varying  amounts 
of  mumps  antibodies,  even  though  they 
could  not  remember  contracting  the  disease. 
Tests  on  these  75,  however,  indicated  their 
antibody  levels  were  increased,  meaning  they 
gained  increased  resistance  to  mumps. 

Mumps  is  not  as  contagious  as,  for  in- 
stance, measles  (95  per  cent  of  adults  have 
had  measles),  so  more  people  reach  adult- 
hood without  contracting  the  disease. 

Mumps  can  be  dangerous,  particularly 
for  adult  men.  The  disease  can  damage  the 
reproductive  organs,  brain,  pancreas,  or 
hearing  nerves. 

The  Journal  report,  by  investigators  at 
the  Merck,  Sharpe  and  Dohme  Co.  lab- 
oratories and  Merck  Institute  for  Thera- 
peutic Research,  West  Point,  Pa.,  concerns 
a live-virus  mumps  vaccine  called  the  Jeryl 
Lynn  strain. 

There  were  no  serious  adverse  reactions 
to  the  vaccine,  investigators  said.  Fever  was 
“remarkably  absent”  in  those  whose  blood 


tests  had  showed  no  evidence  of  existing 
mumps  antibodies. 

“The  vaccine  provides  a potentially  use- 
ful tool  for  eliminating  (sickness)  and  time 
loss  from  mumps,”  said  the  report,  in  the 
Sept.  18  Journal. 

The  authors  are  Wallace  L.  Davidson, 
M.D.;  Eugene  B.  Buynak,  Ph.D.;  M.  Benice 
Leagus,  Ph.D.;  James  E.  Whitman,  Jr.,  Ph. 
D.,  and  Maurice  R.  Hilleman,  Ph.D.,  D.Sc. 

ATPase  Activity  in  the  Failing  Heart 

The  failing  heart  has  no  deficiency  of 
high-energy  compounds  needed  to  power 
its  contractions,  but  its  ability  to  tap  these 
energy  sources  may  be  impaired  in  conges- 
tive failure,  scientists  of  the  National  Heart 
Institute  reported  today. 

The  immediate  energy  source  of  heart 
muscle  is  adenosine  triphosphate  (ATP). 
Large  amounts  of  chemical  energy,  stored 
in  the  chemical  bonds  linking  the  phosphate 
groups  of  the  ATP  molecule,  are  released 
when  these  bonds  are  broken.  This  energy 
is  made  available  as  needed  by  enzymes 
called  ATPases,  which  remove  one  of  the 
phosphate  groups  from  ATP,  then  harness 
the  liberated  energy  to  perform  useful  work. 
The  ATPase  of  heart  muscle  is  found  in 
myosin,  which,  with  actin,  constitute  the 
contractile  proteins  of  heart  muscle  fibers 
(myofibrils) . 

Drs.  Brian  M.  Chandler,  James  F.  Spann, 
Jr.,  Edmund  E.  Sonnenblick,  and  Peter  E. 
Pool  of  the  NHI  Cardiology  Branch,  have 
demonstrated  that  the  ATPase  activity  is 
depressed  in  myofibrils  from  failing  hearts. 
Their  findings,  reported  at  the  40th  Sci- 
entific Session  of  the  American  Heart  As- 
sociation, suggest  that  reduced  ATPase  ac- 
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tivity  may  be  a significant  factor  in  the  de- 
pressed contractility  that  limits  the  pump- 
ing effectiveness  of  the  failing  heart  and 
renders  its  incapable  of  keeping  pace  with 
the  circulatory  needs  of  the  body.  Their 
findings  may  provide  valuable  clues  to  the 
basic  defect,  possibly  existing  at  the  mole- 
cular level,  that  underlies  the  development 
of  congestive  heart  failure. 

The  English  scientist  A.  V.  Hill  first  pro- 
posed that  the  speed  at  which  the  heart 
muscle  contracts  (contractility)  is  related  to 
the  rate  at  which  AT Pase  directs  the  energy 
release  from  ATP.  This  hypothesis  was  par- 
tially verified  by  Barany  of  Hungary'  who 
correlated  the  ATPase  activity  with  the  velo- 
city of  contraction  by  examining  a variety 
of  different  types  of  skeletal  muscles  — from 
the  fast  muscles  of  the  frog  to  the  slow 
muscles  of  the  sloth.  He  studied  the  ATPase 
of  actomyosin,  the  protein  which  makes  the 
heart  contract.  Barany  found  that  the  mus- 
cle’s intrinsic  speed  of  contraction  is  in  pro- 
portion to  the  rate  of  ATPase  activity. 

Right  ventricular  failure  was  experiment- 
ally induced  in  cats  by  constricting  the  pul- 
monary' artery.  This  greatly  increased  the 
resistance  against  which  the  right  ventricle 
had  to  work  in  pumping  blood  to  the  lungs. 
Under  this  heavy  strain,  the  right  ventricle 


became  greatly  enlarged,  then  lapsed  into 
failure. 

Samples  of  muscle  tissue  were  taken  from 
the  left  and  right  ventricles  of  both  groups 
of  animals.  The  velocity  of  contraction  of 
the  muscle  fibers  was  measured  in  a myo- 
graph. As  expected,  the  velocity  of  contrac- 
tion of  fibers  from  failing  right  ventricles 
was  substantially  slower  than  that  of  the 
fibers  from  normal  right  ventricles. 

The  ATPase  activity  of  muscle  fibers 
from  failing  right  ventricles  was  39%  lower 
than  that  of  fibers  from  normal  right  ven- 
tricles. This  depression  of  ATPase  activity 
was  directly  proportional  to  the  decreased 
contractility  observed  earlier  with  the  myo- 
graph. ATPase  activity  was  slightly  depres- 
sed in  muscle  samples  obtained  from  the 
left  ventricles  in  hearts  with  right  ventricular 
failure,  and  was  normal  in  normal  hearts. 

The  study  results  provide  further  support 
for  Hill’s  hypothesis  that  heart  muscle  con- 
tractility is  directly  related  to  its  ATPase 
activity  and  confirm  and  extend  the  earlier 
work  of  Barany. 

Although  the  cause  of  the  depression  in 
ATPase  was  not  determined,  the  investigators 
hypothesized  that  there  may  be  some  relation 
between  depressed  ATPase  and  congestive 
heart  failure. 
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REUNIONES 

Die.  7-10 — Convención  Anual  de  la  Sociedad  Médi- 
ca del  Distrito  Sur,  en  Ponce,  Puerto  Rico. 
Feb.  2-4 — Convención  Anual  de  la  Academia 
Americana  de  Práctica  General. 

Feb.  6-10 — Convención  Anual  de  la  Sección  de 
Pediatría  de  la  Asociación  Médica  de  Puerto 
Rico. 

PLAZAS'  VACANTES 

El  Departamento  de  Salud  informa  que  tiene 
una  serie  de  plazas  de  médico  disponibles  en  dis- 
tintas categorías  y pueblos  de  Puerto  Rico,  para 
trabajar  con  el  gobierno. 

Los  interesados  deben  comunicarse  con  el  Dr. 
José  F.  Rechany,  Ayudante  Especial  del  Secretario 
de  Salud. 

ACADEMIA  AMERICANA  DE  OFTALMOLOGIA 
Y OTOLARINGOLOGIA 
En  la  última  reunión  de  la  Academia  America- 
na de  Oftalmología  y Otolaringología  (American 
Academy  of  Ophthalmology  and  Otolaringology) 
se  le  concedieron  diplomas  de  honor  a los  siguien- 
tes compañeros: 

Ricardo  F.  Fernández 
Guillermo  Picó 

INTERNADO  EN  MEDICINA  EN  EL 
HOSPITAL  DE  VETERANOS 
Recientemente  recibió  la  aprobación  por  el 
"Council  on  Medical  Education”  de  la  Asociación 
Médica  Americana  un  nuevo  programa  de  entre- 
namiento para  internos  en  medicina  (Straight 
Medical  Internship)  en  el  Hospital  de  Veteranos 
de  San  Jutn.  El  programa  se  inaugurará  en  ene- 
ro 1ro.,  1968. 

El  programa  de  un  año  incluirá  dos  trimes- 
tres de  trabajo  en  las  salas  de  medicina  del  Hos- 


pital de  Veteranos,  tres  meses  en  las  salas  de  mu- 
jeres del  Hospital  Universitario  y un  trimestre  de 
trabajo  electivo  a elección  del  individuo.  Durante 
este  último  período  el  interno  puede  permanecer 
en  el  Servicio  de  Medicina  dedicándose  al  estudio 
de  una  sub-especialidad  o-  pasar  a los  Servicios 
de  Cirugía,  Laboratorio,  Rayos-X,  Medicina  Físi- 
ca en  el  Hospital  de  Veteranos,  o a los  Servicios 
de  Pediatría  u Obstetricia-Ginecología  del  Hospi- 
tal Universitario. 

El  interno  recibirá  su  entrenamiento  bajo  la 
supervisión  de  residentes  y médicos  especialistas 
en  cada  rama.  El  entrenamiento  ha  sido  aprobado 
por  el  Comité  del  Decano  de  la  Escuela  de  Me- 
dicina y está  íntimamente  integrado  con  los  pro- 
gramas de  enseñanza  del  Hospital  Universitario. 

El  salario  anual  será  de  $4,725.00. 

Para  más  detalles  el  interesado  debe  dirigirse 
al  Dr.  Eli  A.  Ramírez,  Jefe  del  Servicio  de  Medi- 
cina, Hospital  de  Veteranos,  Ponce  de  León  520, 
San  Juan,  Puerto  Rico,  00901. 

RESIDENCIAS  EN  MEDICINA 
El  Hospital  de  Veteranos  de  San  Juan  tiene 
plazas  de  primero,  segundo  y tercer  año  para  re- 
sidencia en  Medicina  Interna. 

Este  programa  está  organizado  en  colaboración 

con  el  Departamento  de  Medicina  del  Hospital 

Universitario  y la  Escuela  de  Medicina  de  la  Uni- 
versidad de  Puerto  Rico.  Está  aprobado  totalmen- 
te por  el  Comité  Examinador  de  Residencias  de  la 
Asociación  Médica  Americana.  Los  salarios  son  co- 
mo sigue: 

Primer  año  $5,985.00 

Segundo  año  $6,615.00 

Tercer  año  $7,245.00 

Para  mayor  información,  favor  de  dirigirse  al 
Dr.  Eli  A.  Ramírez,  Jefe,  Servicio  de  Medicina, 
Hospital  de  Veteranos,  Ponce  de  León  520,  San 
Juan,  P.  R.  00901. 
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RESOLUCIONES  APROBADAS  POR  LA  CA- 
MARA DE  DELEGADOS  DE  LA  ASOCIACION 
MEDICA  DE  PUERTO  RICO 

En  la  reunión  celebrada  por  la  Cámara  de 
Delegados  de  la  Asociación  en  Ponce,  el  15  de 
julio  de  1967,  con  motivo  de  la  primera  conven- 
ción semianual  que  celebra  la  Asociación,  se 
aprobaron  las  siguientes  Resoluciones: 

1.  Núm.  VII-67-2:  Solicitud  de  Ayuda  Finan- 
ciera a las  Secciones  de  la  AMPR  y Academias, 
Colegios  y otras  Asociaciones  Afines.  Se  dispo- 
ne solicitar  de  estas  entidades  un  donativo  de 
$100  para  los  fondos  generales  de  la  Asociación. 

2.  Núm.  VII-67-3:  Para  Expresar  la  Satisfac- 
ción de  la  Asociación  Médica  de  Puerto  Rico 
y Felicitar  Calurosamente  a la  Directiva  Mé- 
dica del  Distrito  Sur  por  la  Asamblea  Semianual 
de  Julio  de  1967.  Se  resuelve  expresar  la  satis- 
facción de  la  Cámara  y felicitar  a la  Directiva 
y médicos  del  Distrito  Sur  por  los  éxitos  lo- 
grados en  esta  Asamblea. 

3.  Núm.  VII-67-4:  Para  que  esta  Cámara  de 
Delegados  le  dé  las  más  Expresivas  Gracias  y 
Reconocimiento  al  Hon.  Alcalde  de  Ponce,  la 
Asamblea  Municipal,  Prensa  Radio  y Televi- 
sión, Casas  Farmacéuticas  y Demás  Entidades 
que  han  Patrocinado  esta  Asamblea  Semianual 
de  Julio  de  1967.  El  alcalde  de  Ponce  lo  es  el 
Hon.  Eduardo  Ruberté  Bisó. 

4.  Núm.  VII-67-5:  Para  Expresar  las  Gracias 
Más  Efusivas  a la  Sociedad  de  Esposas  de  Mé- 
dicos del  Distrito  Sur.  Se  resuelve  testimoniar 
gracias  y expresar  agradecimiento  a esta  So- 
ciedad por  el  bello  gesto  realizado  al  servir 
de  anfitriona  durante  la  Asamblea  Semianual 
y por  haber  preparado  un  programa  agradable. 

5.  Núm.  VII-67-6:  Para  que  se  solicite  de  la 
Junta  Directiva  que  Haga  un  Estudio  sobre  la 
Asamblea  de  la  Cámara  de  Delegados  y la  Ho- 
ra, etc.,  y la  efectividad  de  la  misma.  Así  se 
dispone. 

DONATIVOS  DE  MEDICOS  PUERTORRIQUE- 
ÑOS PARA  LA  EDUCACION  MEDICA 

Anualmente,  la  Asociación  Americana  concede 
a las  Escuelas  de  Medicina  un  donativo  de  dinero 
recogido  entre  todos  sus  miembros  para  ayuda  a 
la  educación  médica.  El  año  pasado  Puerto  Rico 
recibió  $2,849.38.  De  esta  cantidad  $35.00  fueron 
donados  por  médicos  quienes  especificaron  que  su 


donativo  fuera  designado  a la  Escuela  de  Medici- 
na de  Puerto  Rico  y $2,814.38  fueron  del  fondo 
general  de  Educación  de  la  Asociación  Médica 
Americana  que  se  distribuye  entre  todas  las  es- 
cuelas norteamericanas.  La  cantidad  recibida  por 
nuestra  Escuela  de  Medicina  podría  aumentar  con- 
siderablemente si  los  médicos  puertorriqueños  al 
enviar  su  donativo  al  Fondo  de  Educación  Médica 
de  la  Asociación  Médica  Americana  especificaran 
que  éste  fuera  designado  a la  Escuela  de  Medici- 
na de  la  Universidad  de  Puerto  Rico.  Estos  do- 
nativos son  de  ayuda  extraordinaria  para  mejorar 
nuestra  educación  médica,  ya  que  se  pueden  usar 
con  gran  flexibilidad.  Los  mismos  son  ahora  más 
necesarios  que  antes  ya  que  la  educación  médica 
es  cada  día  más  costosa  y no  es  posible  que  el 
gobierno  solo  pueda  cubrir  todos  los  gastos  de  la 
misma. 

HOW  TO  PREVENT  SUICIDE 

Suicide  is  one  of  the  10  leading  causes  of  death 
in  the  United  States.  But  most  people  who  com- 
mit suicide  want  desperately  to  live.  The  grow- 
ing number  of  full-scale  suicide  prevention  serv- 
ices can  offer  suicidal  people  ‘‘a  fresh  grasp  on 
life.” 

That- is  a summary  of  the  views  expressed  in 
How  To  Prevent  Suicide,  by  Edwin  S.  Shneid- 
man  and  Philip  Mandelkorn,  a new  Public  Af- 
fairs Pamphlet.  Dr.  Shneidman  is  Chief  of  the 
Center  for  Studies  of  Suicide  Prevention  at  the 
National  Institute  of  Mental  Health;  Mr.  Mandel- 
korn is  a correspondent  for  Time  Magazine.  Their 
pamphlet  is  available  for  25  cents  from  the  Pub- 
lic Affairs  Committee,  381  Park  Avenue  South, 
New  York,  N.Y.  10016. 

The  statistics  they  give  are  a reminder  that 
self-inflicted  death  touches  every  group,  color,  and 
class  of  people  in  the  United  States,  though  in 
different  degrees.  "The  number  of  men  who  kill 
themselves,”  they  report,  “is  three  times  higher 
than  that  of  women  (though  women  attempt  sui- 
cide more  often  than  men)  ; whites  twice  that  of 
Negroes;  college  students  half  again  as  much  as 
their  non-college  counterparts  (only  accidents  and 
cancer  take  more  student  lives)  ; single  people 
twice  that  of  those  married”;  and  the  elderly, 
more  often  than  other  adults. 

Shneidman  and  Mandelkorn  consider  some  of 
the  theories  about  why  people  kill  themselves  and 
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present  a number  of  fables  about  suicide  along 

with  the  facts  that  dispute  them. 

Contrary  to  some  commonly  held  but  false 
notions  about  the  suicidal  person,  for  example, 
they  stress  the  fact  that  “Almost  everyone  who 
seriously  intends  suicide  leaves  clues  to  his  im- 
minent action. . .Usually  their  attitude  reflects  it- 
self in  various  verbal  or  behavioral  ‘clues’  ” They 
urge  friends  and  families  to  take  all  verbal  indi- 
cations and  behavioral  hints  seriously.  The  most 
obvious  of  the  latter  are  suicide  attempts  but 
there  are  other  telling  changes  in  behavior  that 
are  less  discernible.  “He  may,’’  they  explain,  “be- 
come almost  monklike  and  contemplative...  dras- 
tically reduce  eating  or  refrain  from  conversa- 
tion and  ignore  normal  sexual  drives... In  the  fi- 
nal days  of  his  life,  frequently ' he  gives  away... 
highly  valued  material  possessions.” 

Although  it  is  not  easy  to  determine  how  close 
to  a suicide  attempt  the  troubled  person  may  be, 
the  authors  found  that  “trained  professional  or 
volunteer  staff  members  of  any  suicide  prevention 
service  can  predict  a suicide  with  more  than 
chance  accuracy." 

And  such  sensitivity  is  an  important  first  step 
in  suicide  prevention.  “Active  suicide  prevention 
begins  when  the  telephone  rings,”  they  write. 
“Surprisingly  few  calls  are  made  by  cranks... the 
telephone  therapist  cannot  hope  to  solve  all  the 
problems  that  a deeply  troubled  person  faces.  But 
even.  . .highly  imminent  suicide  can  be  averted, 
because  suicidal  crises  can  be  managed.  Profes- 
sionally trained  people  who  work  in  suicide  pre- 
vention services  realize  that  their  goals  must  be 
limited.  . .the  primary  goal  is  to  stop  the  caller 
from  killing  himself,  not  to  remake  his  person- 
ality. . .Suicide  prevention . . .provides  a ready  con- 
tact between  the  community’s  highly  disturbed 
citizens  and  the  established  helping  agencies  which 
are  available  for  them.” 

A good  part  of  How  To  Prevent  Suicide  is 
concerned  with  current  programs  of  suicide  pre- 
vention and  suggestions  for  how  communities  can 
go  about  planning  for  such  a vital  service,  ob- 
taining funds,  and  training  staff.  The  National 
Institute  of  Mental  Health,  which  helped  Los  An- 
geles develop  the  first  full-scale,  scientifically- 
oriented  suicide  prevention  service  about  10  years 
ago,  recently  established  a national  Center  for 
Studies  of  Suicide  Prevention, 


“The  Center,”  as  described  in  the  pamphlet, 
“supports  further  research  into  suicide  — its  clues, 
its  causes,  and... its  prevention.  By  emphasizing 
suicide  research  and  training  and  by  encouraging 
the  growth  of  suicide  prevention  activities,  it  aims 
...  to  reduce  the  number  of  suicides  in  the  Uni- 
ted States.” 

In  the  past  decade,  the  number  of  comprehen- 
sive suicide  prevention  centers  has  grown  from 
3 to  40,  in  17  states.  With  the  appropriate -help 
increasingly  available,  we  should  be  able  to  pre- 
vent many  deaths,  much  sorrow,  and  needless 
waste. 

How  To  Prevent  Suicide  is  No.  406  in  the  Pub- 
lic Affairs  Pamphlet  series,  now  in  its  32nd  year. 
The  series  includes  many  other  distinguished  titles 
covering  health  and  science,  social  and  economic 
problems,  family  relations,  intergroup  relations. 
How  To  Prevent  Suicide  is  available  for  25  cents 
from  the  Public  Affairs  Committee,  a nonprofit 
educational  organization,  381  Park  Avenue  South, 
New  York,  N.Y.  10016. 

NEW  BOOKS 

List  of  books  recently  acquired  by  the  Library 
of  the  University  of  Puerto  Rico,  Medical  Sciences 
Campus. 

Pathology: 

1.  Clarke,  C.D.  Molding  and  casting  for...  physi- 
cians, dentists. . .2d  ed.  Baltimore,  Standard  Arts 
Press,  1946.  QY35 

2.  Color  atlas  of  pathology.  Phila.,  Lippincott, 
1950.  v.  2.  QZ17 

3.  Esculies,  José.  Resumen  de  los  trabajos  del 
Prof.  J.  Esculies  sobre  la  existencia  en  el  suero  de 
los  cancerosos  de  una  sustancia  soluble  en  éter... 
Asunción,  Paraguay,  El  Gráfico,  1966.  QZ206 

4.  Grist,  N.R.  Diagnostic  methods  in  clinical  vi- 
rology. Phila.,  F. A.  Davis,  1966.  QY100 

5.  Infante  Diaz,  Salvador.  Cáncer  en  El  Salvador. 
San  Salvador,  El  Salvador,  Ministerio  de  Educa- 
ción, Dirección  General  de  Publicaciones,  1966 
QZ200 

6.  Martínez,  Isidro,  ed.  Cancer  in  Puerto  Rico, 
incidence,  probability,  mortality  and  survival, 
1950-1964.  San  Juan,  Puerto  Rico,  Dept,  of  Health 
Central  Cancer  Registry,  1967.  QZ200 

7.  Olivera  Ubios,  José.  La  lisadoterapia  de  cora- 
zón en  cancerologia.  Montevideo,  Ministerio  de 
Salud  Pública,  1962.  QZ200 
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8.  Symposium  on  Drug-Induced  Diseases.  2d. 
Amsterdam,  Excerpta  Medica  Foundation,  1965. 
QZ40 

Dermatology: 

1.  Montgomery,  Hamilton.  Dermatopathology. 
N.Y.,  Hoeber  Medical  Division,  Harper  & Row, 
1967.  WR140 

2.  Sauer,  Gordon  C.  Manual  of  Skin  diseases.  2d 
ed.  Philadelphia,  Lippincott,  1966.WR140 

Pediatrics: 

1.  American  Medical  Association.  National  Con- 
ference on  Infant  Mortality.  Proceedings.  Chicago, 
111.,  1967.  WS430. 

2.  Illingworth,  Ronald  Stanley.  The  development 
of  the  infant  and  young  child,  normal  and  ab- 
normal. 3d  ed.  Baltimore,  William  & Wilkins, 

1966.  WS100 

3.  Interdisciplinary  Conference  on  Neonatal  Res- 
piratory Adaptation.  Neonatal  respiratory  Adapta- 
tion, proceedings  of  the.  . .conference.  ..  Bethesda, 
Maryland,  National  Institute  of  Health,  1964. 
WS420 

4.  Kanner,  Leo.  Child  psychiatry.  3d  ed.  Spring- 
field,  111.,  Thomas,  1957.  W350 

5.  Knutrud,  O.  The  water  and  electrolyte  meta- 
bolism in  the  newborn  child  after  major  surgery, 
with  special  reference  to  the  potassium,  phosphorus 
and  magnesium  metabolism.  Oslo,  Universitetsfor- 
laget,  1965.  WS430 

6.  National  Clearinghouse  for  Mental  Health  In- 
formation. “Red  is  the  color  of  hurting.”  Bethes- 
da, Maryland,  National  Institute  of  Mental  Health, 

1967.  WS23 

7.  Smith,  Carl  H.  Blood  diseases  of  infancy  and 
childhood.  2d  ed.  St.  Louis,  C.V.  Mosby  Co., 
1966.  WS300 

8.  L^nited  Cerebral  Palsy's  Annual  Conference. 
Selected  papers  from  professional  program  seg- 
ments of  United  Cerebral  Palsy’s  annual  con- 
ference. Los  Angeles,  California,  1965.  WS340 

9.  Witmer.  Helen  Leland.  Psychiatric  clinics  for 
children.  N.Y.,  The  Commonwealth  fund,  Lon- 
don, H.  Milford,  Oxford  University  Press,  1940. 
WS350 

Practice  of  Medicine: 

1.  Macdonald,  Elizabeth  Mary,  occupational 
therapist.  Occupational  theraphy  in  rehabilitation 


2d  ed.  Baltimore,  Williams  and  Wilkins,  1964. 

2.  Symposium  on  Advanced  Medicine,  2d,  Lon- 
WB  555. 

don,  1965.  2d  symposium  on  advanced  medicine. 
London,  The  Royal  College  of  Physicians,  1966. 
WB5 

3.  World  Health  Organization.  International 
medical  guide  for  ships.  Geneva,  1967.  WB100 

Ophthalmology: 

1.  Cogan,  David  G.  Neurology  of  the  visual  sys- 
tem. Springfield,  111.,  C.C.  Thomas,  1966.  WW 
100 

2.  Mustardé,  John  Clark.  Repair  and  reconstruc- 
tion in  the  orbital  region.  Balt.,  William  & Wil- 
kins, 1966.  WW202 

3.  Symposium  on  Vascular  Disorders  of  the  Eye. 
Basic  considerations  on  anatomy  and  physiology. 
St.  Louis,  Mosby,  1966.  WW100 

4.  Zuckerman,  Joshua.  Diagnostic  examinations 
of  the  eye;  step-by-step  procedure.  2d  ed.  Philadel- 
phia, Lippincott,  1964.  WW141 

Otolaringology: 

1.  DuBrul,  E.  Lloyd.  Evolution  of  the  speech  ap- 
paratus. Springfield,  111.,  Thomas,  1958.  WV501 

2.  Greene,  Margaret  C.L.  The  voice  and  its  dis 
orders.  London,  Pitman  Medical  Pub.  Co.,  1957. 
WV500 

3.  International  Symposium  on  Congenital  Ano- 
malies of  the  Face  and  Associated  Structures,  Gat- 
linburg,  Tenn.,  1959.  Congenital  anomalies  of 
the  face  and  associated  structures.  Springfield,  111. 
Thomas,  1961 . WV440 

Gastrointestinal  System: 

1.  Burdette,  Walter  J.,  ed.  Carcinoma  of  alimen- 
tary tract;  etiology  and  pathogenesis.  Salt  Lake 
City,  University  of  Utah  Press,  1965.  WI320 

2.  Burdette,  Walter  J.,  ed.  Primary  hepatoma. 
Salt  Lake  City,  University  of  Utah  Press,  1965. 
WI735 

3.  Franco  Garusi,  Gian.  The  salivary  glands  in 
radiological  diagnosis.  Basel,  Larger,  1964.  WI230 

4.  U.S.  — Japan  Joint  Conference  on  Biological 
and  Biochemical  Evaluation  of  Malignancy  in 
Experimental  Hepatomas.  Kyoto,  1965.  Proceedings. 
Tokyo,  Japanese  Cancer  Association,  1966.  W1735 

Medicine: 

1.  American  Medical  Association.  Medical  and 
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surgical  motion  pictures,  a catalog  of  selected  films. 
Chicago,  1966.  W18 

2.  Association  of  American  Medical  College.  Med- 
ical education  — East  Pakistan.  Evanston,  111., 
1964.  W18 

3.  Butterworth’s  medical  dictionary.  Rev.  ed. 
London,  Butterworths,  1965.  W13 

4.  Fernández  Cruz  Arturo.  La  teoría  y la  sabi- 
duría médica  como  problemática  de  la  Universi- 
dad. Santiago  de  Compostela,  Universidad  de  San- 
tiago de  Compostela,  1953.  W21 

5.  Gay,  William  I„  ed.  Methods  of  animal  ex- 
perimentation. N.Y.,  Academic  Press,  1965.  W20.5 

6.  Journal  of  the  American  Medical  Association. 
Selected  questions  and  answers.  Chicago  Illinois, 
American  Medical  Association,  1967.  W18 

7.  kusch,  P.  Style  and  styles  in  research.  Hous- 
ton, Texas,  The  Robert  A.  Welch  Foundation, 
1966.  W20.5 

8.  Medical  Education  Information  Center.  Report 
of  the  sixteenth  meeting  of  the  participating  agen- 
cies of  the  Medical  Education  Information  Cen- 
ter. Wash.,  World  Health  Organization,  1964. 
W18 

9.  Pfizer  Laboratories  Spectrum.  An  introduction 
to  physician’s  liability  for  battery,  negligence,  and 
acts  of  others.  New  York,  1966.  W44 

10.  Rochester  Conference,  1st,  1964.  Programmed 
instruction  in  medical  education,  proceedings. 
Rochester,  University  of  Rochester,  1965.  W18 

11.  Symposium  on  Reflections  Research  and  the 
Future  of  Medicine.  A symposium  and  other  ad- 
dresses. New  York,  McGraw-Hill,  1967.  W20.5 

12.  Symposium  on  the  ethics  in  medical  progress. 
Ciba  Foundation  Symposium:  Ethics  in  medical 
progress:  with  special  reference  to  transplantation. 
Boston,  Little,  Brown  and  Co.,  1966.  W50 

13.  U.S.  National  Library  of  Medicine.  Biblio- 
graphy on  medical  education  for  1964  and  1965. 
Bethesda.  Maryland,  1966.  ZW18 

14.  U.S.  National  Library  of  Medicine.  Biblio- 
graphy of  the  history  of  medicine.  No.  1 — 1965 — 
Bethesda,  Maryland,  1966.  ZWZ40 

15.  Valdivieso,  Darío.  Immunity  to  the  rat  nema- 
tode Nipposlrongylus  Brasiliensis  (Travassos)  . I. 
Acquired  immunity.  II.  Changes  in  blood  pro- 
teins. III.  Role  of  the  immunoglobulins.  IV.  Ex- 
traction and  isolation  of  specific  antigens.  San 
Juan,  Dept,  of  Medical  Zoology,  School  of  Med- 
icine, School  of  Tropical  Medicine,  University  of 
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16.  Wershub,  Leonard  Paul.  One  hundred  years 
of  medical  progress.  Springfield,  111.,  Charles  C. 
Thomas,  1967.  W19 

Surgery: 

1.  Orkin,  Louis  R.,  ed.  Management  of  the  pa- 
tient in  shock.  Philadelphia,  F.A.  Davis  Co., 
1965.  W0149 

Communicable  Diseases: 

1.  Alton,  G.G.  Laboratory  techniques  in  brucel- 
losis. Geneva,  World  Health  Organization,  1967. 
WC310 

2.  Myers,  Jay  Arthur.  Tuberculosis  and  other 
communicable  diseases.  Springfield,  111.,  Thomas, 
1959.  WC100 

Respiratory  System: 

1.  Uruguay,  Ministerio  de  Salud  Pública.  Cuadro 
sinóptico  del  tratamiento  del  asma.  Montevideo, 
1961.  WF553 

2.  Waksman,  Selman  Abraham.  The  conquest  of 
tuberculosis.  Berkeley,  University  of  California 
Press,  1964.  WF11 

(Continued  in  next  issue) 

Nacionales 

AMERICAN  COLLEGE  OF  PHYSICIANS  POST 
GRADUATE  COURSES 

Jan.  15-19  — Neurology  and  the  Internist.  Univer- 
sity of  Miami  Schooi  of  Medicine,  to  be  held 
at  The  Eden  Roc  Hotel,  Miami  Beach,  Florida. 
Feb.  5-9  — Psychiatry  and  the  Internist,  University 
of  Southern  California  School  of  Medicine,  Los 
Angeles,  California. 

Feb.  28-March  2 — Hypertensive  Cardiovascular 
Diseases:  Mechanism  and  Treatment.  Clinical  Re- 
search Institute  of  Montreal,  Montreal,  P.Q., 
Canada. 

Mar.  14-16  — The  Clinical  Selection  of  Patients 
for  Cardiac  Surgery.  University  of  Minnesota, 
Rochester,  Minnessota. 

Mar.  18-22  — Psychiatry  and  the  Internist.  Albany 
Medical  College  of  Union  University,  Albany, 
N.  Y. 

Mar.  28-30  — Current  Concepts  in  Physiology  of 
Respiration,  Circulation  and  Electrolyte  Metabol- 
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ism,  to  be  held  at  The  Somerset  Hotel,  Boston, 
Mass. 

OTHER  MEETINGS 

Jan.  18-20  — National  Conference,  “The  Commu- 
nity and  Emergency  Medical  Services " to  be 
held  in  San  Francisco  Hilton  Hotel,  San  Francis- 
co, California. 

Jan.  11-13  — AMA  Committee  on  Maternal  and 
Child  Care  “First  International  Conference  on 
Prematurity ”,  to  be  held  in  Ft.  Lauderdale,  Flo- 
rida. 

NATIONAL  PULMONARY  FUNCTION 
COURSE 

The  1967  Fourth  Annual  Postgraduate  Course 
on  Pulmonary  Function  in  Health  8c  Disease  to 
be  held  in  New  Orleans,  Louisiana,  will  take 
place  Monday,  December  4,  through  Thursday, 
December  7,  1967. 

Tuition  for  the  Course  is  $100  for  all  physi- 
cians. Members  of  the  American  Thoracic  Society 
receive  a $25  discount.  Interested  nurses  and  tech- 
nicians’ tuition  is  $25.  The  Course  is  limited  to 
150,  and  application  for  registration  should  be 
made  through  the  Lousiana  Thoracic  Society,  305 
Baronne  Street,  New  Orleans,  Louisiana,  70112; 
Attention:  Findley  Raymond,  Course  Coordinator. 

FIVE  NEW  MEDICAL  SCHOOLS 
OPENING  THIS  FALL 

Five  new  medical  schools  are  opening  this  fall, 
and  others  are  increasing  their  enrollments  of  be- 
ginning medical  students. 

The  result  is  an  increase  of  first-year  medical 
students  to  an  estimated  9,280,  compared  with 
8,964  last  year,  says  The  AMA  News,  published 
by  the  American  Medical  Association. 

There  now  are  94  U.  S.  medical  schools  in 
operation.  Eleven  other  new  medical  schools  are 
continuing  development  programs.  These  develop- 
ing schools,  plus  the  five  just  put  into  operation, 
are  expected  to  be  graduating  an  additional  1,062 
medical  students  annually  be  the  mid-1970s.  Med- 
ical schools  will  then  be  graduating  about  10,000 
students  annually. 

Total  medical  school  enrollment  was  82,835 
last  year,  and  is  expected  to  increase  substantial- 
ly this  year. 


The  new  schools  are  the  University  of  Arizo- 
na College  of  Medicine,  at  Tucson;  Brown  Uni- 
versity’s Program  in  Medical  Science,  at  Provid- 
ence, R.I.;  the  University  of  Hawaii  School  of 
Medicine,  at  Honolulu;  Michigan  State  Univer- 
sity’s College  of  Human  Medicine,  at  East  Lansing, 
and  Pennsylvania  State  University’s  Milton  S.  Her- 
shey  Medical  Center,  Hershey,  Pa. 

In  addition,  freshman  enrollment  has  been  in- 
creased five  each  in  the  schools  of  medicine  and 
dentistry  at  Creighton  University,  Omaha,  Neb. 
The  increases  will  boost  medical  school  enroll- 
ment to  82  freshman  and  the  dentistry  division 
enrollment  to  51  freshmen. 

Students  are  expected  to  be  admitted  in  Sep- 
tember, 1968 — two  years  ahead  of  schedule — to  the 
new  campus  of  the  New  Jersey  College  of  Med- 
icine and  Dentistry  in  Newark.  (This  is  a new 
campus  for  an  existing  medical  school.) 

The  University  of  Arizona  welcomed  a class  of 
32  when  it  opened  its  $7.3  million  medical  school 
complex  in  September.  A full  enrollment  of  64 
students  is  expected  about  1969,  according  to  Mer- 
lin K.  DuVal,  Jr.,  M.D.,  dean  of  the  school. 

While  Brown  University  admitted  its  first  med- 
ical school  students  in  1963,  that  class  this  fall 
reached  the  equivalent  of  its  first  medical  year. 
Under  the  direction  of  Mac  V.  Edds,  Jr.,  M.D., 
this  privately  owned  and  supported  university  has 
earmarked  a $17.1  million  medical  school  expan- 
sion program.  The  medical  school  offers  a six- 
year  program,  with  the  final  three  years  emphasiz- 
ing independent  study  and  research.  The  school 
envisions  a maximum  enrollment  to  50  students 
per  class. 

Twenty-seven  students  are  enrolled  in  the  Uni- 
versity of  Hawaii’s  School  of  Medicine.  Windsor 
C.  Cutting,  M.D.,  dean,  says  construction  is  ex- 
pected to  start  within  the  next  six  months  on  a 
$7  million  medical  school  building,  but  mean- 
while, classes  are  being  conducted  in  other  cam- 
pus buildings,  as  well  as  in  Leahi  Hospital. 

Michigan  State  University’s  College  of  Human 
Medicine  is  directed  by  Andrew  D.  Hunt  Jr., 
M.M.,  dean.  Categorized  as  a “two-year”  school, 
its  program  is  considered  as  a "continuous  six- 
year  experience”,  with  "medical  school”  training 
starting  in  the  fourth  year  after  three  years  of 
undergraduate  work.  The  school  is  aiming  for  an 
enrollment  of  64  students  per  class  and  is  com- 
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pleting  plans  for  an  $11.8  million  Life  Sciences 
Building. 

A class  of  40  is  enrolled  in  the  new  College 
of  Medicine  of  the  Milton  S.  Hershey  Center  of 
Pennsylvania  State  University.  The  $50  million 
complex,  under  Dean  George  T.  Harrell,  Jr.,  M.D., 
has  divised  an  education  program  which  will  “em- 
phasize problem  solving  through  the  scientific 
method.” 

While  reporting  the  good  news  of  school  open- 
ings, The  AMA  News  also  gave  an  editorial  warn- 
ing. 

“The  American  Medical  Association’s  Board  of 
Trustees  has  stated  that  while  medical  school  out- 
put will  continue  to  increase  steadily,  the  increase 
will  probably  not  be  sufficient  to  resolve  the 
medical  manpower  problem,”  the  editorial  said. 

“Medical  educators  know  it  takes  from  six  to 


ten  years  from  the  time  it  is  decided  to  build  a 
new  medical  school  until  the  graduation  of  the 
first  class.  It  requires  a minimum  of  three  years 
after  money  is  available  to  develop  a medical 
school  to  the  point  where  it  will  enroll  its  first 
class. 

“Expansion  of  an  existing  medical  school,  while 
the  most  rapid  way  to  achieve  the  desired  increase 
in  physicians,  still  requires  time.  At  least  two 
and  one-half  years  are  required  to  plan  and  build 
facilities  which  will  allow  for  a major  expansion 
of  a medical  school’s  classes." 

The  five  new  medical  schools  “can  serve  as 
inspirations,”  the  editorial  said,  but  they  ought 
to  serve  as  warnings  that  “the  time  to  act — the 
time  to  begin  planning  and  gaining  the  necessary 
support  for  a new  school  or  the  expansion  of  an 
existing  one — is  now.” 
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